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That  the  present  work  has,  to  a  certain  extent,  fulfilled  the 
object  of  its  publication  is  evidenced  by  the  very  favourable 
manner  in  which  it  has  been  reviewed,  both  at  home  and 
abroad,  and  by  the  rapid  sale  of  the  first  edition. 

It  has  already  been  republished  in  America,  and  will 
shortly  be  translated  into  Grerman. 

In  presenting  another  edition  to  the  profession  I  have 
adopted  many  of  the  suggestions  offered  by  my  reviewers,  and 
have  endeavoured  by  a  careful  and  conscientious  revision  of 
the  text,  to  render  the  w^ork  a  trustworthy  guide  to  the  study 
of  the  disorders  tresfted  of. 

I  am  indebted  to  my  friend  Mr.  Alban  Doran  for  revising 
Chapter  XIX.,  on  the  Pathology  of  Ovarian  Tumours. 

Some  fresh  illustrations  have  been  added,  but  I  have 
avoided  increasing  the  bulk  of  the  book  as  far  as  possible, 
preferring  to  keep  to  my  original  intention  of  making  it  a 
practical  manual  for  the  student  and  junior  practitioner,  not 
an  encyclopaedia. 

A.  W.  E. 


22  WiMPOLE  Street,  London  : 
June  1882. 
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PEEFACE 

TO 

THE    FIEST  EDITION. 


In  the  following  pages  I  have  attempted  to  present  to  the 
student  and  junior  practitioner  such  an  account  of  the  diseases 
incidental  to  women  as  will  prove  a  reliable,  practical  clinical 
guide. 

Those  who,  from  lack  of  time  or  opportunity  during  their 
student  career,  neglected  to  make  themselves  familiar  with  a 
subject  which  will  form  a  most  important  item  in  the  daily 
routine  of  ordinary  practice,  may  thus  be  enabled  to  repair  the 
omission. 

My  endeavour  has  been  to  give  an  impartial  account,  and 
if,  in  dealing  with  the  subject  of  displacements  of  the  uterus, 
too  much  prominence  should  appear  to  have  been  given  to 
their  mechanical  treatment,  it  has  been  in  order  that  the 
question  should  be  fairly  represented,  not  that  the  practitioner 
is  recommended  to  place  too  great  reliance  upon  mechanical 
appliances. 

The  task  of  condensing  within  the  limits  of  a  manual  all 
that  has  stood  the  test  of  time  and  experience  in  this  speciality, 
has  been  a  difficult  one.  Doubtless  many  omissions  will  be 
found.  Still,  I  trust  these  may  be  rectified  by  encouraging 
the  student  to  investigate  the  subject  of  gynecology  more 
exhaustively  in  larger  works. 

I  have  to  acknowledge  my  own  indebtedness  for  much 
valuable  information  to  Dr.  Barnes's  '  Clinical  History  of  the 
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Medical  and  Surgical  Diseases  of  Women,'  Dr.  T.  Graillard 
Thomas's  '  Practical  Treatise  on  the  Diseases  of  Women,'  and 
other  similar  works  duly  acknowledged  in  the  text. 

The  diagnosis  of  abdominal  tumours  being  generally  one 
of  much  difficulty  to  the  student,  has  been  given  most  ex- 
haustively. The  functional  disorders  have  also  been  entered 
into  at  some  length,  necessitating  of  course  much  repetition ; 
but  as  the  young  practitioner  is  often  compelled  to  study 
disease  from  its  clinical  aspect,  this  portion  of  the  work  will 
not,  I  feel  sure,  be  unappreciated. 

The  illustrations  chiefly  consist  of  outline  diagrams  re- 
presenting the  various  displacements  of  the  uterus,  methods  of 
operation  in  cases  of  ruptured  perineum  and  vesico- vaginal 
fistulse,  and  differential  diagnosis  of  tumours.  Figures  of  in- 
struments likely  to  be  of  service  to  the  practitioner  have  been 
incorporated  in  the  text,  as  being  far  more  useful  than  letter- 
press descriptions.  Many  of  the  makers'  names  appear  upon 
these,  but  where  not  indicated  I  am  indebted  to  the  courtesy 
of  Messrs.  Krohne  and  Seseman. 

A  copious  index  is  appended,  to  facilitate  reference,  and 
ever}^  effort  has  been  made  to  render  the  work  practically  use- 
ful to  the  busy  practitioner. 

A.  W.  E. 


22  WiMPOLE  Street,  W 
September  1881. 
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CHAPTER  I. 

INTRODUCTORY. 

In  Gynecology,  to  ensure  success,  it  is  essential  to  gain  the  confidence 
of  your  patient ;  this  can  only  be  acquired  by  practice  and  long 
experience.  There  is  a  great  difference  between  knowing  a  subject 
theoretically  or  scientiScally  and  understanding  the  art  of  dealing 
with  that  subject.  A  man  may  understand  the  theory  of  music,  for 
instance,  as  well  as  the  mechanism  of  any  musical  instrument,  and 
yet  be  unable  to  play  correctly  a  single  bar  of  music. 

The  chief  difficulty  that  will  beset  the  student  at  the  commence- 
ment of  practice  will  be  interpreting  aright  the  patient's  statements 
of  her  own  sufferings,  reconciling  the  subjective  symptoms  with  the 
objective  signs,  and  ascribing  to  each  their  proper  value  and  import. 

Rational  signs — which  appeal  to  our  reason  and  not  to  our  senses 
— such  as  pain  in  the  back,  bearing  down,  &c.,  will  often  direct  our 
attention  specially  to  the  pelvic  organs,  and  lead  us  to  infer  the 
existence  of  disease  there,  which  is  confirmed  or  otherwise  by  the  em- 
ployment of  certain  '  physical '  examinations  to  be  hereafter  described. 

In  no  speciality  is  it  so  important  to  combine  the  suaviter  in 
modo  with  the  fortiter  in  re,  for  unless  the  practitioner  be  kind  and 
sympathetic  he  will  fail  to  elicit  the  symptoms  he  is  expected  to  treat, 
or  to  gain  the  confidence  that  is  so  essential  to  success  ;  and,  on  the 
other  hand,  unless  he  be  firm  and  decided  his  patient  will  despise  him 
and  not  follow  his  instructions.  He  should  be  extremely  neat  and 
cleanly  in  the  performance  of  all  examinations,  minor  operations, 
dressings,  &c.,  for  patients  are  naturally  indignant  at  finding  stains 
of  nitrate  of  silver  or  other  agents  on  their  towels  and  personal  linen, 
and  are  apt  to  consider  them  as  a  proof  of  a  want  of  knowledge  as 
well  as  of  dexterity  and  practice. 

It  has  been  well  said,^  '  that  a  cheerfal  face  is  a  good  tonic ;  but 
one  must  laugh  little  ^vith  patients  and  not  at  all  at  them,  for  however 
ridiculous  their  fancies  may  be,  they  must  be  reasoned,  not  laughed 
out  of  them.' 

On  your  first  interview  with  a  patient  you  will  do  well  to  hear 
much  and  say  little,  for  however  much  she  may  be  agitated  and 
flurried,  she  will  carefully  treasure  up  any  expression  of  opinion  you 

1  Dr.  Tilt,  Uterine  Therapeutics. 
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may  incautiously  let  drop,  that  subsequent  experience  of  her  case  may 
not  corroborate  nor  treatment  substantiate. 

By  allowing  the  patient  to  tell  her  own  tale  in  her  own  way, 
although  some  little  time  will  be  lost,  much  will  be  gained  from  her 
method  of  telling  it;  and  should  she  become  somewhat  discursive, 
the  practitioner  can  readily  bring  her  back  to  the  more  immediate 
symptoms  by  following  up  any  clue  that  her  narrative  may  have  given 
him,  or  elucidating  more  fully  any  special  points  for  investigation. 
If  the  contrary  method  be  pursued,  it  is  well  to  begin  by  asking  the 
patient.  What  do  you  complain  of? — our  subsequent  plan  of  action 
being  determined  by  the  nature  of  the  complaint ;  thus,  if  pain  be  the 
principal  symptom,  its  seat,  nature,  constancy  or  recurrence,  dura- 
tion, &c. 

It  is  well  to  avoid  putting  leading  questions,  for  the  answers  are 
often  very  misleading,  the  patient  either  not  understanding  the  query, 
or  thinking  it  right  to  say  yes  or  no,  depending  upon  the  manner  in 
which  the  question  is  asked.  A  far  better  plan  is  to  lead  up  to  the 
point  you  are  anxious  to  ascertain,  without,  however,  suggesting  an 
inference  or  allowing  the  patient  to  see  the  drift  of  your  queries. 

In  young  and  unmarried  patients  it 'is  always  better  to  ascertain 
the  general  condition  of  the  principal  functions  before  proceeding  to 
the  discussion  of  the  uterine  symptoms,  as  the  nervous,  the  circula- 
tory, the  digestive,  ascertaining  the  condition  of  the  bowels,  and 
then  inquiring  as  regards  the  menstrual  function,  leucorrhcea,  dys- 
menorrhoea,  &c.  The  duration  and  frequency  of  the  catamenial  periods 
should  always  be  noted,  together  with  the  fact  of  their  being  scanty 
or  profuse,  painful  or  natural. 

Much  may  be  learnt  by  a  careful  study  of  the  physiognomy.  It 
is  difficult  to  convey  in  words  the  significance  of  the  various  shades  of 
chloro-ansemia.  It  is  an  experience  to  be  gained  only  by  practice. 
The  appearance  of  anaemia  from  incipient  phthisis  in  the  youug 
differs  materially  from  that  of  chlorosis,  and  this  again  from  the  semi- 
chlorotic  tinge  due  to  hsematocele,  or  the  pallor  arising  from  pelvic 
cellulitis,  or  the  blanched  aspect  depending  upon  menorrhagia,  or  the 
cachexia  from  malignant  disease  of  the  uterus.  And  yet  the  grada- 
tions are  so  slight  that  it  would  need  a  thorough  artist  to  depict 
them  aright.  Again,  in  ovarian  tumours  the  physiognomy  is  most 
characteristic,  as  will  be  noticed  when  speaking  of  these  tumours. 

It  is  only  after  much  experience  that  the  young  practitioner  will 
be  enabled  to,  estimate  at  their  proper  value  the  so-called  subjective 
symptoms,  i.e.  what  the  patient  herself  tells  him  :  he  will  frequently 
find  that  the  objective  signs,  i.e.  the  actual  physical  condition  of  the 
parts,  are  by  no  means  in  direct  relation  the  one  to  the  other,  in  fact 
they  often  vary  inversely — the  more  the  complaint  the  less  the  cause. 
Many  young  women  refuse  to  acknowledge  they  are  ill  or  suffering 
until  the  fact  is  so  patent  to  their  friends  that  it  is  useless  any  longer 
denying  it ;  bashfulness  and  a  dislike  to  be  considered  ill,  or  to  adopt 
the  requisite  precautions,  being  their  chief  motives  in  maintaining 
silence.  Whereas  among  older  patients  they  are  apt  to  exaggerate 
trifling  ailments,  and  make  mountains  of  molehills,  partly  out  of  fear 
and  partly  to  increase  our  sympathy  for  their  imagined  sufferings. 
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It  will  be  advisable  to  have  some  systematic  method  of  taking 
notes,  for  by  this  means  important  points  are  less  likely  to  be  over- 
looked, the  cases  are  more  uniform  for  reference,  and  much  needless 
time  and  trouble  is  saved. 

A  form  similar  to  the  one  given,  modified  from  Thomas,  will  be 
found  to  contain  all  that  is  requisite  for  ordinary  cases,  special  facts 
being  noted  in  addition,  depending  upon  the  nature  of  the  case. 

Name    Age  Married  ?  

Date  of  first  visit  Address 

No.  of  children  Date  of  last  confinement 

No.  of  miscarriages  Date  of  last  miscarriage  

Age  at  first  menstruation  Date  of  last  catamenia  

How  long  ill 

Principal  symptoms  


Supposed  cause 


Present  condition  as  regards 

■  Eegularit  J 


Menstruation 


Discharge 


Pain 


Physical  signs 


Diagnosis 
Treatment 
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The  order  of  filling  in  may  be  varied  according  to  circumstances, 
but  the  several  facts  indicated  should  be  ascertained  before  the  visit 
is  completed. 

An  outline  diagram,  as  in  fig.  1,^  filled  in  just  after  the  examina- 
tion, will  often  save  much  time  and  convey  more  at  a  single  glance 
than  mere  written  descriptions,  however  lengthy. 

The  question  of  the  necessity  of  resorting  to  an  examination, 
where  from  the  obscurity  of  the  symptoms,  or,  on  the  contrary,  from 
their  pointing  definitely  to  some  local  lesion  or  abnormal  condition,  is 
one  not  always  easy  to  be  determined. 

It  is  a  point  of  great  importance  to  decide,  for  on  the  one  hand 
we  must  make  every  allowance  for  that  female  modesty,  which  is  the 


Fig.  1. — Outline  Diagram  showing  Section  of  Pelvis. 


best  attribute  of  woman  and  the  surest  safeguard  of  society,  and  not 
press  for  an  examination  until  certain  simple  expedients  have  been 
resorted  to,  and  on  the  other  hand  our  own  professional  reputation 
must  be  considered.  Although  the  symptoms  complained  of  may 
point  to  disease'  of  the  uterus,  ovaries  or  contiguous  parts,  yet  we  must 
always  bear  in"  mind  the  intimate  sympathy  in  nature  between  the 
functions  of  various  organs,  monorrhagia,  for  instance,  being  a  not 
infrequent  symptom  in  diseases  of  the  heart,  liver,  and  kidneys ;  and 
dysmenorrhoea  being  frequently  dependent  upon  so-called  neuralgia, 
rheumatism,  &c.  In  fact,  '  It  may  be  affirmed  that  no  severe  consti- 
tutional disorder  can  long  continue  in  a  woman  during  the  pre- 
dominance  of  the  ovarian  function  without  entailing  disturbance  in 
this  function.    And  the  converse  is  also  true,  that  disorder  of  the 

1  These  forms,  designed  by  Dr.  G.  Kowell  of  Leeds,  are  published  by  Smith,  Elder 
&  Co.  They  can  be  detached  from  the  book,  and  are  gummed  at  the  back  so  that  they 
may  readily  be  iucerted  in  the  case  book. 
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sexual  organs  cannot  long  continue  without  entailing  constitutional 
disorder,  or  injuriously  affecting  the  condition  of  other  organs.' 

The  question  then  is,  what  symptoms  or  combination  of  symptoms 
lead  us  to  infer  that  some  local  mischief  is  present  and  necessitate  an 
examination  1 

Menstruation  being  the  most  important  function,  any  disturbance 
of  this  will  probably  be  the  first  indication  to  arrest  our  attention, 
such  as  defect,  excess,  irregularity,  pain,  &c.  As  a  rule,  in  ordinary 
cases  of  amenorrhoea,  more  especially  in  those  associated  with  chlorosis, 
tubercular  cachexia,  or  anaemia  from  over-work  or  insufficient  supply 
of  nourishment,  no  local  examination  is  necessary ;  but  should  the 
menstrual  molimen  recur  at  regular  intervals,  and  the  patient  suffer 
much  pain  and  discomfort,  although  no  discharge  of  blood  appear 
outwardly,  we  are  justified  in  resorting  to  a  local  examination,  as  thp 
case  may  prove  to  be  one  of  retention  of  the  catamenia  from  imper- 
forate hymen  or  os  uteri,  and  if  not  relieved  may  prove  fatal. 

Where  menorrhagia  persists  and  is  not  influenced  by  ordinary 
remedies,  but  produces  marked  anaemia,  debility,  and  impairment  of 
the  general  health,  an  examination  should  always  be  resorted  to  even 
whilst  the  haemorrhage  continues,  more  especially  if  the  loss  be  exces- 
sive, for  a  polypus,  fibroid  tumour,  or  cancer  may  be  present. 

In  cases  of  dysmenorrho&a  the  question  of  resorting  to  examination 
is  often  a  very  perplexing  one.  After  the  usual  recognised  means 
have  been  tried,  on  the  supposition  of  its  being  neuralgic  or  con- 
gestive, and  where  the  discomfort  is  so  great  as  to  unfit  the  patient 
for  her  ordinary  duties,  or  her  general  health  suffers  materially  from 
the  frequently  recurring  paroxysm  of  j^ain,  an  examination  with  the 
view  ot  detecting  any  flexion  or  obstruction  is  clearly  indicated,  and 
should  be  resorted  to. 

In  cases  of  leucorrhcea  in  single  women,  it  is  well  to  try  first 
what  influence  iron  and  aloes,  with  some  astringent  injection,  or  sea- 
bathing, will  produce;  but  should  the  general  health  suffer,  more 
especially  where  there  is  any  phthisical  history,  and  the  discharge 
continue  excessive,  spite  of  all  our  remedies,  an  examination  should 
])e  made. 

Where  patients  complain  of  hearing  down,  dragging  pain  in  the 
hips  and  loins,  pressure  upon  the  bladder,  causing  retention  of  urine 
or  frequency  of  micturition,  and  there  is  no  habitual  constipation  to 
explain  the  symptoms,  or  these  persist  after  the  former  has  been 
remedied,  an  examination  had  better  be  instituted. 

Having  learnt  all  that  is  possible  from  the  patient's  statements  as 
to  her  sufferings  and  symptoms,  and  having  decided  that  a  local  in- 
vestigation is  necessary  to  complete  the  diagnosis  of  the  case,  the 
reasons  for  this  should  be  briefly  stated  to  the  patient,  and  her  per- 
mission obtained.  It  is  best  to  leave  entirely  to  the  patient,  as  a 
general  rule,  the  option  of  her  mother  or  friend  being  present  in  the 
room  during  the  examination.  But  in  the  case  of  young  unmarried 
girls,  especially  if  there  is  the  least  tendency  to  hysteria,  it  is  always 
a  prudent  precaution  to  insist  upon  the  mother  or  some  other  discreet 
married  friend  being  present. 
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CHAPTER  II. 

MEANS  OF  PHYSICAL  DIAGNOSIS. 

In  order  to  arrive  at  a  correct  diagnosis  it  is  essential  that  the  student 
take  every  opportunity  of  educating  his  sense  of  touch,  of  acquiring 
the  '  tactus  eruditus,'  for  u^on  this  sense  he  will  have  mainly  to  rely 
in  a  large  number  of  cases.  The  sense  of  hearing  may  assist  him  in 
some  doubtful  cases  of  abdominal  tumours,  the  sense  of  sight  cor- 
roborate an  impression  that  the  sense  of  touch  has  suggested,  or  the 
sense  of  smell  even  lead  to  the  suspicion  of  syphilis,  cancer,  or  other 
condition;  but  it  is  upon  the  sense  of  touch  more  particularly  that  he 
will  have  to  depend  for  arriving  at  a  correct  diagnosis  in  nearly  all 
instances  of  uterine  and  pelvic  disorders. 

As  Gooch  has  ably  remarked  :  '  The  faculty  of  observation  requires 
rather  to  be  guided  than  to  be  sharpened ;  the  finger  soon  gains  the 
faculty  of  feeling  when  the  mind  has  acquii-ed  the  knowledge  of  what 
to  feel  for. 

It  will  be  well  to  enumerate  the  various  means  at  our  disposal,  so 
that  the  student  may  see  them  at  a  glance : — 
Methods  resorted  to  for  Physical  Diagnosis  in  Uterine  Disorders. 

1.  Vaginal  touch. 

2.  Conjoined  manipulation,  bimanual  palpation,  or  abdomino- 
vaginal examination. 

3.  Uterine  exploration,  utero-abdominal,  -rectal,  and  -vaginal 
exploration. 

4.  Inspection  of  the  vulval  outlet,  and  examination  by  the 
speculum. 

5.  Abdominal  inspection,  palpation,  percussion,  and  auscultation. 

6.  Kectal  touch,  recto-abdominal,  -vaginal,  -vesical,  rectal  ex- 
ploration. 

7.  Dilatation  of  cervix  uteii  by  means  of  tents,  &c. 

8.  The  aspirator  or  exploring  needle. 

9.  Examination  of  the  secretions,  discharges,  or  substances  ex- 
pelled, by  the  naked  eye  or  assisted  by  the  microscope. 

10.  Anaesthesia. 

Management  of  Patient  during  Physical  Examination. — Having 
jDreviously  explained  to  the  patient  the  necessity  for  resorting  to  a 
local  investigation,  our  next  object  is  to  place  her  in  such  a  position 
as  will  least  offend  her  sense  of  modesty,  and  at  the  same  time  enable 
us  to  examine  the  condition  of  the  pelvic  organs  without  unnecessary 
exposure. 

In  England  the  more  usual  method  is  to  place  the  patient  in  the 
left  lateral  position,  the  ordinary  obstetric  one.    This  affords  perfect 


METHOD  OF  EXAMININa. 


7 


facility  for  digital  exploration,  for  the  passage  of  the  sound  if  requi- 
site, as  also  for  the  employment  of  the  speculum.  The  body  should 
lie  obliquely  across  the  couch  or  bed,  the  head  being  well  over  to  the 
further  side,  the  hips  close  to  the  edge  of  the  couch,  the  shoulders  on 
the  same  level  as  the  buttocks,  the  knees  drawn  up  towards  the 
abdomen.  If  the  left  arm  be  brought  out  behind  and  the  patient 
rolled  somewhat  over,  so  that  the  left  shoulder  rests  upon  the  couch, 
we  have  the  semi-prone  position,  which  proves  very  convenient  where 
we  have  to  pass  the  speculum.  A  folded  shawl  or  light  rug  should 
always  be  employed  to  cover  over  the  lower  portion  of  the  body,  both 
to  prevent  the  patient  getting  chilled  as  well  as  to  avoid  unnecessary 
exposure. 

The  dress  and  underclothing  must  now  be  pulled  gently  back 
towards  the  buttocks,  being  disengaged  over  the  knees  if  the  dress  be 
at  all  tight,  so  that  the  examiner  is  not  incommoded  in  any  way. 

If  the  practitioner  be  ambidexter,  i.e.  can  use  either  hand  equally 
well,  the  left  lateral  position  has  many  advantages.  If  the  right 
index  finger  be  employed,  the  sensitive  pulp  of  the  digital  extremity 
naturally  is  directed  backwards,  so  that  the  posterioi*  vaginal  cul-de- 
sac  and  the  posterior  portion  of  the  pelvis  can  be  thoroughly  explored, 
but  as  the  finger-nail  is  turned  toward  the  cervix  uteri,  and  the  ex- 
aminer must  cross  his  left  hand  awkwardly  over  the  right  to  get  at  the 
abdomen,  it  is  more  difficult  to  carry  out  the  conjoined  manipulation. 
The  perineum  in  this  position  can,  however,  be  more  fully  retracted 
than  when  the  patient  is  in  the  dorsal  position.  The  right  side  of 
the  pelvis,  including  the  right  ovary,  is  most  readily  explored  by 
this  arrangement. 

If  the  left  index  finger  be  employed,  the  pulp  of  the  finger  being 
directed  forward  enables  us  to  ascertain  readily  the  condition  of  the 
cervix,  the  anterior  wall  of  the  vagina,  and  anterior  portion  of  the 
pelvis.  The  right  hand  is  now  conveniently  disposed  for  abdominal 
palpation.  The  left  portion  of  the  pelvis,  including  the  left  ovary, 
is  best  explored  in  this  way.  Where  the  left  finger  is  employed  it 
is  essential  to  place  the  patient  nearly  transversely  upon  the  bed  or 
couch,  the  back  being  at  right  angles  to  the  side  of  the  bed,  and  not 
parallel  with  it. 

The  dorsal  position  is  that  usually  adopted  on  the  Continent,  and 
has  unquestionably  many  advantages  over  the  lateral  one,  inasmuch 
as  if  the  patient  be  properly  placed,  the  conjoined  manipulation  is  far 
more  readily  carried  out,  the  abdominaJ^  muscles  being  relaxed,  and 
the  organs  occupying  the  position  .natural  to  them  at  the  time  of 
examination,  without  being  deflected  to  one  side  or  other,  as  happens 
when  the  patient  lies  on  her  side. 

The  right  finger  now  serves  equally  well  to  explore  both  sides  of 
the  pelvis,  and  the  left  hand  is  conveniently  disposed  for  abdominal 
palpation.  Should  it  be  found  necessary  to  examine  the  patient  lying 
on  the  left-hand  side  of  the  bed,  who  may  be  too  ill  to  be  transferred 
without  unnecessary  risk  or  trouble  to  the  right  side  of  the  bed,  it 
will  be  more  convenient  to  employ  the  left  index  finger  to  examine 
internally,  the  right  being  used  for  abdominal  palpation  so  as  to  get 
the  conjoined  manipulation.    In  oi-der  to  obtain  the  full  advantage 
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from  our  examination  the  patient  should  either  be  undressed  and  in 
bed,  or  should  have  her  clothes  loosened,  her  corset  unfastened  or 
removed,  and  all  tight  bands  round  the  waist  undone.  If  in  bed,  a 
hard,  firm  mattress  should  always  be  preferred  to  a  feather  bed. 
The  patient  must  lie  close  to  the  edge,  fairly  upon  her  back,  her 
head  resting  upon  a  pillow,  the  knees  well  drawn  up  and  slightly 
abducted. 

Perpendicular  Examination.— This,  a  common  method  in  some 
countries,  is  seldom  resorted  to  here,  but  nevertheless  is  often  very 
necessary,  as  in  cases  of  hernia,  varicocele  displacements  of  the  uterus, 
whether  version,  flexion,  or  prolapse,  where  we  wish  to  form  an 
accurate  idea  of  the  true  state  of  affairs  when  the  patient  is  in  the 
upright  position.  No  exposure  is  necessary,  and  if  the  object  of  it  be 
explained  to  the  patient  herself,  she  will  seldom  offer  any  objection. 

Vaginal  Touch. — Having  placed  the  patient  in  the  dorsal  or 
lateral  position,  loosen  any  clothes  and  cover  her  with  a  rug  or 
shawl ;  the  examining  finger  being  first  lubricated  with  olive  oil, 
cold  cream,  vaseline,  or  lard,  carbolised  oil  being  most  suitable,  the 
remaining  fingers  are  flexed  upon  the  palm  and  the  thumb  laid 
upon  them,  the  forefinger  is  introduced  into  the  vulva  from  its 
posterior  aspect  along  the  raphe  of  the  perineum.  As  soon  as  the 
sensitive  pulp  of  the  finger  detects  the  vaginal  orifice,  the  finger  is 
pressed  firmly  but  gently  against  the  distensible  perineum,  and  then 
passed  onwards  along  the  posterior  vaginal  wall,  following  the  curve 
of  the  sacrum.  By  this  means  the  sensitive  structures  near  the 
pubes  are  avoided,  and  the  patient  thus  saved  any  unnecessary 
annoyance ;  besides,  it  is  easier  to  gain  access  to  the  vagina  in  this 
way  than  if  the  point  of  the  finger  be  carried  more  forward. 

The  several  points  to  be  noted  in  the  order  in  which  they  would 
generally  present  themselves  are,  incidentally,  any  hsemorrhoidal 
excrescences,  undue  sensitiveness  or  laceration  of  the  perineum, 
rigidity  of  the  hymen,  hypersesthesia  of  the  vulval  orifice  as  indi- 
cated by  spasm,  presence  of  any  vascular  growth  of  the  urethra,  warts, 
condylomata  or  sores  on  the  vulva,  perviousness  and  capacity  of  the 
vagina,  rugosity  of  its  walls ;  whether  unusually  dry  and  sensitive, 
increased  in  temperature,  or  i-elaxed  and  bathed  with  muco-purulent 
secretion ;  whether  any  foreign  body  be  detected,  such  as  a  polypus, 
malignant  growth,  or  some  inorganic  substance  introduced  from  with- 
out ;  whether  the  rectum  be  loaded  with  fseces,  whether  any  indiTra- 
tion  or  fulness  be  detected  ii^-  the  posterior  vaginal  cul-de-sac,  such  as 
might  result  from  a  retroverted  or  retroflexed  fundus  uteri,  a  fibroid 
of  the  posterior'  wall  of  the  uterus,  a  prolapsed  ovar}^,  a  retro-uterine 
hsematocele,  or  remains  of  pelvic  cellulitis.  Having  made  these 
observations,  we  now  come  to  the  main  object,  in  most  cases,  of  our 
examination,  the  cervix  uteri.  Note  the  position,  direction,  density, 
size,  shape,  character  of  surface  as  to  smoothness  or  roughness,  as 
well  as  sensitiveness.  Then  ascertain  the  state  of  the  os  uteri, 
whether  closed  or  patulous,  circular  or  oval,  incomplete  from  lacera- 
tion of  the  cervix,  indurated  or  softened,  smooth  or  granular,  or 
ulcerated  as  in  the  advanced  form  of  epithelioma,  presence  and 
character  of  discharge  as  to  qv-antity,  tenacity,  &c. 
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Thus  far  the  finger  alone  has  been  employed,  but  no  examination 
should  ever  be  considered  completed  unless  abdominal  palpation  has 
also  been  resorted  to,  the  two  methods,  constituting  the  conjoined 
manipulation,  being  invariably  combined. 

The  passage  of  the  whole  hand  into  the  vagina,  the  patient  being 
anaesthetised,  has  been  practised  in  certain  rare  and  obscure  cases,  but 
should  be  only  resorted  to  with  great  care  lest  the  vulva  be  seriously 
injured  or  the  vagina  ruptured. 

Conjoined  Manipulation  or  Bimanual  Examination  is  unques- 
tionably the  most  important  method  of  diagnosis  at  our  disposal,  and 
should  in  every  case  be  employed.  It  is  of  the  utmost  value  in 
determining  the  position  and  relation  of  the  pelvic  organs  to  one 
another,  and  enables  us  to  estimate  correctly  the  bulk,  sensitiveness, 
mobility,  position,  and  shape  of  the  uterus,  &c.  In  making  a  vaginal 
examination  with  the  finger  the  tendency  is  to  push  up  still  further 
out  of  reach  the  organs  we  are  attempting  to  explore.    To  overcome 


Fig.  2. — Method  of  Bimanual  Examination.    (After  Sims.) 

this,  and  even,  if  necessary,  to  press  the  pelvic  contents  still  lower 
down,  the  hand  should  be  laid  upon  the  lower  portion  of  the  abdo- 
men. The  index  finger  of  the  other  hand  being  meanwhile  in  the 
vagina,  the  conjoined  manipulation  being  carried  on  simultaneously 
enables  us  to  explore  seriatim  the  several  pelvic  viscera. 

The  dorsal  position  of  the  patient,  with  the  knees  drawn  up.  is 
the  one  most  suitable  for  the  majority  of  cases,  but  the  lateral  one 
can  be  resorted  to  where  any  special  indication  for  it  is  discovered. 

It  is  well  to  have  the  clothes  loosened,  so  that  the  hand  may  be 
passed  under  them  directly  on  the  surface  of  the  abdomen,  without 
the  intervention  of  anything  likely  to  interfere  with  the  delicacy  of 
touch.  It  is  not  always  necessary  to  uncover  the  abdomen,  but  this 
should  invariably  be  done  where  any  unusual  abdominal  enlargement 
is  discovered. 

If  the  uterus  be  normal  in  size  and  position,  its  body  can  usually 
be  detected  in  front  of  the  cervix  through  the  upper  and  anterior 
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wall  of  the  vagina.  If  the  ulnar  edge  of  the  left  hand  be  now  pressed 
firmly  but  gently,  first  towards  the  sacral  promontory,  and  then 
downwards  in  the  axis  of  the  pelvic  brim,  the  right  index  finger 
internally  wiU  be  enabled  to  appreciate  the  condition  of  the  uterus 
as  to  size,  shape,  density,  mobility,  sensitiveness,  &c.  By  this  method 
any  increase  in  size,  as  in  early  pregnancy,  any  irregularity  in  outline, 
as  in  fibroid,  any  induration  of  the  cervix,  as  in  the  early  stage  of 
cancer,  any  impairment  of  mobility  due  to  cellulitis,  hsematocele,  &c,, 
any  increased  sensitiveness,  as  in  metritis,  may  readily  be  detected. 
In  order  to  accomplish  the  conjoined  manipulation  properly,  it  is 
essential  to  have  the  abdominal  walls  relaxed.  The  patient's  shoulders 
should  be  slightly  elevated  on  a  pillow,  the  knees  drawn  up,  and  she 
should  either  be  engaged  in  conversation  so  as  to  distract  her  atten- 
tion, or  be  encouraged  to  take  several  consecutive  deep  breaths,  when 
the  hand  can  be  sunk  deeper  at  the  end  of  each  expiration  without 
causing  unnecessary  discomfort. 

Should  the  patient  be  extremely  nervous,  or  hysterical,  or  unduly 
sensitive,  it  may  be  well  to  produce  anaesthesia,  more  especially  if  any 
phantom  tumour  be  suspected. 

If  the  abdominal  wall  be  very  fat  and  the  intestines  very  flatulent, 
or  the  rectum  loaded  with  fseces,  it  will  be  expedient  to  give  some 
brisk  aperient,  or  administer  an  enema,  so  as  to  clear  out  any  accu- 
mulation and  lessen  the  distension  of  the  abdomen. 

Having  satisfied  ourselves  as  to  the  condition  of  the  uterus,  we 
should  then  ascertain  the  state  of  the  ovaries,  broad  ligament,  &c.,  as 
to  the  several  points  already  indicated.  The  ovaries,  when  in  their 
normal  position,  may  often  be  felt,  in  thin  persons,  about  midway 
between  the  fundus  uteri  and  the  crest  of  the  ilium.  When  prolapsed 
they  may  more  readily  be  detected  if  the  patient  lies  on  the  side. 
If  any  tumour  be  detected  in  the  pelvis,  its  relation  to  the  uterus 
should  be  estimated,  or  its  connection  with  the  ovaries  or  broad  liga- 
ment determined,  if  possible.  The  means  of  diagnosing  these  will 
be  fully  discussed  farther  on.  Too  great  caution  cannot,  however, 
be  exercised  in  conducting  the  examination,  otherwise  in  an  attempt 
to  arrive  at  a  correct  diagnosis  we  may  succeed  in  rupturing  an  extra- 
uterine cyst  or  ovarian  abscess,  or  light  up  fresh  inflammatory  mis- 
chief, supposing  the  case  to  have  been  one  of  pelvic  cellulitis. 

Uterine  Exploration  by  means  of  the  Sound. — This  should  not 
be  resorted  to  as  a  mere  matter  of  routine  in  every  case,  but  only  when 
its  employment  is  necessary  to  clear  up  some  doubtful  point  in  the 
diagnosis,  or  is  likely  to  afibrd  some  additional  information  that  can- 
not be  gained  by  any  of  the  ordinary  methods  of  examination. 

Before  ever  venturing  to  pass  the  sound,  satisfy  yourself,  as  far  as 
possible,  that  pregnancy  does  not  exist ;  ascertain  the  date  of  the  last 
catamenia,  and  estimate  by  conjoined  manipulation  the  apparent  size 
of  the  uterus.  Should  there  be  the  least  doubt  as  to  the  existence  of 
pregnancy,  avoid  using  the  sound  until  aftsr  another  menstrual  period 
has  passed  hj.  It  is  better  to  wait  than  to  run  any  risk  of  inducing 
abortion,  before  attempting  to  clear  up  the  diagnosis.  In  cases  of 
cancer,  acute  metritis,  pelvic  peritonitis,  and  other  similar  conditions, 
the  sound  should  not  ba  used  as  a  rule. 
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The  employment  of  the  uterine  sound  should  be  resorted  to  with 
great  care  and  gentleness,  and  only  when  we  are  likely  to  gain  some 
information  from  its  use  that  we  cannot  otherwise  gain.  Several 
instances  have  been  recorded  where  the  point  had  been  made  to  per- 
forate the  wall  of  the  uterus.  This  accident  is  most  likely  to  happen 
when  the  organ  is  in  a  softened  state,  such  as  occurs  during  the  fatty 
degeneration  of  sub-involution  following  abortion  or  parturition,  or 
in  the  ulcerative  stage  of  cancer.  It  has  been  suggested  that  the 
point  may  have  passed  along  a  dilated  Fallopian  tube,  but  although 
this  may  explain  some  few  cases  where  the  point  of  the  sound  has 
been  felt  beneath  the  abdominal  wall,  there  is  little  doubt 
but  that  in  the  majority  of  such  cases  perforation  of  the 
uterine  wall  has  actually  occurred.  Although  in  most 
instances  no  very  serious  symptoms  have  followed,  the 
accident  must  not  therefore  be  regarded 
as  one  unattended  by  risk. 

"Where  the  sound  is  employed  to  re- 
place a  retro-verted  or  -flexed  uterus,  too 
great  care  cannot  be  taken  to  avoid  all 
force,  lest  adhesions  be  torn  through  and 
peritonitis  ensue.    The  uterine  sound  or 
probe  should  be  made  of  pure  silver,  or 
copper,  plated,  so  as  to  render  it  sufi^ciently 
pliable  to  be  bent  to  any  shape  desired,  at 
the  same  time  sufficiently  firm  to  retain 
its  shape  while  being  introduced,  and  to 
replace  the  uterus  if  required.    The  ter- 
minal extremity  should  be  slightly  bul- 
bous, about  one-eighth  of  an  inch  in  dia- 
meter, though  for  cases  of  stenosis  it  is 
desirable  to  have  it  smaller  even  than  this. 
The    sound  should  be  slightly  curved, 
as  in  fig.  3.    On  the  concavity  of  the 
curve,  at  two  and  a  half  inches  from  its 
extremity,  a  slight  notch  is  made  to  in- 
dicate the  length  of  the  normal  uterus,  other  similar 
notches  being  placed  at  intervals  of  an  inch,  so  as  to  en- 
FiG.  3.      able  us  to  measure  the  length  of  the  uterine  canal  when 
^ound^     ^^^^^     elongated.    It  is  not  requisite  to  have  a  knob  or 
shoulder  on  the  convexity  of  the  curve  to  indicate  the 
normal  length  of  the  uterus.    The  notch  on  the  concave  side  an- 
swers this  purpose  perfectly  well,  and  does  not  interfere  with  the 
flexibility  of  the  sound.    Ten  inches  is  the  usual  length.    A  con- 
venient form  for  carrying  in  the  pocket  is  one  which  doubles  up  as 
in  fig.  4.    Having  ascertained  by  digital  and  conjoined  manipula- 
tion the  apparent  direction  of  the  uterus,  the  sound,  properly  warmed, 
so  that  it  may  not  excite  spasm  of  the  cervix  by  its  coldness,  and 
curved  so  that  it  may  enter  readily  the  uterine  cavity,  is  then  held 
lightly  between  the  thumb  and  one  or  two  fingers  of  the  left  hand. 
The  patient  lying  obliquely  across  the  couch  on  hev  left  side,  with  the 
hips  close  over  the  edge  and  the  knees  well  drawn  up,  the  index 


Fig.  4.— Portable 
Uterine  Sound. 
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finger  of  the  right  hand  is  introduced  into  the  vagina,  as  previously 
directed,  and  passed  up  to  the  cervix  uteri.  The  sound,  with  its 
convexity  forwards,  is  then  glided  along  the  palmar  surface  of  the 
right  fore-finger,  and  its  point  guided  into  the  os  uteri,  the  handle  of 
the  sound  being  held  well  back.  As  soon  as  the  point  has  traversed 
the  canal  about  one  inch,  supposing  the  direction  be  normal,  the 
handle  is  swept  round  in  a  semicii-cular  direction,  so  as  to  allow  the 
terminal  portion  of  two  and  a  half  inches  to  rotate  on  its  own  axis. 
The  sound,  with  its  concavity  now  directed  forwards,  with  gentle 
pressure  finds  its  way  into  the  uterine  cavity,  the  handle  being  pressed 
backwards,  if  necessary,  to  facilitate  this.  No  force  need  be  employed, 
the  sound,  like  the  catheter  in  the  male  subject,  is  allowed  to  find  its 
own  way.  This  method  is  the  more  convenient  one,  especially  in 
virgins  where  the  vulval  orifice  is  small,  the  vagina  narrow,  and  the 
perineum  rigid. 

Where  the  vagina  is  capacious,  and  the  parts  more  relaxed,  the 
concavity  of  the  sound  may  be  directed  forward  from  the  first,  the 
handle  being  held  well  forward  between  the  thighs,  and  gradually 
carried  more  backwards  as  the  sound  enters  the  uterine  cavity.  If 
preferred  by  the  examiner,  the  left  index  finger  may  be  inserted  into 
the  vagina,  the  patient  lying  transversely  across  the  bed,  the  sound 
held  lightly  in  the  right  hand  with  the  concavity  forward,  and  so 
passed  into  the  uterus.  No  force  should  in  any  case  be  employed. 
If  any  flexion  of  the  uterus  exist,  it  may  be  well  to  increase  the  curve 
of  the  sound  until  it  will  pass  without  difiiculty. 

Sims  recommends  his  speculum  to  be  first  passed,  so  that  the 
examiner  can  see  to  pass  the  sound,  but  the  disadvantage  of  this 
method  is  that  the  pressure  of  the  speculum  may  alter  the  position  of 
the  uterus,  and  so  render  the  evidence  derived  from  the  probe 
fallacious.  In  case  of  flexion,  too,  we  cannot  assist  the  passage  of  the 
sound  by  pressing  up  the  fundus  with  the  finger,  as  can  be  done  in  the 
other  method.  In  the  case  of  virgins,  or  patients  where  the  vulval 
outlet  is  narrow,  the  passage  of  the  speculum  causes  much  more  in- 
convenience than  that  of  the  sound  by  the  usual  method,  and  if  the 
amount  of  flexion  be  great,  there  is  less  play  for  the  handle  of  the 
sound,  and  more  diificulty  in  passing  it  into  the  uterus.  Moreover, 
we  lose  a  great  deal  of  information  imparted  by  the  sense  of  touch 
when  the  sound  is  passed  through  the  speculum. 

The  several  points  ascertained  by  the  introduction  of  the  sound  are, 
1st,  the  length  of  the  uterus.  If  any  difiiculty  occiir  in  passing  the 
sound  the  proper  distance,  the  direction  of  the  point  must  be  altered, 
and  gentle  but  firm  pressure  exercised  so  as  to  overcome  any  spasm 
that  may  be  induced.  There  is  often  some  little  delay  in  passing  the 
internal  os,  due  it  may  be  to  flexion,  or  more  rarely  to  stenosis.  In 
some  cases  there  is  distinct  pain  or  uneasiness.  When  the  point 
reaches  the  fundus,  which  is  more  sensitive  than  other  parts  of  the 
uterus,  pain  is  often  experienced. 

2nd.  The  direction  of  the  uterus. — This  is  often  of  great  impor- 
tance, as  in  the  case  of  flexions,  thus  enabling  us  to  differentiate  them 
from  fibroid  outgrowths.  In  some  cases  where  the  uterus  is  embedded 
in  surrounding  deposit,  as  in  heematocele  and  pelvic  cellulitis,  it  is 
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essential  to  determine  the  exact  position  of  the  uterus  before  resorting 
to  aspiration  or  puncture. 

3rd.  The  mobility  of  the  uterus. — In  many  cases  we  can  readily 
ascertain  the  extent  of  mobility  of  the  uterus  by  the  conjoined 
manipulation,  but  where  an  ovarian  or  other  tumour  is  in  close  ap- 
position with  the  uterus,  it  is  very  important  to  determine  whether 
the  organ  be  intimately  associated  with  it  or  independent  of  it. 

4th.  The  sensitiveness  of  the  uterus. — If  the  sound  be  passed  with 
care  into  a  healthy  uterus,  little  or  no  inconvenience  is  produced,  but 
in  case  of  metritis,  pain  is  complained  of  the  moment  the  point  of  the 
sound  touches  the  fundus. 

5th.  The  pi-esence  of  any  foreign  body  ivithin  the  uterus,  such  as 
a  retained  ovum,  polypus,  or  fibroid  tumour,  can  often  be  ascertained 
by  means  of  the  sound. 

Utero-abdominal  Exploration. — The  employment  of  the  sound, 
conjoined  with  abdominal  palp;ition,  is  often  of  great  service  in  deter- 
mining the  direction  and  size  of  the  uterus,  where,  from  the  presence 
of  an  abdominal  tumour,  conjoined  manipulation  fails  in  detecting  the 
position  of  the  uterus,  as  also  in  deciding  Mdiether  the  tumour  springs 
from  the  uterus,  is  loosely  attached  to  it,  or  perfectly  independent  of 
it.  The  patient  lying  in  the  left  lateral  position,  the  sound  being 
passed  in  iitero,  is  then  held  by  the  left  hand,  whilst  the  right  hand 
is  employed  for  external  palpation.  If  the  sound  be  now  rotated  so 
as  to  move  the  uterus,  the  external  hand  will  be  enabled  to  detect 
whether  the  tumour  moves  with  it,  as  in  the  case  of  a  fibro-cystic 
tumour,  or  is  uninfluenced  by  the  movement,  as  would  probably  be 
the  case  where  an  ovarian  tumour  was  present.  If  any  difficulty  be 
experienced  in  differentiating  a  fibroid  polypus  from  an  inverted 
fundus  uteri,  or  even  a  submucous  fibroid  from  a  retroflexed  fundus, 
the  fact  of  being  able  to  lift  the  organ  somewhat  on  the  sound  so  as 
to  feel  the  fundus  distinctly  behind  the  pubes,  will  clear  up  any  doubt 
upon  the  subject. 

TJtero-rectal  Exploration. — This  is  of  service  in  cases  of  fibroid 
or  other  tumours  growing  from  or  connected  with  the  posterior  wall 
of  the  uteius.  The  sound  being  introduced  into  the  uterus,  the  finger 
2)er  rectum  detects  any  irregularity  of  the  body  or  cervix.  If  a  small 
ovarian  tumour  be  situated  in  Douglas's  pouch,  this  method  is  often 
of  great  value  in  determining  the  exact  nature  of  the  growth. 

Utero-vaginal  Exploration. — This  is  really  an  extension  of  the 
ordinary  vaginal  touch,  the  sound  prolonging  our  sense  of  touch  into 
a  cavity  into  which  our  fingers  are  unable  to  reach.  The  sound  being 
passed  in  uterum  and  the  finger  per  vaginam,  any  irregularities  upon 
the  wall  of  the  uterus,  alteration  of  direction  or  flexion  of  the  uterus, 
can  thus  be  readily  detected. 

Inspection  of  the  Vulval  Outlet. — The  opportunity  should  always 
be  taken  of  examining  the  external  parts  visually  before  introducing 
the  speculum,  more  especially  if  the  finger  have  previously  detected 
any  suspicious  irregularities  or  abnormalities  around  the  vulval  out- 
let, as  mentioned  under  the  head  of  vaginal  touch. 

Examination  by  the  Speculum. — It  should  always  be  remembered 
that  this  is  merely  a  confirmatory  test,  so  to  speak,  and  in  fact  often 
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resorted  to  more  for  the  purpose  of  treatment  than  diagnosis.  The 
sense  of  touch  should  always  be  first  appealed  to,  and  is  by  far  the 
more  important,  the  sense  of  sight,  by  means  of  the  speculum,  being 
only  called  in  requisition  where  we  have  reason  to  believe  that 
granular  degeneration  of  the  cervix  exists,  and  some  application  is 
necessary,  or  in  cases  of  cancer,  &c.  The  field  for  observation  is 
limited,  the  vagina  itself  and  the  os  and  cervix  uteri  being  all  that 
can  be  seen  by  means  of  the  speculum.  Before  examining  a  patient, 
we  should  ahvays  take  the  precaution  to  place  her  in  such  a  posi- 
tion on  the  bed  or  couch  that  in  the  event  of  the  speculum  being 
needed,  a  good  light  is  obtainable  without  further  change  of  position. 
Direct  daylight  is  always  to  be  pi-eferred,  the  hips  being  placed  oppo- 
site the  window.  Where  this  cannot  be  well  managed,  an  ordinary 
hand-glass  answers  the  purpose  of  reflecting  the  rays  of  light  into  the 
trumpet-shaped  end  of  the  speculum  which  serves  to  concentrate  the 
rays  of  light,  or  a  concave  mirror  similar  to  a  laryngoscopic  mirror, 
with  rather  a  larger  central  aperture,  may  be  employed.  If  we  are 
obliged  to  depend  upon  artificial  light,  a  short  bit  of  wax  candle,  an 
ordinary  bull's-eye  lantern,  or  one  of  Collin's  illuminating  lamps  will 
answer  best. 

There  are  numerous  varieties  of  specula  invented ;  some  in  the 
form  of  cylindrical  tubes,  others  having  a  valvular  arrangement  either 
bivalve  or  trivalve.  Sims's  acts  more  as  a  retractor  upon  the  pos- 
terior vaginal  wall.  Many  of  them  are  very  ingenious,  but  the  more 
elaborate  the  mechanism  the  more  likely  are  they  to  get  out  of  order, 
and  the  more  difficult  to  keep  clean — a  very  important  considera- 
tion. 

FergussoTis  Tubular  Speculum,  with  its  trumpet-shaped  entrance 
for  concentrating  the  rays  of  light,  its  reflecting  surface  and  bevelled 

extremity,  which  allows  the 
cervix  to  be  readily  brought 
into  view,  is  by  far  the  best 
tubular  speculum  invented.  It 
is  readily  cleansed,  is  not  at- 
tacked by  acids  or  other  appli- 
FiG.  5.-rergusson's  Speculum.  cations,  provided  care  be  taken 

to  prevent  any  excess  running  down,  and  being  tubular  it  protects 
the  vagina  perfectly  from  any  caustics  that  may  be  intended  mei-ely 
for  the  OS  or  cervix.  They  have  been  made  of  toughened  glass  with  a 
view  to  rendering  them  less  fragile.  The  speculum  consists  of  a  tube 
of  glass,  about  six  inches  long,  the  sizes  varying  in  diameter  from 
about  half  an  inch  to  two  inches.  This  tube  is  coated  with  quicksilver, 
like  an  ordinary  looking-glass,  and  then  covered  by  india-rubber  or 
vulcanite,  well  varnished,  to  render  it  impervious  to  the  vaginal 
secretions.  Other  tubular  specula  are  made  of  metal,  which  have  the 
advantage  over  the  glass  ones  of  not  being  fragile,  but  the  disadvan- 
tages of  not  reflecting  the  light  so  well,  and  being  aflected  by  chemical 
agents.  Some  are  made  of  porcelain,  but  they  are  fragile,  and  do  not 
reflect  the  light  at  all.  Others  are  made  of  ivory  and  wood ;  these 
are  chiefly  serviceable  for  applying  the  actual  cautery,  and  are  seldom 
employed  for  ordinary  cases.  It  is  well  to  have  some  short  Fergusson's 
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specula  handy,  to  suit  special  cases  where  the  uterus  is  very  low  or 
the  vagina  very  short. 

To  introduce  the  ordinary  tubular  speculum,  let  the  patient  lie 
in  the  usual  obstetric  position  on  her  left  side,  with  the  hips  close  to 
the  edge  of  the  bed,  the  left  arm  brought  out  behind  her,  the  body 
being  turned  in  the  semi-prone  position.  Having  first  oiled  the  sur- 
face of  the  speculum,  grasp  it  in  the  right  hand  between  the  thumb 
and  three  fingers,  the  fore-finger  being  placed  on  the  end  to  assist  in 
propelling  it.  Having  drawn  up  the  right  buttock  and,  if  necessary, 
separated  the  labia,  the  tip  of  the  speculum  is  inserted  into  the  vagi- 
nal orifice,  the  perineum  being  pressed  well  back  by  it  to  avoid 
injuring  the  parts  in  front.  The  axis  of  the  speculum  is  then  directed 
backwards,  and  by  glancing  through  the  interior  it  will  be  seen  when 
the  OS  is  engaged  in  the  orifice,  the  instrument  being  pressed  slowly 
and  carefully  backwards,  and  if  any  difficulty  arise  in  finding  the  os, 
the  speculum  should  be  withdrawn  a  little  and  then  pressed  in  again 
in  such  a  position  as  the  previous  examination  suggests  the  cervix 
will  be  found  in.  Where  the  uterus  is  much  anteverted,  difficulty 
may  be  experienced  in  getting  the  os  uteri  into  the  end  of  the  specu- 
lum ;  a  sound  or  other  instrument  may  then  be  employed  to  direct 
the  OS  forwards  or  pull  it  downwards,  as  required.  A.  long,  straight 
tenaculum  with  a  curved  hook  at  the  extremity  is  often  useful  for  the 
purpose.  Should  this  plan  not  succeed,  it  will  be  well  to  place  the 
patient  in  the  dorsal  position,  when  the  efiect  of  gravity  tends  to 
bring  the  axis  of  the  uterus  more  nearly  into  coincidence  with  that  of 
the  vagina,  and  so  facilitates  exposure  of  the  os. 

If  any  difficulty  be  experienced  in  getting  the  whole  circuit  of  the 
OS  into  view,  the  bevelled  end  of  the  speculum  should  be  rotated  so  as 
to  bring  the  projecting  tip  anteriorly,  thus  pushing  up  the  fundus 
and  bringing  the  os  fully  into  view. 

Ciosco's  Bivalve  Speculum  is  the  most  generally  useful  of  all 
valvular  specula,  in  that  it  is  easy  of  introduction,  is  self-retaining, 


Fig.  6.— Cusco's  Bivalve  Speculum. 

and  brings  the  uterus  nearer  to  the  vulval  orifice  rather  than  pushes 
it  away.  Having  previously  ascertained  the  position  of  the  uterus 
by  digital  examination,  the  speculum,  closed,  is  tilted  obliquely  side- 
ways so  as  to  avoid  pressing  upon  the  soft  structures  in  front  of  the 
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pubes,  and  inserted  gently  within  the  vaginal  orifice,  being  pressed 
backwards  on  the  perineum  and  passed  onwards  until  the  extremities 
are  about  opposite  the  os  uteri,  care  being  exercised  that  they  do  not 
pass  beyond  into  either  cul-de-sac.  The  blades  are  then  turned 
antero-posteriorly  and  opened  by  means  of  the  handles ;  as  soon  as 
the  OS  uteri  is  fully  in  view,  the  screw  is  at  once  turned,  and  the 
blades  thus  fixed.  The  fundus  uteri  being  pushed  up  by  the  anterior 
blade,  the  antero-posterior  stretching  of  the  vaccina  tends  to  draw  the 
cervix  downwartls  and  forwards,  the  axis  of  the  uterus  being  thus 
brought  nearly  in  a  line  with  the  axis  of  the  vagina. 

The  lips  of  the  os  uteri  are  also  separated,  so  that  the  cervical 
canal  can  be  seen  for  some  little  distance. 

Care  must  be  taken  in  withdrawing  it  not  to  allow  the  blades  to 
close  completely,  lest  the  vaginal  walls  be  pinched. 

Numerous  modifications  of  Gusco's  speculum  are  made,  but  the 
practitioner  should  select  the  original  form,  or  one  in  which  the 
blades  are  capable  of  being  separated  widely,  are  nearly  equal  in 
length  (about  four  and  a  half  inches),  and  suflBciently  wide  to  prevent 
the  vaginal  walls  bulging  in  (about  one  and  a  half  inches). 

An  ingenious  modification  is  an  American  one  (fig.  7),  the  upper 
blade  being  divided  so  as  to  increase  still  further  the  breadth  when 
the  blades  are  separated. 


YiCr.  7. — Modification  of  Cusco's  Speculum. 


If  the  anterior  blade  be  much  shorter  than  the  posterior,  it  inter- 
feres with  the  mechanism  of  bringing  the  uterus  into  a  slightly  retro- 
verted  position. 

Sims's  Speculum  (fig.  8)  is  more  calculated  to  prove  of  service  to 
the  operative  surgeon  than  to  the  ordinary  practitioner.  It  presents 
such  disadvantages  that  it  is  hardly  likely  to  come  into  anything  like 
general  use.  It  cannot  be  employed  without  an  assistant,  and  to  be 
of  real  value  a  skilled  assistant  is  necessary.  For  operative  procedures 
upon  the  cervix  or  vagina  it  is  unquestionably  of  gi-eat  value,  more 
especially  in  cases  of  vesico-vaginal  fistulce,  laceration  of  the  cer- 
vix, &c. 

To  employ  Sims's  speculum  to  advantage,  the  patient  must  be 
undressed,  or  have  all  clothes  loosened  from  the  waist,  and  be  placed 
upon  an  operating  table  opposite  a  good  light,  which  must  be  nearly 
horizontal.  She  lies  in  the  left  semi-prone  position,  with  the  head 
and  shoulders  low,  the  left  arm  behind  her,  the  knees  drawn  up,  the 
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right  in  front  of  the  left  one  in  contact  with  the  table,  the  body 
rotated  so  that  the  chest  nearly  rests  upon  the  table.  The  assistant 
standing  behind  her  raises  the  right  buttock  with  the  left  hand,  the 
operator  then  having  determined  the  position  of  the  cervix  and  the 
capacity  of  the  vagina,  holds  open  the  vulva  with  one  or  two  fingers 
dragging  upon  the  perineum,  and  then  slips  the  blade  of  the  speculum 
in,  holding  it  somewhat  obliquely,  so  as  to  avoid  inj  tiring  the  sensitive 
tissues  in  front.  As  soon  as  the  end  has  passed  the  vulva,  the  blade 
is  rotated  so  as  to  bring  the  back  of  the  instrument  against  the  peri- 
neum, which  is  then  retracted,  and  the  end  guided  into  position 


Fig.  8.— Sims's  Speculum. 


behind  the  cervix  by  the  aid  of  the  finger.  The  instrument  is  then 
given  in  charge  of  the  assistant,  who  by  dragging  upon  the  posterior 
wall  of  the  vagina  converts  this  latter  into  a  straight  canal,  and  so 
discloses  the  cervix  to  view. 

If  the  patient  have  been  properly  placed,  so  that  the  vaginal 
orifice  is  the  highest  point  of  the  vagina,  this  canal  becomes  distended 
with  air  and  the  pelvic  and  abdominal  viscera  gravitate  towards 
the  abdomen,  so  drawing  the  anterior  vaginal  wall  forward,  and 
the  cervix  also  out  of  the  hollow  of  the  sacrum.  "When  the  vagina  is 
narrow,  or  when  it  is  large  and  lax,  the  anterior  vaginal  wall  does  not 


Fig.  9.— Griffith's  Speculum. 


always  recede,  or  bulges  up  against  the  speculum,  preventing  the  os 
being  seen.  The  finger,  handle  of  a  sound,  or  depressor  must  then  be 
used  to  hold  back  the  anterior  vaginal  wall.  If  the  cervix  still  slants 
too  much  backward  so  as  to  prevent  the  os  uteri  being  fully  exposed,  a 
small  tenaculum  or  fine  hook  may  be  inserted  into  the  anterior  lip  of 
the  cervix,  and  this  latter  drawn  forward  so  as  to  lie  more  in  the  axis 
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of  the  vagina.  But  little  pain  is  produced,  and  the  shank  of  the 
instrument  serves  to  keep  back  the  vaginal  wall  as  well. 

Yarious  modifications  of  Sims's  speculum  have  been  devised  with 
a  view  to  overcoming  the  tendency  for  the  anterior  vaginal  wall  to 
bulge  in,  by  means  of  a  depressor  or  lever  frame  attached,  thus 
making  it  really  a  bivalve  speculum,  as  in  fig.  9.  Some  of  them 
even  have  a  sacral  plate  afiixed,  so  that  the  instrument  is  self-retain- 
ing, and  by  attaching  it  to  the  table  acts  as  a  mechanical  assistant. 

Dr.  Hey  wood  Smith's  modification  of  Sims's  speculum  (fig.  10) 
consists  of  three  blades,  any  two  of  which  can  be  fixed  together  by  two 


Fig.  10. — Hejwood  Smith's  Modification  of  Sims's  Speculum. 

pins  and  slots.  The  duckbill  portion  is  straight  and  open  at  the  end, 
so  that  the  vagina  can  be  plugged  with  facility  without  the  end  of 
the  speculum  fouling  the  plug  during  withdrawal.  Two  of  the  blades 
can  be  inserted  one  after  the  other,  and  used  as  a  Neugebauer's 
speculum. 

Neugebauer's  Speculum  {^g.  11),  as  modified  by  Barnes,  and  called 
the  crescent  speculum,  forms  a  useful  instrument  in  some  cases.  It 


Fig.  11.— Neugebauer's  Speculum. 


consists  of  two  blades,  which  slide  one  within  the  other,  and  open  out 
when  in  position.  The  posterior  or  larger  blade  is  first  passed  in  a 
similar  manner  to  Sims's  speculum,  the  patient  lying  in  the  left  semi- 
prone  position,  and  guided  by  means  of  the  right  index  finger  behind 
the  cervix.    The  anterior  blade  is  then  slid  within  the  edge  of  the 
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posterior  blade,  and  when  the  external  ends  are  brought  towards  each 
other  the  uterine  ends  diverge  like  two  valves,  stretching  the  roof  of 
the  vagina,  and  giving  an  excellent  view  of  the  vaginal  portion.  The 
two  blades  in  combination  thus  form  a  bivalve  speculum.  They  may- 
be made  so  that  the  handles  clasp  together  in  a  revei'sed  position  to 
form  a  Sims's  speculum,  as  in  fig.  10.  To  withdraw  the  instrument, 
each  blade  is  I'emoved  separately,  the  anterior  one  first. 

The  instrument  is  self-retaining,  so  that  the  operator  has  his 
hands  free  for  making  any  application  that  may  be  necessary.  It  is, 
however,  inferior  toCusco's  speculum  in  self-retaining  power,  and  also 
in  enabling  us  to  get  the  cervix  into  a  line  with  the  vagina. 

3.  Abdominal  Inspection,  Palpation,  Percussion,  and  Auscul- 
tation, are  of  service  only  in  those  cases  where  conjoined  manipula- 
tion has  detected  the  presence  of  some  tumour  rising  out  of  the  pelvis 


Fig,  12, — Regions  of  Abdomen. 

1,  Right  Hypochondriac.  2,  Epigastric.  3.  Left  Hypochondriac. 

4.  Right  Lumbar.  5.  Umbilical,  6.  Left  Lumbar. 

7.  Right  Inguinal.  8.  Hypogastric.  9.  Left  Inguinal. 

or  occupying  the  abdomen.  It  is  not  necessary  to  resort  to  these 
methods  in  every  case,  as  should  invariably  be  done  with  the  bimanual 
examination. 

As  it  is  essential,  for  accuracy  in  description,  to  know  the  different 
regions  into  which  the  abdomen  is  usually  divided,  the  accompanying 
outline  figure  (fig.  12)  will  serve  to  indicate  them. 

Inspection. — By  this  we  ascertain  the  size  and  shape  of  the  ab- 
domen, regular  and  symmetrical  in  case  of  pregnancy,  irregular  and 
un symmetrical  generally  in  case  of  fibroids,  globular  and  protuberant 
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in  case  of  ovarian  tumour,  flat  and  bulging  at  the  sides  in  case  of 
ascites.  The  appecirance  of  the  skin  as  to  the  presence  of  any  dark 
abdominal  line,  enlarged  veins,  linese  albicantes,  protrusion  of  the 
umbilicus,  parchmenty  or  corrugated  condition,  may  prove  of  service 
in  assisting  diagnosis. 

Palpation  enables  us  to  estimate  the  character  of  an  abdominal 
tumour  as  to  its  size,  shape,  density,  solidity  or  fluidity  of  its  con- 
tents, sensitiveness  to  pressure,  mobility,  or  presence  of  foetal  move- 
ments. 

Both  hands  should  be  employed,  the  fingers  being  directed  either 
upwards  or  downwards,  as  may  seem  most  convenient  to  the  exa- 
miner. The  size  of  the  tumour  is  first  determined,  any  irregularity  of 
its  surfiice,  variation  in  consistence  in  difierent  parts,  mobility  from 
side  to  side,  or  from  below  upwards,  sensitiveness,  &c.,  being  also 
noted.  If  fluid  be  suspected,  the  left  hand  should  be  laid  flat  on  one 
side  of  the  tumour,  and  an  impulse  communicated  to  the  opposite 
side  by  means  of  a  rapid  stroke  with  the  second  finger  of  the  right 
hand,  or,  better  still,  by  placing  the  index  finger  over  the  middle 
finger  and  allowing  it  to  slip  suddenly  oflf  on  to  the  surface  of  the 
abdomen.  If  fluid  be  present  in  any  quantity,  a  distinct  wave  will 
be  propagated,  and  communicated  to  the  other  hand.  To  guard 
against  a  fallacy  occasionally  witnessed  in  cases  of  fatty  tumours,  an 
assistant  should  place  his  hand  edgewise  in  the  centre,  with  the 
fingers  directed  downwards,  between  the  two  hands  of  the  operator. 
If  fluid  be  present,  the  wave  will  be  transmitted  to  the  opposite  hand 
as  before,  but  if  the  tumour  be  solid,  this  will  not  occur. 

If  the  fluid  be  thick,  or  contained  in  small  cysts  which  are  very 
tense,  on  grasping  the  tumour  with  the  left  hand,  and  giving  a  steady 
but  somewhat  sudden  pressure  with  one  hand,  the  sensation  of  out- 
ward pressure  towards  the  other  hand  will  be  experienced. 

If  the  tumour  be  solid,  on  pressing  it  firmly  between  the  two 
hands  its  density  will  be  appreciated. 

Tympanitic  distension  of  the  abdomen  may  mislead  the  unwary 
into  suspecting  the  presence  of  a  tumour,  but,  apart  from  percussion, 
if  the  patient's  attention  be  distracted  by  conversation,  the  fingers 
may  often  be  pressed  firmly  down  towards  the  spine,  the  sacral  pro- 
montory even  being  distinctly  felt,  thus  effectually  precluding  the 
jjossibility  of  a  tumour  being  present. 

This  subject  will  be  found  more  fully  entered  into  in  speaking  of 
the  diflferential  diagnosis  of  ovarian  tumours. 

Fercussiofh  should  never  be  neglected  in  the  case  of  abdominal 
enlargements.  Frequent  mistakes  are  made  in  diagnosis,  owing  to 
inattention  to  this  precaution.  A  single  tap  with  the  finger  is  often 
suflficient  to  dispel  a  patient's  hopes  of  maternity,  and  upset  the  most 
elaborate  diagnosis  that  had  been  made  without  observing  this  pre- 
caution. Percussion  is  of  service  in  enabling  us  to  differentiate 
flatulent  distension  from  fluid  accumulations,  in  mapping  out  exactly 
the  size  and  relation  of  tumours,  in  assisting  us  in  diagnosing  ovarian 
tumours  from  ascitic  collections,  phantom  tumours  from  real  tumours, 
spurious  from  real  pregnancy,  &c.  To  employ  percussion,  the  middle 
finger  of  the  left  hand  is  placed  firmly  upon  the  abdomen,  and  the 
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second  phalanx  struck  sharply,  distinctly,  and  evenly  with  the  tip  of 
the  middle  finger  of  the  right  hand.  If  air  be  present  underneath,  a 
hollow  sound  is  elicited  ;  if  fluid,  a  dull  sound  is  produced ;  and  if  the 
tumour  be  solid,  in  addition  to  the  dull  note,  a  sense  of  solidity  and 
resistance  is  communicated  to  the  finger.  It  is  well  always  to  get 
the  superficial  as  well  as  the  deep  percussion  note,  especially  if  the 
abdominal  walls  be  very  fat. 

Auscultation  is  principally  of  service  in  detecting  the  foetal  heart 
sounds,  or  uterine  circulation  in  cases  of  pregnancy,  the  uterine 
souffle  in  fibrous  tumours,  the  borborygmi  in  phantom  tumours,  the 
absence  of  indication  of  circulation  in  ovarian  tumours,  friction 
sounds  on  respiration  in  these  latter,  and  friction  fremitus  in  case  of 
large  hydatid  cysts. 

In  ascites,  where  the  abdomen  is  considerably  distended,  and  dull 
on  percussion  anteriorly  and  superiorly,  owing  to  a  short  mesentery 
holding  the  intestines  down,  or  to  the  fact  of  previous  peritonitis 
having  bound  down  the  intestines,  auscultation  may  save  us  from 
making  a  grave  error  in  diagnosis.  The  mere  fact  of  hearing  the  air 
moving  in  the  intestines  at  a  point  where,  if  the  case  were  ovarian, 
there  should  be  no  intestines  present,  would  suggest  at  once  the 
nature  of  the  case. 

In  extra-uterine  gestation^  auscultation  is  often  of  great  assistance 
in  clearing  up  the  nature  of  the  tumour.  A  form  of  stethoscope 
has  been  made  for  auscultating  the  uterus  per  vaginam,  but  is  one 
of  those  unnecessary  refinements  more  ingenious  than  practically 
useful.  The  ear,  with  the  intervention  of  a  thin  linen  covering, 
or  the  binaural  stethoscope,  applied  to  the  abdomen,  answers  every 
purpose. 

Rectal  Touch. —  This  method  of  examination  may  be  resorted  to 
in  the  case  of  virgins  where  the  hymeneal  aperture  is  very  small,  the 
hymen  intact,  or  where  atresia  of  the  vagina  exists.  It  is,  however, 
generally  regarded  by  the  patient  as  being  far  more  disagreeable  than 
vaginal  exploration,  and  should  therefore  only  be  exceptionally 
employed.  In  ordinary  cases,  where  the  vaginal  examination  has  led 
to  the  detection  of  some  unusual  condition  posteriorly  to  the  uterus, 
the  rectal  touch  often  proves  a  most  valuable  method  of  exploration. 
The  finger  can  not  only  be  made  to  pass  much  higher,  but  can  explore 
a  greater  area  of  the  body  of  the  uterus,  sweeping  over  the  posterior 
wall,  as  well  as  getting  behind  the  broad  ligaments,  feeling  the  ovaries, 
and  examining  the  state  of  Douglas's  pouch.  Care  should  be  taken 
to  ensure  the  rectum  being  empty  at  the  time  of  examination. 

The  left  lateral  position  will  generally  be  found  the  most  conve- 
nient one  for  carrying  out  the  rectal  touch,  but  special  cases  will 
necessitate  the  right  lateral  or  dorsal  decubitus.  Before  oiling  the 
finger,  it  is  well  to  scrape  the  nail  along  a  piece  of  soap,  so  as  to  fill 
the  interspace  between  the  nail  and  top  of  the  finger  and  thus 
prevent  fjBcal  matter  gaining  access.  Having  then  coated  the  index 
finger  with  carbolised  oil,  it  is  passed  per  anum,  the  patient  being 
instructed  to  bear  down  or  strain  a  little  as  the  finger  is  passing  the 
sphincter,  so  as  to  facilitate  its  entering  without  unnecessary  dis- 
comfort.   Incidentally,  we  should  notice  whether  any  unusual  pain 
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be  experienced,  indicating  the  presence  of  a  fissure,  ulcer,  or,  possibly, 
a  fistula,  or  whether  any  hsemorrboidal  protuberances,  either  extei'- 
nally  or  internally,  exist.  The  finger  being  passed  up  along  the 
posterior  wall  of  the  rectum,  if  the  uterus  be  in  its  normal  position, 
or  anteverted,  the  first  prominence  encountered  will  be  the  cervix 
uteri ;  the  fundus  being  detected  if  retro- version  or  flexion  exist.  On 
then  passing  the  finger  to  either  side,  the  ovaries  may  be  felt.  The 
examination  is  facilitated  if  the  right  hand  be  pressed  over  the  lower 
portion  of  the  abdomen,  so  as  to  depress  the  uterus  somewhat,  this 
constituting  the  so-called  recto-ahdominal  exploration.  By  this  means 
the  bulk,  form,  position,  and  sensitiveness  of  the  uterus,  as  well  as 
of  the  ovaries,  may  be  estimated.  An  extra-uterine  gestation,  uterine 
fibroid,  retro-uterine  hsematocele,  induration  from  pelvic  cellulitis,  or 
pelvic  abscess,  may  thus  be  readily  ascertained. 

The  recto-vaginal  exploration,  or  double  touch,  is  often  of  great 
service  in  determining  the  nature  of  any  swelling  in  Douglas's  pouch. 
There  are  several  ways  of  performing  this.  The  index  finger  of  one 
hand  may  be  passed  per  vaginam,  and  that  of  the  other  per  rectum ; 
the  thumb  of  the  same  hand  may  be  passed  per  rectiim  ;  or  the  index 
finger  passed  into  the  vagina,  and  the  middle  finger  of  the  same  hand 
into  the  rectum. 

Of  these  several  methods  the  latter  is  probably  the  best;  the 
nerve  supply  of  the  two  fingers  being  in  more  intimate  relation,  and 
the  sensation  experienced  being  more  accurately  apprehended.  Where 
the  two  index  fingers  are  employed,  the  hands  interfere  with  each 
other,  and  the  thumb  is  often  too  short  to  be  of  much  service.  The 
batter  plan  is  to  adopt  that  method  which  the  examiner  finds  by 
experience  is  most  easy  to  himself,  or  which  is  most  suitable  to  the 
individual  case  under  observation.  The  thumb  may  be  passed  into 
the  vagina,  and  the  index  finger  into  the  rectum,  the  uterus  being 
pushed  down  somewhat  by  the  other  hand  over  the  abdomen,  or 
drawn  down  by  means  of  tenaculum  forceps  applied  to  the  cervix. 
Where  it  is  desirable  to  ascertain  the  connection  of  retro-uterine 
swellings  with  the  uterus  itself,  the  uterine  sound  may  be  passed  into 
the  organ,  and  the  attachment  or  otherwise  of  the  tumour  determined. 

Recto-vesical  exploration  may  be  accomplished  by  the  uterine  or 
vesical  sound  passed  into  the  bladder,  and  the  index  finger  into  the 
rectum.  This  method  is  useful  in  cases  of  atresia  vagince,  in  deter- 
mining the  presence  or  absence  of  the  uterus,  as  also  in  discriminating 
between  a  large  polypus  and  an  inverted  fundus  uteri.  The  size  of 
the  uterus  can  also  be  ascei'tained  by  this  method  in  cases  where  the 
abdominal  walls  are  so  fat  that  we  are  unable  to  judge  of  this  in  the 
usual  way. 

In  some  exceptional  instances  it  may  be  deemed  requisite  to  ex- 
plore by  means  of  the  finger  passed  into  the  bladder. 

Rectal  Exploration  should  never  be  employed  except  in  very  rare 
cases  to  establish  some  very  important  diagnosis  as  to  the  nature  and 
connections  of  a  tumour.  Thomas  maintains  that,  except  in  a  very 
few  rare  cases,  it  should  be  exiDunged  from  the  list  of  explorative 
measures  in  gynecology,  and  even  then  should  be  employed  with  the 
greatest  caution,  and  be  regarded  in  the  light  of  a  serious  operative 
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procedure.  Several  fatal  cases  have  been  recorded,  and  permanent 
incontinence  of  faeces  may  result. 

To  carry  out  the  operation  the  patient  should  be  anaesthetised  and 
placed  in  an  exaggerated  lithotomy  position,  the  knees  being  thrown 
upwards.  The  hand  being  held  in  form  of  a  cone,  and  well  lubricated 
with  oil,  the  fingers  are  inserted  gradually  within  the  sphincter  ani  by  a 
sort  of  rotatory  movement  until  the  whole  hand  is  cautiously  intro- 
duced. The  fingers  are  then  separated  and  a  careful  examination  of 
the  pelvic  organs  is  made,  a  portion  of  the  forearm  being  passed  if 
i-equisite.  The  danger  is  considerably  increased  if  several  examiners 
succeed  each  other  in  exploration. 

Dilatation  of  the  Cervix  Uteri  by  means  of  Tents. — Where  the 
introduction  of  the  sound  leads  to  the  belief  that  there  is  something 
within  the  uterus  that  needs  to  be  removed,  as  with  polypi,  products 
of  conception,  granulations,  fibroid  tumours,  &c.,  or  where  dilatation 
of  the  cervix  is  determined  on  with  the  view  to  relieve  mechanical 
dysmenorrhcea,  the  introduction  of  some  agent  with  this  object 
becomes  requisite. 

Several  have  been  tried  from  time  to  time,  such  as  the  dried 
gentian  root,  slippery  elm  bark,  &c.,  but  the  two  that  are  usually 
employed  now  are  the  sponge  tents  (fig.  13)  and  the  Laminaria 


FiCx.  13.— A  Sponge  Tent. 


digitata  or  sea-tangle  (fig.  14),  both  of  which  may  be  procured  at  the 
instrument-makers.  A  description  of  the  mode  of  preparing  sponge 
tents  seems  therefore  uncalled  for. 


 — ^ 

f.l  AW  &  5  0M  


Fig.  14. — A  Laminaria  Tent. 

The  sponge  tent  should  taper  gradually  from  apex  to  base,  so  as 
to  present  a  uniformly  conical  shape,  not  bulging  in  the  centre  as 
often  made,  and  the  string  for  its  removal  should  pass  completely 
through  the  centre  from  one  end  to  the  other,  as  in  fig.  15,  so  as  to 
avoid  any  risk  of  a  portion  of  the  tent  being  broken  off  on  attempting 
to  withdraw  it. 

The  hollow  sea -tangle  tents  are  to  be  preferred,  both  on  account 
of  the  facility  of  introducing  them,  and  by  reason  of  their  swelling 
more  rapidly  than  occurs  with  the  solid  ones.  In  some  instances 
considerable  pain,  amounting  to  almost  insupportable  agony,  is  pro- 
duced during  the  dilatation  of  a  laminaria  tent. 

A  new  form,  the  tupelo  tent,  has  lately  been  introduced  to  notice 
— the  root  of  the  tupelo  tree,  Nyssa  multiflora.  It  is  light,  smooth, 
and  its  power  of  absorption  is  said  to  be  greater  than  that  of  the  sea- 
tangle.  Dr.  Thomas  thinks  that,  while  it  will  not  entirely  supersede 
sponge,  it  will  in  a  great  many  cases  replace  it. 
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To  introduce  an  ordinary  sponge  tent,  the  patient  should  be  placed 
in  the  usual  position  for  examination,  and  a  tubular  speculum  in- 
serted, for  otherwise  the  sponge  becomes  softened  and  swollen  before 
it  reaches  the  os;  and  then,  having  fixed  the  tent  on  a  pointed 
stilette,  curved  similar  to  a  uterine 
sound,  or  on  Barnes's  tent  intro- 
ducer (fig.  16),  or  held  by  a  long 
pair  of  forceps  (fig.  17),  the  point 
is  inserted  in  the  os,  the  direction 
of  the  canal  having  previously 
been  ascertained  by  digital  exami- 
nation and  the  pas- 
sage of  the  uterine 
sound  ;  the  tent  is 
then  pressed  in  the 
direction  indicated, 
care  being  taken  to 
insert  it  completely 
within  the  os,  other- 
wise it  will  prob- 
ably be  expelled 
before  accomplish- 
ing the  object  for 
which  it  was  intro- 
duced ;  a  plug  of 
carbolised  cotton- 
wool soaked  in  gly- 
cerine may  then  be 
placed  against  the 
OS  and  the  specu- 
lum withdrawn,  the 
patient  being  in- 
structed to  remain 
perfectly  quiet. 

Should  any  dif- 
ficulty arise  from 
the  uterus  being 
pushed  up  and  re- 
ceding before  the 
tent,  it  will  be  ad- 
visable to  draw  down  the  anterior 
lip  of  the  cervix  by  means  of  a 
tenaculum,  so  as  to  hold  the 
uterus  firmly. 

As  a  rule,  six  hours  is  suf- 
ficiently long  to  leave  a  sponge  tent  in ;  it  should  then  be  withdrawn, 
and  if  the  cervix  be  not  sufficiently  dilated  the  vagina  should  be 
syringed  out  with  some  antiseptic  fluid  and  a  larger  sponge  tent  in- 
troduced, six  to  eight  hours  being  allowed  before  being  again  inter- 
fered with.    If  much  pain  or  inconvenience  be  caused  during  the 
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Fig.  15. 

A  Sponge  Tent 
with  thread 

passing  through 
it.  (After 
Thomas.) 


Fig.  16. 

Barnes's  Tent 
Introducer. 
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Fig.  17. 

Long  Sponge 
Tent  Forceps 
with  slide. 
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process  of  dilatation  it  is  always  better  to  give  opium,  or  inject 
morphia  hypodermically,  or  pass  a  suppository  of  opium. 

Nausea  or  vomiting,  heats  and  chills,  at  times  occur.  The  pulse 
may  increase  considerably  in  frequency,  and  the  temperatiu^e  run  up. 
In  this  case  it  will  be  better  not  to  persist  in  the  employment  of 
tents,  but  wait  until  the  irritation  set  up  has  subsided. 

It  is  well  to  steep  the  sponge  in  carbolic  acid  when  the  tents  are 
prepared,  so  as  to  render  them  antiseptic.  An  assortment  of  different 
sizes,  as  in  fig.  18,  should  always  be  at  hand,  as  it  will  often  be  found 
that  a  much  larger  one  can  be  inserted  than  at  first  seemed  possible. 
If  the  one  passed  be  too  small,  it  is  apt  to  slip  out 
before  it  has  had  time  to  expand. 

Where  laminaria  is  employed  it  is  seldom  requisite 
to  pass  a  speculum,  but  having  duly  softened  and  bent 
the  sea-weed,  insert  a  pointed  stilette  in  the  centre, 
and  let  it  be  passed  much  as  a  uterine  sound  would  be. 
If  any  difficulty  be  experienced,  a  Sims's  speculum  may 
be  employed  if  requisite,  and  a  tenaculum  used  to  fix 
the  cervix. 

After  remaining  in  twelve  hours,  attempts  may  be 
made  to  remove  it  by  drawing  on  the  thread  attached 
to  the  extremity  of  the  tent ;  should  this  break,  or  the 
removal  be  found  to  be  impossible,  the  speculum  must 
be  introduced,  and  tlie  projecting  end  of  the  tent  seized 
by  the  forceps,  and  so  withdrawn.  In  cases  where 
the  tent  has  been  passed  completely  in  utero,  the  os  re- 
maining closed  over  it  so  as  to  prevent  the  extraction, 
if  the  end  cannot  be  seized  by  a  properly  constructed 
pair  of  forceps,  and  the  os  dilated  by  jDulling  on  the 
the  tent,  it  may  be  requisite  to  incise  the  os  slightly,  or  to 
insert  another  tent  by  the  side  until  the  os  is  suf- 
ficiently dilated  to  allow  of  its  withdrawal. 

The  advantages  of  using  the  laminaria  in  place  of 
sponge  tent  are  thus  summed  up  by  the  late  Dr.  Nott : — 

1.  Where  moderate  dilatation  is  required,  the  lami- 
naria is  preferable  to  the  sponge  tent. 

2.  If  placed  in  warm  water  for  a  few  minutes,  just 
before  the  introduction,  they  become  flexible,  coated 
with  mucilage,  are  easily  curved  to  suit  the  cervical 
canal,  and  may  be  inserted  with  the  utmost  facility. 

3.  From  their  smoothness  and  softness  they  are 
I'emoved  without  force,  and  produce  no  abrasion  or  irritation. 

4.  They  may  be  medicated  with  morphia,  iodine,  or  anything 
soluble  in  water,  but  do  not  absorb  alcoholic  solutions  or  glycerine. 
After  being  so  charged  they  may  be  dried  and  kept  for  use  an 
indefinite  time. 

5.  They  do  not  become  putrid,  and,  thei^efore,  poisonous,  as  do 
sponge  tents,  and  may,  therefore,  be  retained  twenty-four  hours  or 
more  with  impunity. 

6.  The  laminaria  will  be  found  of  great  benefit  in  obstructive 
dysmenorrhcea  if  introduced  a  few  days  before  the  menstrual  period, 


Fig.  18. 

Sponge  Tents, 
showing-  differ- 
ent sizes. 
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and  also  in  cases  of  uterine  catarrh  connected  with  contracted  cervix ; 
they  prepare  the  way  well  too  for  all  intra-uterine  medication.  In 
either  case,  if  softened  in  hot  water  before  introduction,  they  rarely 
produce  any  pain  or  irritation. 

7.  It  is  better  to  insert  several  small  tents  than  one  large  one,  as 
the  small  ones  expand  more  rapidly  than  the  large  ones. 

The  advantage  of  a  sponge  tent  is  that  as  it  dilates  it  insinuates 
itself  into  the  folds  of  the  cervical  mucous  membrane,  and  thus  tends 
to  modify  its  surface,  entangling  in  its  meshes  any  granulations  and 
causing  atrophy  of  them,  or  tearing  them  away  when  the  tent  is 
withdrawn.  It  is  less  liable  to  slip  out  as  it  expands,  causes  less 
pain,  and  also  serves  as  a  more  efficient  plug  in  cases  of  haemorrhage 
than  a  laminaria  tent.  The  chief  disadvantage  of  sponge  is  that  it 
becomes  very  offensive  if  retained  many  hours. 

The  laminaria  tent  can  be  made  smaller  than  a  sponge  tent,  and 
is  therefore  more  readily  introduced ;  it  is  smoother,  and  is  capable 
of  overcoming  greater  resistance  in  expansion  than  a  sponge  tent. 

Dangers  and  Precautions.— Much  has  been  written  respecting 
the  danger  of  resorting  to  this  method  of  investigation,  and  the 
practitioner  will  do  well  to  consider  carefully  the  risks  incurred  be- 
fore passing  a  sponge  tent.  Several  instances  have  been  recorded  of 
death  from  peritonitis,  pelvic  cellulitis,  tetanus,  septicsemia,  &c.,  due 
entirely  to  the  passage  of  a  tent,  and  it  is  very  probable  that  nume- 
rous other  instances  could  be  cited,  were  all  the  fatal  cases  published. 
To  avoid  as  far  as  possible  these  risks.  Dr.  Thomas  suggests  that  the 
following  points  should  be  attended  to  : — 

1st.  No  force  whatever  should  be  employed  ;  either  the  direction 
must  be  altered  or  a  smaller  tent  made  use  of  if  any  difficulty  occur. 

2nd.  The  patient  should  always  be  seen  at  her  own  residence  or  in 
hospital,  and  she  should  be  confined  strictly  to  bed  during  the  process 
of  dilatation.  Never  think  of  inserting  a  tent  and  then  allowing  the 
patient  to  go  home  with  instructions  to  withdraw  it  in  so  many  hours' 
time. 

3rd.  Never  allow  a  tent  to  remain  in  the  uterus  longer  than 
twenty-four  hours;  as  a  rule  twelve  hours  is  sufficient,  and  much  safer. 
Others  can  then  be  introduced  if  the  cervix  be  not  sufficiently  dilated. 

4th.  Kemove  the  tent  whilst  the  patient  is  lying  on  her  back,  and 
let  the  vagina  be  syringed  gently,  not  forcibly,  with  a  little  Condy's 
fluid  and  water,  or  carbolic  acid,  or  other  disinfectant.  Should  any 
rigor,  pain,  or  other  discomfort  ensue,  give  quinine  and  opium,  and 
keep  the  patient  perfectly  quiet  in  bed. 

5th.  In  any  case  keep  the  patient  in  bed  for  the  first  twenty-four 
hours  following  the  withdrawal  of  the  tent,  prohibit  strictly  any 
sexual  relations,  and  do  not  permit  her  to  travel  for  several  days 
afterwards. 

6th.  Where  any  previous  history  of  pelvic  peritonitis  or  pelvic 
cellulitis  exists,  or  where  the  uterus  is  already  in  an  inflamed  con- 
dition, never  employ  a  sponge  tent  unless  after  previous  leeching 
and  other  precautions,  and  not  then  without  explaining  the  risk  in 
doing  so. 

The  dangers  inseparable  from  the  employment  of  tents  to  dilate 
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the  cervix  should  deter  any  but  those  having  special  experience 
in  gynecology  from  resorting  to  them.  A  young  woman  in  perfect 
health,  who  suffers  periodically  from  dysmenorrhcea,  or  who  fails  to 
conceive  within  a  twelvemonth  after  her  marriage,  has  a  laminaria 
tent  inserted  within  the  cervical  canal  a  few  days  before  her  expected 
period.  The  tent  is  only  allowed  to  remain  in  six  or  eight  hours,  and 
yet  peritonitis  develops  itself  and  proves  fatal  within  a  few  days.  Such 
cases  are  most  distressing,  not  only  to  the  friends  but  also  to  the 
practitioner'.  Still,  there  are  cases  where  it  is  perfectly  justifiable  to 
incur  the  risk,  such  as  where  a  patient's  powers  are  gradually  being 
exhausted  by  severe  haemorrhage,  where  septicaemia  threatens  from 
retention  of  a  portion  of  an  ovum  and  other  similar  cases,  where  the 
cervix  is  not  sufficiently  patulous  to  allow  of  appropriate  exploration 
or  treatment.  The  danger  seems  to  be  greater  in  those  cases  where  a 
series  of  tents  have  been  employed  to  effect  progressive  dilatation.  It 
is  well,  therefore,  not  to  use  tents  more  than  twice  in  immediate 
succession,  and  to  adopt  every  antiseptic  precaution  possible,  such  as 
syringing  the  vagina  well  with  carbolised  water  before  inserting  a 
tent,  and  again  on  withdrawal,  carbolising  the  tent,  or  smearing  it 
with  carbolised  oil  or  lard,  packing  the  vagina  with  a  tampon  of 
cotton-wool  soaked  in  carbolised  glycerine,  and  being  extremely  care- 
ful that  the  examining  finger  and  any  instruments  employed  are 
thoroughly  clean  or  disinfected.  Where  serious  symptoms  occur,  the 
presumption  is  that  septic  material  becomes  absorbed  by  the  lym- 
phatics, the  tent  producing  a  lymphangitis  or  angeioleucitis  in  the 
abundant  network  of  uterine  lymphatics ;  the  inflammation  spreads 
rapidly  along  their  course  to  the  peritoneum  and  pelvic  areolar  tissue, 
and  peritonitis,  cellulitis,  or  septicaemia  results. 

Mr.  Tait  suggests  impregnating  the  sponge  tent  with  oil  of  cloves  ; 
but  even  with  these  there  is  some  risk.  Complete  immunity  from 
danger  may,  however,  be  obtained  by  placing  the  tent  within  an 
elastic  capsule.  He  thinks  that  surgeons  engaged  in  general  surgical 
practice,  involving  constant  attendance  on  suppurating  sm^faces, 
should  never  undertake  any  operations  upon  the  uterus. 

Use  of  Hydrostatic  Dilating  Bags. — If  the  cervix  cannot  be 
dilated  sufficiently  by  tents  to  allow  of  the  requisite  exploration,  or 
where  the  uterus  is  much  enlarged  by  a  tumour  projecting  into  its 
cavity,  a  small  No.  1  Barnes's  bag  may  be  introduced  and  distended 
so  as  to  increase  the  dilatation.  When  the  cervix  is  sufficiently 
dilated  to  allow  of  the  introduction  of  the  finger,  careful  exploration 
should  be  made  to  determine  the  presence  of  any  fungosities,  remains 
of  an  ovum,  polypus,  or  sub-mucous  fibroid. 

Continuous  Elastic  Pressure.— Mr.  Lawson  Tait  has  introduced 
lately  to  notice  a  method  for  dilating  the  uterine  canal  by  continuous 
elastic  pressure.  The  apparatus  consists  of  a  waist  belt,  with  a 
strap  depending  from  it  back  and  front,  on  which  a  series  of  hooks 
is  sewn  in  a  line  close  together,  to  allow  of  an  easy  gradation  of 
the  pressure  employed.  The  dilators  are  a  series  of  conical  vulcanite 
plugs,  which  screw  on  to  a  common  stem,  which  is  usually  quite 
straight,  though  in  exceptional  cases  it  requires  to  be  bent.  In 
the  handle  of  this  stem  there  are  three  holes,  through  which  a  single 
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elastic  thread  is  passed.  The  point  of  the  dilator  is  passed  into  the 
cervix,  and  the  elastic  thread  is  then  fastened  to  the  hooks,  so 
that  by  very  gentle  pressure  the  plug  is  forced  into  the  cervix.  Two 
rules  require  to  be  observed  :  always  to  begin  with  No.  1  dilator, 
and  that  sufficient  force  to  give  pain  should  not  be  used,  unless 
there  is  imperative  necessity  for  rapid  dilatation,  in  which  case 


Fig.  19. — Lawson  Tait's  Apparatus  for  Dilating  the  Uterine  Canal. 


opium  must  be  given.  The  uterus  may  be  completely  dilated  in  four 
or  five  hours,  but  it  is  better  that  twenty-four  hours  should  be  given 
to  the  process. 

The  Aspirator,  or  Exploring  Needle. — In  cases  where  the  dia- 
gnosis is  exceedingly  difficult  or  very  doubtful,  more  especially  in 
circumscribed  pelvic  swellingSj  the  employment  of  the  aspirator  proves 
of  great  value,  often  enabling  us  to  clear  up  the  diagnosis,  where 
otherwise  it  would  have  been  impossible,  and  also  allowing  us  to 
treat  cases  hitherto  deemed  incurable. 

Dieulafoy's  aspirator  is  one  of  the  simplest,  most  reliable,  and 
useful  forms.  A  very  slender,  long  needle,  perforated  by  a  capillary 
tube,  or  a  fine  canula  and  trocar,  is  connected  by  means  of  india- 
i-ubber  tubing  with  a  glass  cylinder  in  which  a  piston  plays  very 
accurately.  On  drawing  this  upwards  and  fixing  it  by  slightly 
rotating  the  handle,  a  vacuum  is  created,  powerful  suction  is  thus 
exerted  upon  any  fluid  contained  in  a  cyst  penetrated  by  the  needle, 
and  if  it  be  not  too  viscid,  a  portion  can  thus  be  withdrawn  for  ex- 
amination. 

In  some  cases,  where  no  aspirator  is  at  disposal,  a  small  quantity 
of  fluid  may  be  withdrawn  hj  means  of  an  ordinary  hypodermic 
syringe. 

The  exploring  needle  is  also  employed  with  the  same  object,  but  is 
less  generally  useful,  as,  apart  from  the  difficulty  of  penetrating  cysts 
through  the  vagina,  there  is  more  risk  of  admitting  air,  and  in  cases 
of  hsematocele  g^nd  pelvic  abscess,  this  is  a  point  of  great  importance. 

The  range  of  use  for  the  aspirator  is  very  great.  It  has  been  suc- 
cessfully employed  to  lessen  the  tension  and  permit  of  the  reduction 
of  an  otherwise  irreducible  hernia ;  to  relieve  the  bladder  threatened 
with  rupture  by  an  impassable  stricture ;  to  draw  ofl"  fluid  from  a 
distended  colon  blocked  up  by  extension  of  malignant  disease;  to 
reduce  the  bulk  of  the  retroverted  gravid  uterus  impacted  in  the 
pelvis  beneath  the  sacral  promontory ;  to  arrest  the  development  of 
the  ovum  in  an  extra-uterine  cyst ;  to  determine  the  diagnosis  between 
a  retro-uterine  hsematocele,  an  ovarian  cyst,  and  a  pelvic  abscess ; 
to  draw  ofl"  fluid  from  a   distended  abdomen  in  order   that,  by 
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chemical  and  microscopical  examination,  the  question  might  be  deter- 
mined whether  it  was  ascitic,  ovarian,  par-ovarian,  or  due  to  the 
irritation  of  cancer  of  the  ovaries  ;  and  to  lessen  the  risk  of  septicaemia 
where  large  quantities  of  menstrual  blood  have  accumulated  from  an 
imperforate  hymen,  atresia  of  the  vagina,  or  occluded  os  uteri. 


Fig.  19a. — Dieulafoy's  Aspirator. 

Before  employing  the  aspirator,  some  hot  carbolised  water  should 
first  be  passed  through  the  apparatus  to  ensure  its  cleanliness,  and  to 
avoid  all  risk  of  infection  from  any  foul  tube  or  trocar. 

Puncture  may  either  be  effected  per  rectum,  per  vaginam,  or 
through  the  abdomen,  the  position  of  the  swelling  mainly  determining 
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our  choice.  Care  must  be  taken  not  to  bend  or  break  the  tube  by 
twisting  or  forcing  it  too  suddenly  in. 

Examination  of  Discharges,  &c. — This  should  never  be  neglected, 
for  it  often  throws  important  light  upon  the  nature  of  the  case.  Any 
substances  expelled  should  be  carefully  examined  with  the  naked  eye, 
and  subsequently,  if  necessary,  with  the  microscope.  In  cases  where 
haemorrhage  from  the  uterine  cavity  persists,  and  nothing  definite  can 
be  determined  from  the  character  of  the  discharge,  the  curette  may  be 
employed  to  bring  away  a  small  portion  of  the  mucous  membrane,  in 
order  to  ascertain  whether  we  have  merely  uterine  fungosities  to  deal 
with,  whether  some  retained  product  of  conception,  sarcoma  or  cancer 
of  the  fundus,  is  the  cause  of  the  discharge,  or  whether  a  portion  of 
sponge  tent  has  become  broken  off  and  retained  in  utero,  giving  rise 
to  all  the  symptoms  of  malignant  disease. 

The  examination,  under  the  microscope,  of  fluid  removed  from  an 
accumulation  in  the  abdomen  may  enable  us  to  distinguish  the  fluid 
of  an  ovarian  cyst  from  that  of  a  par-ovarian  cyst,  or  from  that  of 
ascites,  fibro-cystic  disease  of  the  uterus,  or  from  hydatid  cyst. 
Examination  of  the  scrapings  of  the  surface  of  suspected  growths  from 
the  cervix  will  often  enable  us  to  determine  the  question  of  its 
malignancy  or  not,  and  consequently  the  advisability  of  its  removal 
or  otherwise. 

Anaesthesia. — In  some  cases  of  extreme  hypersesthesia  of  the 
vulva,  more  especially  in  young  unmarried  girls,  who  may  be  over 
sensitive  as  to  the  expediency  of  an  examination,  but  where  the  symp- 
toms imperatively  call  for  a  strict  investigation,  the  administration  of 
some  anaesthetic  sometimes  affords  the  only  hope  of  our  being  able  to 
make  a  proper  diagnosis.  In  cases  where  the  examination  cannot  be 
properly  conducted,  either  on  account  of  the  resistance  offered  by  the 
patient,  because  of  the  pain  produced,  where  delirium  is  present,  or 
malingering  is  suspected,  anaesthesia  may  be  produced.  It  should  not 
be  resorted  to  in  the  consulting-room,  and  never  unless  a  third  person 
be  present.  Everything  tight  round  the  throat  and  waist  should  be 
loosened,  and  every  precaution  taken  to  avoid  any  accident  occurring 
from  its  employment.  In  cases  of  spurious  pregnancy  and  phantom 
tumours  its  use  cannot  well  be  dispensed  with,  diagnosis  being 
facilitated,  and  removal  of  the  supposed  tumour  being  accomplished 
both  at  the  same  time. 
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CHAPTER  III. 

MALFORMATIONS  OF  THE  UTERUS. 

Absence  or  Rudimentary  Development  of  the  Uterus. — Com- 
plete absence  of  the  uterus  is  exceedingly  rare.  There  will  mostly  be 
found,  on  dissection,  one  or  two  small  nodules  of  uterine  tissue, 
forming  a  cavity  lined  by  mucous  membrane  in  the  peritoneal  fold 
behind  the  bladder. 

We  may  suspect  this  condition  where  there  is  only  a  rudimentary 
development  of  the  vagina,  absence  of  any  menstrual  molimen  or  flow, 
and  where  on  passing  one  finger  into  the  rectum  and  a  sound  into 
the  bladder,  we  fail  to  detect  the  presence  of  any  body  corresponding 
to  the  uterus  between  the  two.  In  some  cases  it  may  be  justifiable 
to  pass  a  finger  per  urethram,  and,  with  a  finger  of  the  other  hand  per 
rectum,  explore  carefully  the  intervening  space. 

The  ovaries  may  be  present  although  the  uterus  be  absent,  so 
that  there  may  be  distinct  menstrual  molimen  but  no  menstrual  fiow. 

Where  the  diagnosis  can  be  made  out  pretty  accurately,  any  at- 
tempts at  treatment  are  uncalled  for.  Should  the  vagina  be  also 
absent,  there  would  be  great  risk  of  opening  the  peritoneal  cavity  if 
any  attempt  were  made  to  form  an  artificial  vagina. 

TJterus  bipartitus  consists  of  a  central  closed  cord  of  uterine  sub- 
stance, corresponding  to  the  cervix,  inserted  into  the  roof  of  the 
vagina,  from  either  side  of  which  at  the  upper  extremity  a  rudi- 
mentary uterine  horn  proceeds.  To  each  of  these  a  Fallopian  tube  is 
attached,  running  outwards  to  the  ovary. 

Uterus  duplex  occurs  when  there  is  complete  separation  of  the 
two  parts  of  the  uterus,  each  side  forming  a  separate  cavity  opening 
below  by  a  separate  orifice  into  a  distinct  and  separate  vagina,  there 
being  also  two  external  orifices. 

Uterus  unicornis  results  when  the  duct  of  Miiller  becomes  nor- 
mally developed  on  one  side,  while  that  on  the  other  is  either  absent 
or  very  imperfectly  developed.    The  uterus  thus  curves  to  one  side. 

Menstruation  may  be  normal,  and  even  pregnancy  occur  in  the 
developed  horn  and  proceed  to  a  natural  termination.  Pregnancy  is 
also  possible  in  the  undeveloped  horn,  but  this  generally  ruptures 
before  mid-term,  ending  fatally. 

Uterus  bicornis  results  from  development  of  both  ducts,  the  two 
uterine  halves  failing  to  coalesce  completely,  but  being  fixed  together 
at  their  lower  portion.  In  some  cases  the  point  of  junction  is  near 
the  fundus,  in  others  much  nearer  the  os  uteri.  The  cavity  of  the 
fundus  is  divided,  the  body  and  neck  being  single. 
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Uterus  bilocularis  occurs  when  the  womb  is  divided  interiorly 
only  by  a  membranous  wall  without  any  external  evidence  upon  the 
fundus  uteri  of  any  trace  of  this  division.  It  is  spoken  of  by  some 
authors  as  uterus  sepfAis.  The  vagina  may  be  normal,  or  divided 
more  or  less  completely  into  two  separate  canals  by  a  continuation  of 
the  septum. 

Infantile  Uterus. — It  occasionally  happens  that  the  uterus  is 
regularly  and  naturally  formed,  but  fails  to  undergo  the  usual  de- 
velopment at  puberty,  either  from  some  congenital  fault,  or  from  mal- 
nutrition about  the  period  of  puberty.  This  condition  is  characterised 
by  an  extreme  length  of  the  neck  relatively  to  the  body,  the  uterus 
being  more  cylindrical  than  pear-shaped.  Amenorrhcea  is  an  almost 
constant  symptom. 

In  the  generally  ill-developed  uterus  the  whole  organ  is  atrophic. 
It  is  often  associated  with  stenosis  of  the  external  os  uteri  and  ante- 
flexion. 

Conception  may  occur  in  most  of  these  instances  of  malformation. 
In  the  bipartite  uterus  the  gestation  often  terminates,  as  in  tubal 
gestation,  by  rupture,  during  the  first  half  of  pregnancy. 

In  the  uterus  bicornis  and  bilocularis,  repeated  gestations  may 
occur  interchangeably,  sometimes  in  one,  sometimes  in  the  other 
uterine  half,  a  decidual  membrane  forming  in  the  non-pregnant  half. 
Pregnancy  may  also  occur  simultaneously  in  both  halves ;  one  foetus 
is  usually,  however,  arrested  in  development.  Some  of  the  cases  of 
superfoetation  may  be  thus  explained,  by  pregnancy  occurring  in  the 
two  halves  at  an  interval  of  some  months. 

The  ill -developed  condition  of  the  uterus  and  its  small  size  in 
these  various  malformations  will  account  for  the  frequency  of  rupture, 
abortions,  and  tedious  labours. 

Treatment. — But  little  can  be  done  in  these  cases.  We  cannot 
alter  the  form  of  the  uterus,  but  may  endeavour  to  augment  its 
development  by  every  means  calculated  to  improve  the  general 
health,  the  administration  of  chalybeate  tonics,  the  employment  of 
warm  hip-baths,  hot  water  injections,  and,  where  the  uterus  is  suffi- 
ciently developed,  by  electricity,  or  the  insertion  of  small  galvanic 
stems,  as  will  be  found  mentioned  under  Amenorrhcea. 

Congenital  Atresia  Uteri  is  exceedingly  rare.  The  external  os 
may  be  impervious,  or  the  whole  of  the  cervix  may  be  involved. 
This  condition  not  infrequently  complicates  atresia  vaginae. 

Acquired  Atresia  Uteri  is  generally  limited  to  some  portion  of 
the  cervical  canal,  and  is  commonly  due  to  cicatrisation  following  upon 
granulation,  ulceration,  or  laceration  of  the  cervix  uteri.  Injuries  to 
the  cervix  from  severe  labours,  whether  instrumental  or  otherwise, 
causing  laceration  or  subsequent  sloughing,  are  probably  the  most 
frequent  cause  of  this  form  of  atresia.  It  may  also  result  from  the 
application  of  nitric  acid,  potassa  fusa,  nitrate  of  silver,  or  the  actual 
cautery  to  the  cervix  uteri  ;  amputation  of  the  cervix  by  the  knife,  or 
galvanic  ecraseur,  if  proper  means  are  not  resorted  to  to  maintain  the 
patency  of  the  canal  during  cicatrisation.  Sealing  of  the  os  externum 
or  internum  by  a  false  membrane  occasionally  also  takes  place  during 
pregnancy,  so  that  at  the  time  of  parturition  no  os  uteri  can  be  felt. 
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Advancing  S3nile  atrophy  may  produce  a  kind  of  concentric  oblitera- 
tion of  the  OS  uteri.  In  elderly  women,  too,  with  prolapsus  uteri, 
who  suffer  from  cervical  catarrh,  adhesions  may  ensue  between  the 
granulations  on  opposite  sides  of  the  canal,  especially  when  the  climac- 
teric has  been  passed  and  there  is  no  longer  the  flow  of  any  secretion 
to  keep  the  canal  patulous.  In  other  cases  distinct  ulceration  of  the 
cervix  occurs  from  the  constant  attrition  of  the  band  or  cloth  worn 
to  prevent  the  farther  descent  of  the  uterus,  and  cicatrisation  not  in- 
frequently takes  place,  producing  atresia.  This  is  occasionally  followed 
by  hydrometra,  or  accumulation  of  mucous  fluid  within  the  uterus, 
giving  rise  to  much  discomfort,  producing  symptoms  similar  to  those 
observed  in  cases  of  hmmatometra,  or  retained  menstrual  blood,  though 
seldom  to  a  similar  extent. 

Closure  of  the  uterus  may  result  from  extrinsic  causes,  as  from 
external  pressure  of  tumours,  such  as  fibroid  tumours  and  cancer  in 
the  neck  of  the  uterus  ;  any  acute  flexion ;  plugging  from  clots,  polypi, 
membranes,  &c. 

The  passage  of  the  uterine  sound  will  often  enable  us  to  differen- 
tiate these  conditions  from  true  atresia. 

S/pnptoms  of  occlusion,  or  atresia,  of  the  os  uteri  are  seldom  pre- 
sent before  puberty,  and  in  the  acquired  condition  not  until  after 
parturition.  They  will  be  found  fully  mentioned  under  the  head  of 
Imperforate  Hymen. 

Periodical  attacks  of  uterine  colic,  with  pelvic  pain  and  bearing- 
down,  or  expulsive  eff'orts,  accompanied  by  an  absence  of  the  menstrual 
flow,  will  naturally  suggest  the  possibility  of  retention.  If,  on 
examination,  we  detect  occlusion  of  the  os  uteri  with  enlargement  of 
the  uterus,  and  the  fact  of  pregnancy  can  be  excluded,  we  may  be 
almost  certain  that  the  case  is  one  of  hcematometra,  or  retention  of 
the  menstrual  fluid  within  the  distended  uterus. 

Diagnosis. — The  condition  most  likely  to  cause  difficulty  in  form- 
ing an  opinion  is  that  of  pregnancy.  Attention  to  the  history  of  the 
case,  the  mammary  signs,  the  softening  of  the  cervix,  the  enlargement 
of  the  uterus  corresponding  to  the  length  of  time  the  catamenia  have 
been  absent,  the  possibility  of  pregnancy,  and  the  other  symptoms  and 
signs  usually  met  with  as  characteristic  of  this  condition,  will  enable 
us  to  recognise  its  presence. 

In  cases  of  hsematometra,  although  the  mammae  may  be  tender 
or  painful,  we  do  not  notice  the  enlargement  of  the  follicles,  darkening 
of  the  areolae,  and  other  indications  of  pregnancy.  The  size  of  the 
distended  uterus  does  not  correspond  with  that  of  the  pregnant  uterus. 
Symptoms  of  retention  may  have  been  present  for  over  twelve 
months,  and  yet  the  uterus  may  not  be  larger  than  the  pregnant 
uterus  at  the  fifth  or  sixth  month. 

The  condition  of  the  cervix  in  cases  of  hsematometra  varies  con- 
siderably from  that  of  pregnancy.  It  is  more  taken  up  into  the 
body  of  the  uterus,  not  soft  and  infundibuliform  in  shape,  as  in 
pregnancy. 

Treatment  of  Congenital  Atresia  of  Os  TTteri. — Should  an  im- 
perforate OS  uteri  be  detected,  even  when  no  symptoms  of  retention 
of  menstrual  fluid  are  present,  it  will  be  well  to  make  an  incision  in 
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the  centre  of  the  cervix,  and  take  means  to  prevent  it  closing  again, 
hy  the  occasional  passage  of  bougies,  or  by  the  wearing  of  a  glass  or 
vulcanite  intra-uterine  stem  for  some  time  afterwards. 

When  there  is  distinct  evidence  of  hsematometra  existing,  the 
fluid  may  be  drawn  oflf  in  small  quantities  at  a  time  by  the  aspirator 
or  trocar,  witn  antiseptic  precautions,  as  indicated  when  speaking  of 
the  treatment  of  imperforate  hymen,  or  a  crucial  incision  may  be 
made  at  a  spot  corresponding  to  what  should  be  the  normal  os  uteri, 
and  the  retained  fluid  allowed  to  escape  freely,  warm  water  being  subse- 
quentlv  injected  carefully  into  the  uterine  cavity,  to  facilitate  expulsion 
of  the  treacly  fluid,  and  also  to  cleanse  the  cavity  of  the  uterus,  so 
as  to  prevent  decomposition  of  the  fluid  remaining  adherent  to  the 
walls.    Antiseptic  injections  must  then  be  daily  practised. 

The  edges  of  the  incision  may  be  touched  with  the  perchloride  of 
iron  to  prevent  their  uniting,  to  check  haemorrhage,  and  prevent 
absorption.  It  will  be  necessary  to  take  precautions  lest  the  aperture 
close  by  cicatrisation.  The  occasional  passage  of  a  bougie  or  sound 
will  often  be  sufficient.  The  insertion  of  any  intra-uterine  stem  is 
contra-indicated  until  the  uterus  has  contracted  to  its  normal  dimen- 
sions, and  all  the  fluid  has  been  expelled. 

Acquired  occlusion  of  the  os  uteri,  from  injury  or  other  cause, 
will  need  operative  interference,  as  in  cases  of  congenital  occlusion, 
modified  according  to  the  circumstances  of  each  individual  case. 

Closure  of  the  cervical  canal  from  extrinsic  pressure,  as  in  cases 
of  flexion,  flbroid  tumours,  &c.,  will  have  to  be  remedied  by  obvi- 
ating the  causal  condition.  This  will  be  found  under  the  various 
headings. 

Conical  Cervix  and  Stenosis  of  Os  Externum  is  not  infrequently 
found  as  a  congenital  condition  associated  with  imperfect  development 
of  the  uterus  or  ovaries. 

The  tapering  cervix  projects  further  than  usual  into  the  vagina, 
and  is  often  carved  forwards,  the  posterior  hps  being  lengthened  and 


the  anterior  shortened.  There  may  be  ste- 
nosis both  of  the  internal  as  well  as  the  ex- 
ternal OS,  but  the  latter  is  generally  most 
marked.  The  cervical  canal  itself  is  fairly 
normal  in  size  between  these  two  points. 
The  vagina  is  often  smaller  than  usual,  and 
there  may  be  an  infantile  form  of  pelvis,  with 
absence  of  sexual  feeling. 

Symptoms.  —  Dysmenorrhcea  is  usually 
present.  The  pain,  situated  chiefly  in  the 
sacral  and  iliac  regions,  radiates  to  the  loins, 
down  the  inner  side  of  the  thighs,  and  at 


Fig.  20.— Conoidal  Cervix,  times  assumes  the  character  of  severe  forcing 
or  expulsive  pain,  unfitting  the  patient  for  the 
least  exertion,  and  compelling  her  to  keep  in  bed.  P  an  is  not, 
however,  an  invariable  symptom.  Where  the  menstrual  discharge  is 
scanty,  and  the  mucous  membrane  becomes  completely  disintegrated, 
there  may  be  no  evidence  of  obstruction  or  pain ;  but  where  menor- 
rhagia  results,  and  clots  or  shreds  of  decidua  attempt  to  pass,  violent 
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spasmodic  pain  is  produced  by  the  contractions  of  the  uterus  in 
endeavouring  to  overcome  the  difficulty. 

In  sensitive  patients  the  agony  is  often  intense,  causing  vomiting 
or  retching,  and  even  syncope,  or  extreme  prostration  bordering  on 
collapse,  leaving  her  exhausted  in  body  and  depressed  in  mind  from 
the  amount  of  physical  suffering  she  has  undergone,  as  well  as  the 
ever-present  sense  of  the  inevitable  return  of  the  pain  within  a  few 
weeks.  The  breasts  are  often  extremely  painful ;  the  abdomen  be- 
comes distended  and  tympanitic,  headache,  nausea,  and  inability  to 
take  food,  and  other  sympathetic  disorders,  all 
contribute  to  render  the  patient's  condition  most 
distressing. 

Sterihty  is  an  almost  invariable  accompani- 
ment of  this  stenosis  of  the  os  externum,  and  in 
some  cases  is  the  only  symptom  that  suggests  to 
the  patient  the  necessity  of  appealing  to  us  for 
assistance. 

Results. — In  consequence  of  the  impediment 
to  the  free  exit  of  the  menstrual  se- 
cretion, a  certain  amount  of  conges- 
tion of  the  uterus  ensues,  disposing 
to  menorrhagia;  this,  together  with 
the  efforts  at  expulsion,  causes  spasm 
and  colic,  and  leads  ultimately  to 
hypertrophy  of  the  uterus. 

Endometritis  may  be  produced 
by  the  irritation  due  to  retention  of 
the  menstrual  secretion ;  ovarian 
irritation,  or  inflammation,  being 
often  set  up,  as  also  pelvic  periton- 
itis. In  some  instances  the  Fallo- 
pian tubes  become  dilated,  the 
menstrual  fluid,  unable  to  escape 
freely  through  the  cervix,  is  forced 
back  through  the  patulous  tubes, 
and  gives  rise  to  pelvic  hsematocele. 

In  married  patients  the  ten- 
dency to  these  complications  is  still 
further  increased.  Should  impreg- 
nation by  any  chance  occur,  abor- 
tion is  by  no  means  infrequent,  but 
dysmenorrhoea  and  sterility  are  the  rule. 

Treat7ne7it. — Dilatation,  whether  by  tents  or 
instrumental  dilators,  is  generally  unsatisfactory; 
the  OS  con1;racting  again  within  a  very  short  time. 
Incision  by  means  of  the  metrotome  (fig.  21), 
or  by  a  scimitar-shaped  knife,  or  by  Kiichen- 
meister's  scissors  (dg.  22),  is  the  best  plan. 
It  is  well  to  select  the  week  after  the  menstrual  period  for  the 
operation.    Unless  the  patient  be  very  nervous,  or  very  sensitive  to 
pain,  it  is  unnecessary  to  produce  anaesthesia.    Should  the  os  uteri 
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Fig.  21. — Simpson'c 
Metrotome. 
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be  so  minute  as  not  to  admit  even  the  point  of  the  metrotome,  it  may 
be  well  to  pass  a  short  tubular,  of  Sims's  speculum,  get  the  os  well 
into  view,  and  incise  it  by  means  of  a  bistoury  or  knife. 

The  metrotome  may  then  be  passed  just  up  to  the  internal  os, 
and  gradually  expanded  as  it  is  withdrawn,  so  as  to  make  the  incision 
triangular  in  form,  the  base  being  at  the  lower  portion,  or  Kiichen- 
meister's  scissors  employed,  and  the  vaginal  cervix  cut  through. 
Where  the  body  of  the  uterus  is  nearly  in  the  same  axis  as  the  cervix, 
it  is  better  to  make  moderate  incisions  bilaterally ;  but  if  the  stenosis 
is  associated  with  anteflexion,  it  is  better  to  divide  the  posterior 
wall  only  of  the  cervix  freely,  so  as  to  lessen  the  difference,  as 
much  as  possible,  between  the  axes  of  the  cervix  and  the  fundus 
uteri. 

The  operation  should  be  completed  at  one  visit,  the  risk  of  septi- 
caemia occurring  is  greatly  increased  by  any  subsequent  incision 
during  the  next  few  weeks. 

To  restrain  haemorrhage,  as  also  to  prevent  union  by  first  inten- 
tion, a  dossil  of  cotton  wool  or  lint  steeped  in  the  perchloride  of  iron 
should  be  passed  just  within  the  incisions,  the  speculum  being  used 
for  this  purpose.  A  plug  or  two  of  cotton  wool,  steeped  in  iodised 
or  plain  glycerine,  should  then  be  inserted  up  to  the  cervix,  and  the 
patient  kept  perfectly  quiet  in  bed  for  the  next  few  days.  The  plugs 
shovild  be  removed  the  next  day,  and  the  vagina  syringed  out  with 
warm  water,  to  which  a  little  carbolic  acid  or  tincture  of  iodine  may 
be  added.  The  cotton  wool  placed  within  the  incisions  may  be  left 
until  it  comes  away  of  its  own  accord  from  the  syringing.  Oc- 
casionally secondary  haemorrhage  occurs  when  this  happens,  and  may 
need  a  re-application  of  the  iron  to  check  it. 

After  the  operation  care  must  subsequently  be  taken  not  to  allow 
the  wound  to  close  up  ;  the  occasional  introduction  of  the  end  of  the 
finger  or  of  a  large  bougie  may  be  resorted  to  from  time  to  time  with 
this  object,  or  an  india-rubber,  glass,  vulcanite,  or  galvanic  intra- 
uterine stem  may  be  inserted,  and  worn  until  the  next  period  be  due, 
when  it  should  be  removed.  When  the  incision  has  been  extensive, 
it  is  better  to  keep  the  patient  at  rest  for  the  first  week  or  ten  days, 
vaginal  injections  being  used  daily.  She  should  remain  in  bed  during 
the  menstrual  period  to  guard  against  complications,  such  as  hsema- 
tocele,  menorrhagia,  &c.  Menstruation  generally  returns  before  the 
parts  have  become  thoroughly  healed,  while  the  pelvic  vessels  are 
still  overcharged,  in  consequence  of  the  irritation  following  upon  the 
operation,  and  as  an  accompaniment  of  the  reparative  process.  The 
operation  should  never  be  resorted  to  without  warning  the  patient 
of  the  possible  risk  of  untoward  symptoms  arising,  nor  unless  she 
promises  to  remain  in  bed  as  long  as  the  operator  may  deem  prudent. 
If  the  discharge  should  be  in  the  least  offensive  after  the  operation, 
the  stem  must  be  at  once  removed,  the  vagina  carefully  irrigated  and 
glyc.  ac.  carbol.  applied  with  a  Playfair's  probe  to  the  raw  surfaces  of 
the  incision. 

Stenosis  of  the  Os  Internum.— According  to  Bennet,  the  interior 
of  the  uterus  does  not  present,  as  is  generally  supposed,  a  single  cavity, 
reached  by  a  channel  or  passage  through  the  neck,  but  a  double 
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Fig.  23.— The  cavities 
of  the  Uterus  aud  Cer- 
vix as  they  are  during 
life.    (After  Bennet.) 


cavity,  one  belonging  to  the  body  of  the  uterus,  and  the  other  to  the 
neck  itself.  At  the  union  of  the  two  cavities  there  is,  during  life,  a 
natural  stricture  or  coarctation,  which  closes  the 
cavity  of  the  uterus,  and  is  sufficient  to  prevent 
even  a  small  sound  penetrating  into  the  uterus 
unless  considerable  force  be  used.  The  entire 
cervical  canal  is  physiologically  endowed  with 
considei-able  contractile  power,  which  may  be 
much  modified,  increased,  or  diminished  by  dis- 
ease. 

Barnes,  Schroeder,  and  others  regard  stenosis 
of  the  internal  os  as  so  rare  as  seldom  or  never  to 
require  any  operative  interference.  When  obstruc- 
tion is  experienced  at  the  os  internum,  Barnes 
believes  it  almost  always  to  be  due  to  the  fiattening 
of  the  canal  at  this  point,  caused  by  extreme 
liexion  or  angulation  of  the  body  of  the  uterus 
upon  the  neck.  The  fact  remains,  that  in  many 
w^omen  who  suffer  from  dysmenorrhoea  and  ste- 
rility, the  sound  passes  with  difficulty  the  internal 
OS,  and  that  when  incision  of  this  is  practised,  one  or  both  of  these 
conditions  are  relieved.  The  cure  of  the  sterility  is  not  neaily  so  fre- 
quent as  the  cure  of  the  dysmenorrhoea,  but,  it  must  be  remembered, 
impregnation  is  a  far  more  complicated  process  than  menstruation. 

Acquired  stenosis  of  the  internal  os,  or  some  portion  of  the 
cervical  canal,  has  been  known  to  ensue  from  the  too  energetic 
application  of  caustics,  resulting  in  cicatricial  contraction,  from  in- 
juries received  in  parturition,  or  from  some  operative  interference 
upon  the  cervix. 

Diagnosis.— Insibility  to  pass  an  ordinary-sized  uterine  sound 
beyond  the  internal  os  does  not  necessarily  prove  that  there  is  stenosis 
— there  may  be  merely  spasmodic  contraction,  which  will  pass  off, 
and  allow  the  sound  to  enter  if  gentle  pressure  be  persisted  in,  or  the 
uterus  itself  may  be  acutely  flexed,  a  far  more  common  form  of 
obstruction  than  stenosis.  A  metal  sound  of  about  i  in.  diameter, 
gradually  tapering  at  the  point  to  about  ^  in.,  is  better  adapted  to 
detect  any  contraction  at  the  internal  os  than  an  ordinary  uterine 
sound.  If  this  can  be  passed  readily,  and  no  flexion  of  the  uterus 
exist,  there  is  no  necessity  to  resort  to  operative  measures. 

Treatment. —  Two  distinct  methods  are  available,  viz.  :  (1)  Dilata- 
tion by  means  of  graduated  sounds  or  bougies,  sponge  or  laminaria 
tents,  and  by  expanding  instruments.  (2)  Incision,  whether  by 
knife,  scissors,  or  metrotome. 

Dilatation. — In  some  few  instances  the  mere  passage  of  the  ute- 
rine sound  through  the  cervical  canal,  a  few  days  before  the  expected 
appearance  of  the  catamenia,  will  serve  to  materially  diminish  the 
spasm  and  constriction  usually  produced  at  such  times.  But,  as  a 
rule,  the  passage  of  graduated  bougies  or  metallic  rods,  commencing 
with  a  size  that  can  be  passed  with  little  difficulty,  will  be  found  i^e- 
quisite.  If  a  No.  4  size  be  passed  and  left  in  situ  for  a  few  minutes, 
provided  it  does  not  cause  much  inconvenience,  a  No.  6  or  8  may 
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then  be  passed,  and  retained  in  situ  for  five  or  ten  minutes.  It  is 
well  to  begin  gradually  and  carefully,  and  not  attempt  to  accomplish 
too  much  at  one  interview.  A  convenient  plan  is  to  have  a  series  of 
graduated  ends,  made  of  pure  copper,  electroplated,  so  as  to  bend 
easily,  which  fit  into  one  handle,  as  in  fig.  24.  The  sizes  may  range 
from  a  No.  4  up  to  No.  12.  A  few  days  afterwards  we  may  com- 
mence with  a  No.  8,  and  gradually  increase  the  size 
up  to  No.  10  or  even  12,  beyond  which  it  is  seldom 
requisite  to  go. 

The  best  time  to  commence  this  treatment  is 
about  a  week  after  the  peiiod  has 
passed,  persevering  every  few  days 
until  the  next  peiiod  is  due,  when 
we  shall  probably  find  the  pain  usu- 
ally attending  the  process  is  mate- 
rially diminished.  After  this,  the 
occasional  passage  of  a  modei'ate- 
sized  bougie  shortly  before  the  ex- 
pected period  will  serve  to  prevent 
a  relapse,  though,  unfortunately,  this 
method  can  scarcely  be  regarded  as 
one  of  permanent  utility,  unless,  per- 
chance, impregnation  ensues,  when 
the  difiiculty  is  at  an  end. 

Dilatation  by  means  of  laminaria 
or  sponge  tents  is  not  a  thing  to  be 
rashly  undertaken.  There  is  always 
a  certain  amount  of  risk  attending 
the  process.  Many  cases  of  pelvic 
cellulitis,  pelvic  pei'itonitis,  or  pelvic 
abscess  have  been  caused  by  the  use 
of  tents,  and  fatal  results  have  fol- 
lowed, although  it  seems  to  be  such 
a  simple  jnoceeding.  The  dangers 
attending  dilatation  of  the  cervix  by 
means  of  tents,  and  the  method  of 
employing  these  latter,  have  been 
fully  considered  when  describing- 
Priestley's  Portable  their  use  under  the  head  of  Physical 
Uterine     Sound  Diagnosis. 

Dilatation  by  means  of  expand- 
instruments  has  been  tried  in 
many  cases  successfully.  Several  ingenious  inventions,  similar  to 
those  emf)loyed  for  rapid  dilatation  of  stricture  in  the  male,  have  been 
devised.  Priestley's  dilator  (fig.  25),  when  closed,  can  be  passed  like 
an  ordinary  uterine  sound.  When  in  the  cervical  canal  the  screw  at 
the  end  is  turned,  and  dilatation  accomplished.  The  operation  is 
somewhat  painful,  and  as  a  rule  should  only  be  done  when  the  patient 
is  in  bed,  as  it  is  apt  to  cause  a  feeling  of  faintness.  The  pain  rapidly 
subsides.  There  is  seldom  any  haemorrhage  to  speak  of.  In  very 
nervous  patients  it  will  be  well  to  give  a  few  whifts  of  chloroform 


Fig.  24. 


with  movable 
handle. 


Fig.  25. 

Priestley's  Uterine 
Dilator. 
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before  dilating,  and  to  pass  a  morphia  suppository  either  before  oi- 
immediately  after  the  operation,  the  patient  remaining  in  bed  until 
the  following  day. 

A  modification  of  Holt's  stricture  dilator  is  also  used  for  rapid 


Fig.  26.  Fig.  27.  Fig.  28.  Fig.  29. 

Ellinger's  Cervical  Peaslee's  Greenhalgh's  Civiale's 

Dilator.  Metrotome.  Metrotome.  Urethrotome. 


dilatation.  Ellinger's  cervical  dilator  (fig.  26)  answers  the  same 
purpose. 

Incision  of  the  cervix  in  place  of  dilatation  by  the  means 
enumerated,  may  be  accomplished  in  various  ways. 

Incision  through  the  internal  os  uteri  is  attended  by  considerable 
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risk,  as  the  blood-vessels  enter  the  cervix  just  about  this  level,  and  the 
venous  canals  are  maintained  as  more  or  less  rigid  tubes.  Hence  the 
dp.nger  of  haemorrhage,  as  well  as  of  inflammation  and  septicaemia. 
Where  obstruction  to  the  patency  of  the  cervical  canal  exists  at  this 
point,  it  is  almost  invariably  due  to  flexion,  and  if  this  be  overcome 
the  obstruction  will  at  the  same  time  be  removed. 

Where  it  is  desired  to  divide  the  structures  through  the  internal 
OS  uteri,  Simpson's  single-bladed  metrotome  (fig.  21),  may  be  em- 
ployed, or  Peaslee's  (fig.  27).  Numerous  double  metrotomes  have  been 
invented,  but  their  action  is  too  mechanical,  and  too  little  under  con- 
trol of  sight  and  touch,  for  them  to  be  resorted  to  with  safety.  If  any 
obliquity  of  the  uterus,  or  variation  in  thickness  or  density  of  the  two 
sides  of  the  cervix  exist,  an  opening  may  readily  be  made  into  the 
peritoneal  cavity.  Greenhalgh's  (fig.  28)  is  one  of  the  most  ingenious 
of  these,  but  it  will  readily  be  seen  how  soon  an  accident  might  occur 
with  it.  In  some  instances  where  severe  pain  is  experienced  on  pass- 
ing the  uterine  sound  through  the  internal  os,  the  mere  nicking  of  this 
with  an  instrument  like  Civiale's  urethrotome  (fig.  29),  and  the  pas- 
sage of  a  large  bougie  or  dilator,  often  proves  of  much  service  in 
allaying  the  pain  and  facilitating  further  treatment. 

Whatever  form  of  incision  be  adopted,  the  success  of  the  operation 
depends  upon  the  after-treatment.  The  patient  must  be  kept  quiet  in 
bed  for  several  days  to  avoid  risk  of  haemorrhage.  Should  this  be 
troublesome,  it  is  well  to  expose  the  cervix  through  the  speculum, 
clear  away  all  clots,  seize  one  lip  with  a  tenaculum  hook,  so  as  to 
steady  the  cervix,  and  at  the  same  time  render  the  os  patulous,  then 
insert  a  small  strip  of  lint  soaked  in  liq.  ferri  perchl.  or  tinct.  iodi  into 
the  incision,  subsequently  packing  the  cul-de-sac  of  the  vagina  with 
tampons  of  cotton-wool  soaked  in  glycerine  or  carbolised  oil. 

If  no  haemorrhage  ensue  after  the  operation,  a  glass  or  galvanic 
stem  may  be  inserted  on  the  following  day,  and  allowed  to  remain  in 
for  several  weeks.  Barnes's  galvanic  coil  pessary  has  the  advantage  of 
stimulating  development,  and  being  flexible  is  less  likely  to  injure  the 
uterus  than  a  rigid  stem.  As  long  as  this  is  retained,  the  patient 
must  be  carefully  watched  and  instructed  to  avoid  all  risk  of  cold  or 
over-fatigue,  more  especially  at  the  menstrual  epochs,  lest  peritonitis 
or  cellulitis  be  set  up.    It  is  well  also  to  avoid  all  risk  from  coitus. 

It  will  be  necessary  to  wear  the  stem  for  several  weeks  to  avoid 
conti-action  of  the  cervical  canal.  It  is  better  to  warn  the  patient  that 
immunity  from  pain  does  not  always  follow  the  operation,  or  not  for 
some  little  time,  lest  disappointment  be  expressed  at  the  result.  It 
often  happens  that  befoi-e  a  patient  will  submit  to  operative  treatment, 
the  general  health  has  been  allowed  to  become  considerably  impaired, 
and  the  tone  of  the  nervous  system  very  much  lowered ;  this  will  neces- 
sitate time  and  appropriate  constitutional  treatment.  It  is  compara- 
tively rarely  that  entire  failui-e  results  if  only  the  cases  for  operation  are 
judiciously  selected,  and  too  much  time  has  not  elapsed  since  the  com- 
mencement of  the  symptoms,  success  is  in  proportion  to  the  earliness  of 
treatment.  The  important  point  is  to  operate  before  secondary  changes 
in  the  uterus  and  ovaries  have  been  established. 

Incision  of  the  cervix  should  never  be  performed  where  any  ante- 
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cedent  history  of  pelvic  peritonitis  or  cellulitis  exists,  nor  where  the 
uterus  is  in  an  inflammatory  condition  at  the  time  of  proposed  operation. 

The  greatest  care  should  always  be  taken  to  see  that  the  instru- 
ments are  perfectly  clean,  and  the  strictest  cleanliness  must  be  ob- 
served throughout  the  after-treatment  of  the  case.  No  one  who  has 
been  recently  in  attendance  upon  cases  of  erysipelas,  diphtheria,  scar- 
latina, or  post-partum  fever  should  think  of  operating. 

In  contrasting  the  results  obtained  by  division  of  the  cervix  with 
dilatation  by  tents,  the  former  method  seems  to  be  attended  by  less 
risks.  If  care  be  taken  to  follow  up  the  treatment,  the  permanent 
effects  are  also  more  satisfactory. 

It  is  important  to  determine  in  each  individual  case  the  actual 
condition  of  the  pelvic  organs  before  deciding  upon  which  method 
shall  be  adopted,  and  not  to  resort  to  any  active  treatment  unless 
there  is  a  clear  indication  for  so  doing. 
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CHAPTER  lY. 

DISPLACEMENTS  OF  THE  UTERUS.  ASCENT  AND  DESCENT  OF  THE 

UTERUS. 

The  uterus  naturally  possesses  a  considerable  amount  of  mobility ; 
still  there  are  limits  to  this,  and  when  these  are  exceeded,  either 
from  sudden  or  repeated  or  continuous  application  of  undue  force,  we 
get  displacement  of  the  organ. 

Considerable  ditference  of  opinion  still  exists  as  to  the  frequency 
and  importance,  and  even  the  reality,  of  displacements.  No  subject 
probably  has  given  rise  to  keener  controversy,  some  contending  that 
displacements  of  the  uterus  are  due  to  chronic  hypersemia,  inflamma- 
tion, or  hyperplasia ;  others  that  these  conditions  depend  upon  the 
displacements.  The  question  is  one  of  great  practical  importance  to 
determine,  as  upon  an  intelligent  appreciation  of  the  subject  will 
depend  our  mode  of  treatment,  which  is  the  all-important  consideration 
for  the  patient. 

Fortunately  we  can  often  solve  the  question  practically,  for  even  if 
the  displacement  in  the  first  instance  be  the  consequence  of  hypersemia 
or  inflammation,  it  unquestionably  tends  to  keep  up  or  increase  the 
condition  which  first  caused  it ;  therefore,  if  marked  prolapse  or 
leti-oversion  of  a  congested  or  inflamed  uterus  occur,  we  are  peifectly 
justified  in  inserting  a  pessary,  provided  it  is  tolerated  and  does  not 
increase  the  discomfort  already  existing,  at  the  same  time  that  we 
adopt  measures  to  lessen  the  congestion  or  inflammation. 

Where,  however,  the  displacement  is  slight,  and  the  congestion 
or  inflammation  marked,  we  should  first  endeavour  to  relieve  this  by 
appropriate  treatment,  befoie  resorting  to  any  mechanical  appliances 
that  might  tend  to  increase  the  congestion,  even  though  they  obviated 
the  displacement.  This  especially  applies  to  the  treatment  of  ante- 
flexions  by  the  insertion  of  intra-uterine  stems. 

Where  the  uterus  is  displaced  and  fixed  by  inflammatory  adhesions 
or  deposits,  no  attempt  at  replacement  or  introduction  of  a  pessary, 
as  a  rule,  should  be  thought  of  until  the  inflammatory  mischief  has 
subsided,  and  the  uterus  again  become  mobile. 

Normal  Position  of  Uterus. — The  healthy  unimpregnated  uterus 
is  suspended  about  midway  in  the  pelvic  cavity  (see  fig.  30).  A 
line  drawn  from  the  upper  margin  of  the  symphysis  pubis  to  the 
lumbo-sacral  articulation  just  touches  the  fundus  uteri,  another  line 
drawn  from  the  lower  margin  of  the  symphysis  to  the  articulation 
between  the  fourth  and  fifth  sacral  vertebrae  passing  over  the  lower 
portion  of  the  cervix. 
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The  uterus  is  suspended  or  held  in  position  partly  by  its  relation 
to  the  contiguous  organs — the  rectum  and  bladder — its  attachment 
to  the  vagina  and  Fallopian  tubes,  but  chiefly  by  the  folds  of  peritoneum 
inclosing  muscular  tissue  constituting  the  ligaments  of  the  uterus. 

The  Broad  Ligaments  extend  from  the  borders  of  the  uterus  to 
the  sides  of  the  pelvis,  forming  a  kind  of  septum  which  divides  the 
pelvis  into  two  parts,  allowing  the  uterus  to  move  freely  backwards 
or  forwards  in  accordance  with  the  varying  distension  of  the  bladder 
and  rectum. 

The  Kound  Ligaments  are  really  continuations  of  uterine  mus- 
cular tissue,  and  are  enclosed  within  the  folds  of  the  peritoneum 
constituting  the  broad  ligaments. 

The  Utero-sacral  Ligaments  extend  from  the  lower  part  of  the 


Fig,  30. — Longitudinal  Section  of  Pelvic  Organs. 


1.  Body  of  Uterus ;  2.  Its  Cavity  ;  3.  Vaginal  Portion  of  Cervix  ;  4.  Canal  of 
Cervix  ;  6.  Os  Uteri  Externum  ;  6.  The  Vagina ;  7.  Orifice  of  Vagina ;  8,  Inte- 
rior of  Bladder  ;  9.  Urethra  ;  10.  Vesico-vaginal  Septum  ;  11.  Rectum  ;  12.  Its 
Cavity ;  13.  Anus ;  14.  Recto- vaginal  Septum  ;  15.  Perineum  ;  16.  Vesico- 
uterine Fossa  of  Peritoneum  ;  17.  Recto- vaginal  or  Douglas's  Fossa  of  Peritoneum  ; 
18.  Os  pubis  ;  19.  Labium  Minus ;  20.  Labium  Maj us  ;  21.  Perineal  Body. 

body  of  the  uterus  to  the  outer  sides  of  the  sacrum,  their  inner  con- 
cave borders  passing  on  to  the  sides  of  the  rectum.  They  serve  to 
attach  the  uterus  posteriorly,  preventing  it  being  driven  forwards  on 
the  bladder  or  downwards  towards  the  vulva. 

The  TJtero- vesical  Ligaments  consist  of  two  lateral  folds  of 
peritoneum  running  off  from  the  posterior  portion  of  the  bladder 
containing  bundles  of  fibrous  tissue,  and  join  the  uterus  just  at  the 
junction  of  the  body  with  the  cervix. 

The  uterus  possesses  naturally  a  considerable  range  and  variety  of 
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motion,  its  position  being  influ3nced  by  the  ever- varying  distension 
of  the  bladder  or  rectum,  the  fact  of  standing  or  sitting,  coughing  or 
straining. 

The  fundus  is  more  mobile  than  the  cervical  portion,  and  is  in- 
fluenced in  position  by  the  superincumbent  weight  of  the  intestines, 
being  generally  kept  in  a  state  of  slight  anteversion,  the  axis  of  the 
uterus  being  coincident  with  that  of  the  pelvic  brim. 

Besides  the  forward,  backward,  and  lateral  movements  of  the 
uterus,  the  organ  may  also  be  moved  in  an  upward  or  downward 
direction,  or  become  bent  upon  its  own  axis,  giving  rise  to  flexion. 

We  have  thus  ascent,  descent,  or  piolapsus,  ante-version  and 
flexion,  retro-vei'sion  and  flexion,  latero-version  and  flexion,  inversion. 

Causation  of  Displacements  in  general. — Any  influence  Avhich 
tends  to  increase  the  bulk  and  weight  of  the  uterus,  to  weaken  its 
supports,  or  to  push  or  drag  it  out  of  its  natural  position,  will  cause 
displacement. 

Increase  of  bulk  and  weight  may  be  due  to  congestion,  pregnancy, 
fibroid  tumours,  subinvolution,  hyperplasia,  or  hypertrophy  of  the 
cervix. 

Weakening  of  the  uterine  supports  may  arise  from  defective  nutri- 
tion, not  only  of  the  tissues  locally,  but  from  the  general  health  being 
enfeebled. 

Pregnancy  and  parturition  exert  a  most  important  influence  in  the 
production  of  uterine  displacements.  During  pregnancy  the  various 
ligaments  become  considerably  stretched.  After  parturition  they 
remain  relaxed  for  many  weeks  before  regaining  their  proper  tone. 
The  vagina  also,  from  the  excessive  amount  of  distension  it  has  under- 
gone, becom.es  v/eakened,  not  only  from  its  own  relaxation,  but  also 
frequently  from  rupture  of  the  perineum.  When,  in  addition  to  these, 
the  patient  gets  about  too  early,  or  sustains  any  prolonged  exertion 
shortly  after  delivery,  before  the  uterus  has  had  time  to  imdergo  the 
process  of  involution,  the  natural  result  of  the  increased  weight  of  the 
organ,  combined  with  the  weakened  and  relaxed  condition  of  its 
supports,  is  to  produce  serious  displacement,  generally  in  the  form  of 
prolapsus,  or  retroversion,  or  both  conjoined. 

The  influences  tending  to  push  the  uterus  out  of  place  are  tight- 
lacing,  the  suspension  of  heavy  skirts  from  the  waist,  distension  of  the 
bladdei",  abdominal  tumours,  prolonged  exertion  in  the  erect  position 
— as  noticed  chiefly  in  laundresses,  milkwomen,  and  those  who  carry 
heavy  burdens  on  their  heads,  repeated  efforts,  as  in  chronic  cough,  or 
straining  in  liiibitual  constipation.  Any  inflammatory  deposits  in  the 
pelvis,  as  noticed  in  pelvic  cellulitis  and  peritonitis,  tend  either  to 
jjush  the  uterus  out  of  place  or,  by  the  contraction  of  adhesions,  to 
drag  it  from  its  normal  position. 

Ascent  of  the  Uterus. 

This  does  not  occur  as  an  original  condition.  By  pregnancy, 
about  the  fourth  month,  the  uterus  commences  to  leave  the  pelvis, 
I'ising  into  the  abdomen  on  account  of  its  increased  volume.  Fibroid  or 
fibro-cystic  tumour  of  the  uterus  may  likewise  occasion  a  similai-  ascent. 
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An  ovarian  tumour  may  drag  the  uterus  upwards,  or  it  may  be 
puslied  up  by  pelvic  tumours  or  collections  of  effused  matter,  as  seen 
in  cases  of  hsematocele,  pelvic  abscess,  or  even  ovarian  tumours  im- 
pacted in  the  pelvis.  The  ascent  of  the  uterus  is,  however,  only  an 
evidence  of  some  other  primary  condition,  and  does  not  call  for  treat- 
ment on  account  of  the  upward  displacement  simply. 

As  the  uterus  is  drawn  upwards  the  vagina  becomes  elongated  or 
stretched,  and  the  rugae  smoothed  out  or  obliterated.  The  cervix  also 
becomes  elongated  and  attenuated,  and  has  been  known  to  be  actually 
separated  from  the  body  of  the  uterus. 

Descent  or  Prolajpse  of  the  Uterus. 

Descent  or  settling  down  of  the  uterus  varies  in  degree.  For 
practical  purposes  it  will  be  sufficient  to  describe  three  stages  :  the 
first,  in  which  the  uterus  remains  entirely  within  the  vulva ;  the 


Fig.  31. — Diagram  illustrating  successive  stages  of  Prolapsus  of  Uterus,  and  the 
attendant  degrees  of  Retroversion  (after  Barnes).  A,B.  Axis  of  Brim  of  Pelvis  ; 
C,D.  Axis  cf  Outlet  ;  B,E.  Curve  of  Carus,  or  Curvilinear  Axis  of  Pelvis. 
1,  2,  3.  Stages  of  Prolapsus  ;  4.  Procidentia.  The  Uterus,  tethered  to  the  Sym- 
physis, revolves  round  it  in  descent. 

(It  would  probably  be  more  correct  to  regard  1  as  the  normal  position  of  the 
uterus,  and  2,  3,  and  4  as  the  three  stages  of  prolapse.) 

second,  in  which  it  passes  partially  outside ;  the  third,  in  which  the 
whole  uterus  is  extruded. 

The  first  two  stages  are  usually  spoken  of  as  incomplete  prolapsus, 
or  falling  of  the  womb ;  the  third  as  procidentia,  or  complete  extru- 
sion of  the  womb. 

In  its  descent  the  uterus  follows  the  curved  axis  of  the  pelvis,  the 
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fundus  becoming  more  and  more  retrovei'ted  the  lower  it  descends, 
the  cervix  following  the  course  of  the  vagina,  until  at  length  it 
passes  out  of  the  vulval  orifice. 

Prolapsus  uteri  is  an  affection  to  which  women,  especially  in  the 
lower  classes,  are  exceedingly  liable,  occasioning  much  inconvenience 
and  distress,  interfering  not  only  with  comfort  but  with  health  and 
usefulness.  The  close  connection  and  intimate  attachment  of  the 
uterus  with  the  bladder  and  anterior  vaginal  wall  necessarily  involve 
the  displacement  of  these  when  the  uterus  is  prolapsed,  so  that  in 
speaking  of  prolapse  of  the  uterus,  prolapse  of  the  vagina  with  cys- 
tocele,  or  prolapse  of  the  posterior  wall  of  the  bladder,  must  be 
regarded  as  an  associated  condition. 

Hypertrophic  elongation  of  the  cervix  may  occur  in  consequence 
of  prolapse,  or  may  arise  independently,  and  ultimately  lead  to  pro- 
lapse of  the  body  of  the  uterus.  In  these  cases  the  cervix  is  elongated 
out  of  all  proportion  to  its  breadth,  and  is  often  markedly  attenuated 
in  structure. 

Causation. — The  predisposing  causes  are  child-bearing,  laborious 
occupations,  habitual  constipation,  and  advanced  age. 

The  exciting  causes  are,  as  we  have  already  seen,  any  condition 
tending  to  increase  the  weight  of  the  uterus,  to  weaken  its  supports, 
to  force  the  uterus  downwards  by  excessive  intra-abdominal  pressure, 
or  to  drag  it  down  by  traction  from  below. 

In  a  large  majority  of  instances  parturition  is  the  starting  point. 
The  bulky,  subinvoluted  uterus,  dragging  upon  the  already  relaxed 
and  weakened  supports,  becomes  partially  prolapsed.  Hyper?emia  of 
the  organ  is  a  natural  consequence.  This  may  run  on  to  inflamma- 
tion ;  in  any  case,  the  increased  weight  causes  still  further  prolapsus 
with  retroversion.  Hypertrophy  or  hyperplasia  of  the  uterus  often 
ensues,  and  thus  we  have  every  condition  requisite  for  permanent  dis- 
placement of  the  uterus  downwards. 

It  will  be  well  for  the  practitioner  to  bear  in  mind  the  several 
steps  thus  indicated,  as  many  cases  of  prolapsus  may  readily  be  pre- 
vented, and  many  more  arrested,  by  resorting  to  appropriate  treatment 
in  the  early  and  most  curable  stages  of  the  malady.  We  have  here  a 
combination  of  the  two  most  important  factors  in  the  production  of 
displacements — increased  weight  of  the  uterus,  and  weakening  of  the 
supports  which  ordinarily  keep  it  in  position.  Not  only  is  the  vagina 
relaxed  and  feeble  from  its  recent  distension,  but  the  perineum  is  often 
ruptured  and  the  uterine  ligaments  very  much  stretched.  It  is  little 
to  be  wondered  at  that  the  frequency  of  prolapsus  is  generally  in  a 
direct  ratio  to  the  number  of  pregnancies. 

Prolapsus  does  occur  in  women  who  have  never  borne  children, 
but  comparatively  rarely.  In  these  cases  there  is  often  a  history  of 
prolonged  leucorrhoea,  chronic  cough,  or  constipation. 

An  abnormally  capacious  pelvis,  with  alteration  of  the  ordinary 
spinal  curve,  the  weight  of  the  superincumbent  intestines  falling 
directly  on  the  axis  of  the  pelvic  brim,  in  place  of  as  usual  upon  the 
posterior  surface  of  the  symphysis  pubis,  unquestionably  favours  a 
tendency  to  prolapsus.  Where,  in  addition  to  these  conditions,  the 
patients  have  to  stand  for  many  consscutive  hours,  or  to  carry  heavy 
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burdens,  or  to  sustain  prolonged  muscular  efforts,  prolapsus  uteri  is 
not  infrequent. 

Prolapsus  from  senile  atrophy  results  not  only  from  the  relaxed 
state  of  the  vagina,  but  also  from  the  absorption  of  the  padding  of 
fat  that  usually  is  found  in  the  pelvis,  as  well  as  in  the  omentum  and 
abdominal  walls.  The  retentive  power  of  the  abdomen  is  thus 
weakened. 

Owing  to  the  general  decrepitude  of  old  age,  or  the  muscular 
debility  from  disease  and  old  age  combined,  the  figure  alters  in  shape. 
The  spine,  in  place  of  being  more  or  less  sigmoid  in  form,  becomes 
semicircular,  the  shoulders  pressing  forward,  thus  bringing  the  axis 
of  the  pelvis  more  in  a  line  with  the  axis  of  the  trunk.  The  intestines 
thus  descend  more  into  the  pelvis,  pressing  upon  the  uterus,  in  place 
of,  as  normally,  striking  upon  the  posterior  surface  of  the  pubes. 
The  uterus  is  no  longer  sheltered  under  the  promontory  of  the  sa- 
crum. The  vaginal  walls  being  very  relaxed,  become  prolapsed,  and 
exert  traction  upon  the  uterus,  which  does  not  descend  in  consequence 
of  its  bulk,  being  often  atrophied,  and  lighter  even  than  when  it  re- 
tained its  proper  place. 

Symptoms. — These  chiefly  consist  of  a  sense  of  dragging  or  bearing 
down,  aggravated  on  standing,  walking,  coughing,  or  straining.  The 
uterus,'  increased  in  bulk,  drags  upon  the  utero-sacral  and  broad  liga- 
ments, stretching  and  elongating  these,  giving  rise  to  dragging  pain 
in  the  back  and  lower  abdomen.  There  is  usually  increased  tendency 
to  still  further  prolapse,  when  the  patient  has  to  strain  in  emj^tying 
the  bladder  or  rectum,  the  uterus  acting  as  a  foreign  body  by  exciting 
reflex  irritation. 

There  is  generally  marked  prolapse  of  the  anterior  vaginal  wall 
with  the  base  of  the  bladder,  constituting  cystocele,  giving  rise  to 
difficulty  and  frequency  of  micturition,  often  attended  by  tenesmus, 
and  not  infrequently  cystitis  ensues  from  decomposition  of  the  urine 
retained  in  the  pouch. 

The  patient  experiences  a  sensation  of  weakness  in  the  parts,  with 
inability  to  stand  for  long  at  a  time,  or  to  uudergo  any  prolonged 
exertion.  She  suffers  from  considerable  fatigue  on  walking,  and  feels 
quite  unable  to  lift  or  carry  ordinary  weights. 

Although  leucorrhcea  is  generally  present  to  a  greater  or  less 
extent,  menstruation  is  not  invariably  interfered  with ;  still,  where 
the  uterus  is  much  congested,  monorrhagia  is  not  infrequent. 

Physical  Signs. — If  the  symptoms  point  to  prolapsus,  but  the 
displacement  is  only  slight,  it  is  better  to  examine  the  patient  stand- 
ing, first  explaining  to  her  the  necessity  of  resorting  to  this  somewhat 
unusual  method  of  investigation.  The  cervix  will  then  be  found  lower 
down  in  the  pelvis  than  normal,  and  on  coughing  the  uterus  will  be 
felt  to  descend  still  more.  Ante-version  or  flexion  is  not  infrequently 
present  at  this  stage. 

In  prolapse  of  the  second  degree  the  os  uteri  will  be  found  pre- 
senting at  the  vaginal  orifice,  the  fundus  being  retroverted,  the 
anterior  vaginal  wall  often  bulging  externally. 

In  the  third  degree,  the  uterus  is  found  to  be  completely  extruded 
beyond  the  vulval  aperture,  the  fundus  retroverted.    The  finger  per 
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rectum  can  be  passed  beyond  the  fundus,  or  this  latter  may  even  be 
distinguished  externally  lying  in  the  inverted  vagina.  A  certain 
amount  of  cystocele  and  rectocele  is  usually  present.  The  uterine 
sound  in  these  cases  passes  directly  backwards  and  downwards,  gene- 
rally in  excess  of  the  normal  length. 

Differentiation. — If  only  ordinary  intelligence  and  care  be  exer- 
cised, it  is  difficult  to  mistake  a  case  of  prolapsus  uteri.  The  con- 
ditions most  liable  to  lead  to  error  are  inversion  of  the  uterus,  fibroid 
polypus,  and  hypertrophic  elongation  of  the  cervix. 

From  inversion,  prolapsus  may  be  distinguished  by  the  cervix 
with  the  central  os  being  felt  or  seen,  and  by  the  absence  of  any 
symptoms  or  history  of  inversion. 

From  polypus,  by  the  shape  of  the  protruding  mass  and  the  de- 
tection of  the  OS  uteri  in  the  centre,  together  with  the  absence  of 
symptoms  of  polypus. 

Hypertrophic  elongation  of  the  cervix  is  at  once  recognised  by  the 
length  of  the  cervix,  the  uterine  sound  often  passing  in  several  inches 
beyond  the  normal  standard,  even  after  the  cervix  has  been  pushed 
up  as  far  as  it  will  go  without  using  violence.  It  is  impossible, 
however,  to  replace  the  elongated  cervix,  as  can  be  done  in  cases  of 
prolapsus. 

Cons€que7ices. — When  prolapsus  is  marked,  or  of  long  standing, 
even  if  only  to  the  second  degree,  the  uterus  becomes  congested,  its 
tissues  softened  and  relaxed.  Inflammation,  either  of  a  chronic  form 
from  the  persistent  congestion  and  exposure  to  cold,  or  of  an  acute 
character  from  violence  or  injury  from  the  employment  of  ill-adjusted 
pessaries,  is  not  infrequent.  Hyperplasia  or  hypertrophy  of  the  organ 
naturally  results,  the  cervix  being  specially  liable  to  hypertrophic 
elongation. 

As  the  uterus  increases  in  bulk  and  weight,  it  becomes  more  and 
more  prolapsed,  until  in  due  course  it  bacomes  extruded  through  the 
vulva,  inverting  the  vagina,  which  in  time  changes  its  character  and 
appearance  from  that  of  a  moist  mucous  membrane  to  that  of  smooth, 
dry,  epidermis.  This  is  often  ulcerated  in  patches  from  the  effects  of 
exposure  or  friction,  though  ulceration  is  not  infrequent  in  the  pos- 
terior fold  of  the  vagina,  where  the  effects  of  friction  are  less  obvious, 
which  is  frequently  overlooked.  A  kind  of  scab  forms  on  these  ulcer- 
ated patches,  giving  rise  to  haemorrhage,  should  the  scab  by  any 
means  become  detached. 

The  rugae  of  the  vagina  generally  disappear  where  the  case  is  one 
of  long  standing.  The  cervix  uteri  becomes  obliterated  from  the 
stretching  of  the  vagina,  which  also  causes  eversion  or  ectropion  of 
the  cervix,  the  os  uteri  being  pulled  open,  the  cervical  canal  being 
rolled  out  as  it  were,  so  that  the  os  internum  takes  the  place  of  the 
OS  externum,  which  has  disappeared  by  expansion. 

Prolapse  of  the  posterior  vaginal  wall,  dragging  with  it  the  anterior 
wall  of  the  rectum,  constituting  rectocele,  which  is  often  present  in  the 
early  stages,  increases  as  the  uterus  becomes  extended,  the  whole  of 
Douglas's  pouch  descending  externally,  often  containing  one  or  both 
ovaries,  and  in  rare  cases  coils  of  small  intestine.  After  prolonged 
exertion  in  the  upright  posture,  gangrene  has  been  known  to  occur 
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from  the  mass  becoming  strangulated  at  the  vulva,  leading  to  exten- 
sive and  even  fatal  sloughing.  Rupture  or  laceration  of  the  vagina 
may  take  place  from  forcible  attempts  to  return  the  procident  uterus. 
C)cclusion  of  the  cervical  canal,  after  the  menopause,  has  also  been 
observed  in  some  cases. 

Hydronephrosis,  with  dilatation  of  the  ureters  and  enlargement 
of  the  bladder,  may  result  from  the  displacement  of  the  base  of  the 
bladder. 

Sudden  or  acute  Prolapsus  Uteri  rarely  occurs,  though  it  may 
be  produced  from  any  violent  muscular  efforts,  even  in  nulliparae.  It 
has  been  observed  in  cases  of  epilepsy,  severe  fits  of  coughing,  forcible 
straining  at  stool,  attempting  to  lift  heavy  weights,  and  other  similar 
conditions.  Where  the  uterus  is  enlarged  from  subinvolution,  or 
pregnancy  in  the  early  stage,  or  from  the  presence  of  fibroid  tumours 
or  polypus,  or  from  hyperplasia,  especially  if  the  vagina  be  lax,  and 
the  uterine  supports  weakened  from  previous  stretching,  sudden  pro- 
lapsus is  still  more  liable  to  occur. 

The  f)atient  feels  that  something  has  given  way  within  her. 
There  is  generally  more  or  less  shock,  with  severe  pain  over  the 
abdomen,  tenesmus,  or  bearing  down,  with  irritation  of  the  bladder 
and  rectum.    Peritonitis  is  very  apt  to  occur  in  consequence. 

Treatment. — Our  first  effort  will  naturally  be  to  replace  the  uterus 
in  its  normal  position,  our  next  to  keep  it  there. 

Methods  of  replacing  the  Uterus. — Where  prolapsus  exists  only 
in  the  first  or  second  degree,  there  is  seldom  much  difficulty  expe- 
rienced in  accomplishing  the  reduction.  Resorting  to  the  semi-prone 
or  genu-pectoral  position,  and  allowing  the  air  to  gain  access  to  the 
vagina,  so  as  to  gain  the  advantage  of  atmospheric  pressure,  will  often 
be  sufficient.  Gentle,  but  steady  pressure  upwards,  by  means  of  one 
or  two  fingers  passed  per  vaginam  may  be  resorted  to  if  requisite.  It 
is  always  well  to  secure  a  thorough  evacuation  of  the  bowel  and  also 
of  the  bladder  beforehand. 

Where  prolapsus  of  the  third  degree,  or  procidentia,  exists,  the  pro- 
truding mass  must  first  be  well  lubricated  with  oil.  It  is  then  grasped 
firmly  in  the  hand,  compressing  it,  if  necessary,  for  a  short  time,  so 
as  to  reduce  its  bulk,  and  then  pressed  gently  and  steadily  upwards 
in  the  direction  first  of  the  pelvic  outlet,  then  in  that  of  the  cavity, 
endeavouring  to  return  first  the  upper  portion  which  was  the  last  to 
be  prolapsed. 

If  any  difficulty  be  experienced,  further  efforts  should  be  desisted 
from  at  present ;  the  patient  being  kept  at  rest  in  bed  for  a  day  or 
two  and  enjoined  to  resort  frequently  to  the  genu-pectoral  position  ; 
a  perineal  bandage  being  employed  to  keep  up  gentle  pressure,  and 
cooling  evaporating  lotions  being  used,  so  as  to  lessen  the  congestion 
and  reduce  the  bulk. 

Pressure  by  means  of  strapping  or  elastic  bandages  has  been  sug- 
gested, but  it  is  seldom  that  it  will  be  requisite  to  resort  to  this 
expedient. 

After  a  few  days  the  mass  will  be  found  to  have  diminished  con- 
siderably in  bulk,  and  can  then  be  readily  returned. 

No  excessive  force  should  ever  be  attempted,  as  laceration  or 
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rupture  of  the  vagina  might  occur  and  prove  fatal.  Where  much 
difficulty  is  experienced  in  completing  the  reduction,  it  will  generally 
be  found  that,  owing  to  the  length  of  time  the  prolapsus  has  existed, 
considerable  hypertrophy  of  the  uterus  has  taken  place,  or  there  may 
be  adhesions  in  the  pelvis  from  previous  inflammation  which  tend  to 
fix  the  uterus  more  or  less  in  its  abnormal  position. 

In  long-standing  and  difficult  cases  reduction  will  be  accom- 
plished with  much  greater  safety  and  certainty  by  steady,  gentle, 
continuous  pressure  than  by  any  sudden  or  forcible  attempts.  Occa- 
sionally it  happens  that  the  mass,  for  the  tiine  being,  is  irreducible. 
In  this  case  we  must  desist  from  making  any  further  efforts  at  re- 
duction, and  content  ourselves  with  suggesting  a  suspensory  bandage 
which  will  have  the  effect  of  supporting  the  mass,  preventing  further 
displacement,  and  by  exercising  steady,  gradual  pressure  tend  to 
reduce  not  only  the  bulk  but  also  the  prolapsus  itself. 

Ulcerations  of  the  surface  of  the  procident  mass  need  not  deter  us 
from  attempting  reduction ;  they  will  heal  far  sooner  after  replace- 
ment, when  the  vagina  has  recovered  its  natural  moist  condition, 
and  the  circulation  can  take  place  more  naturally,  provided  attention 
be  given  to  cleanliness,  and  an  astringent  lotion  be  employed,  than 
if  we  allow  the  procident  mass  to  remain  externally  and  attempt  to 
heal  the  ulcerations  by  local  applications  of  caustics  or  other  agents. 

Methods  of  Sustaining  the  Uterus. — Having  reduced  the  dis- 
placement of  the  uterus,  we  should  not  be  in  too  great  a  hurry  to 
apply  a  pessary.  For  the  first  few  days,  at  least,  the  patient  should 
be  kept  quiet  in  bed,  the  bowels  carefully  regulated,  the  bladder 
emptied  regularly  every  six  or  eight  hours,  an  astringent  vaginal 
injection  used  twice  daily,  the  hips  should  be  elevated,  either  by 
means  of  a  pillow  when  the  patient  is  lying  in  the  dorsal  position,  or 
better  still  by  resorting  frequently  to  the  semi-prone  or  genu-pectoral 
position.! 

Any  complications  that  exist,  such  as  hypersemia,  inflammation, 
hypertrophy,  or  ulceration,  must  be  attended  to.  In  every  case  we 
should  endeavour  to  ascertain,  as  far  as  possible,  the  cause  of  the 
prolapse,  and  obviate  this,  trusting  to  the  secondary  results  disappear- 
ing when  the  primary  cause  has  been  removed. 

In  almost  all  instances  of  prolapsus  before  the  menopause,  the 
uterus  is  increased  in  bulk.  This  we  must  attempt  to  remedy.  The 
mere  fact  of  keeping  the  uterus  in  its  normal  position  tends  to 
diminish  this  condition  by  allowing  the  circulation  to  go  on  naturally. 
When  prolapse  exists,  the  venous  circulation  is  considerably  inter- 
fered with,  the  vessels  become  bent  at  a  more  or  less  acute  angle, 
varicose,  and  often  unduly  distended ;  serous  infiltration  of  the 
tissues  ensues,  increasing  any  already  existing  hypertrophy,  and  inter- 
fering materially  with  a  healthy  state  of  the  organ. 

In  cases  where  the  uterus  is  so  bulky  that  it  will  not  remain  in 
its  normal  position  even  whilst  the  patient  retains  the  recumbent 
posture,  or  where  from  any  reason  she  is  unable  to  rest  up,  much 
good  may  be  attained  by  the  insertion  in  the  vagina  of  a  large 
tampon.  This  may  be  made  of  tow,  oakum,  or  marine  lint,  or  better 
still  of  sheep's  wool,  which  in  place  of  becoming  compressed  by  mois- 
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ture  like  cotton  wool,  retains  its  elasticity,  and  thus  keeps  up  pres- 
sure, if  a  perineal  bandage  be  worn  at  the  same  time. 

In  order  to  lessen  hypersemia  and  to  exercise  a  constringing  influence 
upon  the  vagina,  it  is  well  to  soak  the  tampon  in  a  mixture  of  the 
glyc.  acid,  carbol.  (1  part),  glyc.  acid,  tannici  (4  parts),  and  glycerine 
pur.  (7  parts).  This  effectually  prevents  any  decomposition  taking 
place,  produces  a  considerable  amount  of  watery  discharge,  and 
enables  us  to  retain  the  tampon  'in  situ  for  a  day  or  two  at  a  time, 
without  the  necessity  of  removing  it  or  the  fear  of  setting  up  any  un- 
pleasant discharge. 

Where  ulceration  had  been  noticed  previous  to  the  return  of  the 
procident  mass,  astringent  injections  will  facilitate  their  healing,  or 
nitrate  of  silver  may  be  employed.  Touching  the  surface  over 
lightly  two  or  three  times  a  week  with  the  lunar  caustic,  or  painting 
with  a  solution  Oj-5ss  ad  Jj  aq.)  will  expedite  the  healing  process. 

Where  the  prolapsus  is  of  comparatively  recent  occurrence,  the 
vagina  only  moderately  relaxed,  the  uterus  not  hypertrophied,  the 
perineum  uninjured  and  the  general  health  not  greatly  debilitated, 
rest  in  the  horizontal  position,  the  insertion  of  a  tampon,  and  after- 
wards the  employment  of  strong  astringent  injections,  may  be  suffi- 
cient to  restore  the  parts  to  a  natural  condition  and  thus  prevent  any 
subsequent  prolapse. 

The  uterus  being  replaced  in  its  natural  position  not  only  tends 
to  recover  its  original  size,  but  the  strain  upon  the  ligaments  which 
ordinarily  support  it  being  removed,  an  opportunity  is  given  them 
of  recovering  to  a  great  extent  their  proper  tone. 

The  vagina  also  becomes  corrugated,  and  in  time  contracted  by 
the  astringent  injections,  and  thus  aids  materially  in  affording  sup- 
port to  the  uterus.  The  vulva  at  the  same  time  regains  somewhat  of 
its  natural  resiliency,  and  thus  the  several  factors  that  tended  to 
produce  or  keep  up  the  prolapsed  condition  are  gradually  eliminated, 
or  at  least  diminished. 

During  the  time  the  patient  is  resting  up,  careful  attention  must 
be  given  to  the  regular  daily  evacuation  of  the  bowels  so  as  to  avoid 
all  straining  or  pressure.  The  bladder  also  should  never  be  allowed 
to  become  distended  to  any  extent.  Where  any  tendency  to  cysto- 
cele  exists,  the  patient  should  be  instructed  to  pass  water  in  the  knee- 
shoulder  position,  or  the  pouch  should  be  pressed  up  at  the  time  so 
as  to  ensure  complete  emptying  of  the  viscus  each  time.  At  the  re- 
currence of  each  menstrual  period,  the  recumbent  position  should  be 
enforced  as  far  as  possible,  as  the  uterus  is  always  heavier  at  these 
times. 

Every  means  should  be  resorted  to  to  improve  the  general  health 
and  tonicity.  Tonics,  such .  as  iron  and  quinine,  strychnia,  ergot, 
bark  and  acid,  should  be  administered.  Sea-bathing,  where  it  can  be 
indulged  in,  not  only  acts  very  beneficially  locally,  but  also  improves 
the  state  of  the  general  health. 

The  best  astringents  for  vaginal  injections  are  strong  solutions  of 
alum,  sulphate  of  zinc,  iron  alum,  and  tannin.  These  may  be  used 
morning  and  evening,  two  or  three  pints  of  cold  water  having  first 
been  injected.     The  strength   of   the  solutions  may  gravlually  be 

E  2 


52 


DISPLACEMENTS  OF  THE  UTEEUS. 


increased  from  ad  §j  to  as  much  as  5iij  or  5iv  ad  gj.  Cold  hip 
baths,  injections  of  salt  or  sea  water,  are  also  of  service. 

Another  and  a  very  effectual  method  of  applying  astringents  to 
the  vagina  is  by  wrapping  up  a  teaspoonful  or  two  of  powdered  alum 
or  other  astringent  in  a  piece  of  prepared  cotton  wool  or  small  muslin 
bag  and  inserting  this  into  the  vagina.  This  can  readily  be  done  by 
the  patient  herself,  either  directly  or  by  means  of  the  suppository 
tube.    Injections#of  cold  water  must  then  be  employed. 

Prepared  wool  saturated  with  alum,  tannin,  &c.,  can  be  procured 
at  many  of  the  leading  chemists,  and  when  made  into  plugs  with  a 
piece  of  twine  answer  the  purpose  very  well. 

Tannin  and  other  suppositories  ma}^  be  em])loyed  at  bedtime  or 
when  the  patient  remains  lying  down  ;  but  they  are  not  so  cleanly  as 
the  plugs,  and  should  only  be  used  where,  for  any  reason,  the  patient 
objects  to  the  latter. 

There  are  certain  means  adapted  to  obviate  downward  pressure 
which  are  too  often  neglected,  but  which  assist  materially  both  in  the 
prevention  as  well  as  the  relief  of  prolapsus  uteri.  The  employment 
of  skirt  suspenders,  by  means  of  straps  passing  over  the  shoulders, 
enables  the  patient  to  sustain  the  whole  weight  of  the  underclothing 
from  the  shoulders,  in  place  of  allowing  the  constant  dragging  upon 
and  compression  of  the  lower  abdomen  by  the  garments,  as  is  too 
frequently  the  case. 

A  carefully  adjusted  abdominal  belt,  that  does  not  extend  too  high 
up,  may  assist  in  lifting  the  abdominal  viscera  and  preventing  them 
pressing  unduly  on  the  pelvis. 

All  tight-lacing,  or  employment  of  corsets  that  compress  the 
thorax  and  press  the  viscera  downwards,  should  be  strictly  for- 
bidden. 

Whilst  the  patient  remains  in  bed  it  is  a  good  plan  to  elevate  the 
foot  of  it  six  inches  so  as  to  favour  the  return  of  venous  blood,  and 
thus  lessen  congestion  of  the  pelvic  viscera. 

Pessaries. — We  have  already  indicated  the  steps  that  should  first 
be  taken  in  replacing  the  uterus  and  encouraging  a  healthier  action  of 
the  pelvic  organs,  before  resorting  to  any  mechanical  appliances  to 
retain  the  uterus  in  situ. 

The  term  pessary  is  an  example  of  the  change  that  takes  place 
in  the  meaning  of  a  word,  until  it  no  longer  signifies  the  thing  it 
stood  for.  Pessary,  from  Treaa-o),  to  soften,  originally  meant  a  soluble 
substance  placed  in  the  vagina,  as  a  suppository  is  in  the  rectum. 
Dr.  Barnes  suggests  a  far  more  appropriate  term,  Hysterophores 
{vo-repa,  womb,  and  (^epw,  I  bear),  for  instruments  employed  in  retain- 
ing the  uterus  in  position. 

Objections  have  been  raised  to  their  employment  on  the  plea  that 
they  are  unscientific,  that  their  usefulness  is  only  palliative  and  tem- 
porary. Whatever  objections,  however,  may  be  urged,  there  is  little 
doubt  that  they  offer  a  valuable  method  of  relief  for  a  large  number 
of  cases  of  prolapsus,  as  well  as  for  other  forms  of  displacement. 

It  will  generally  be  found  that  those  who  are  most  opposed  to 
their  employment  have  seldom  if  ever  tried  them,  or  only  so  rarely 


HODGE'S  PESSARY  IN  PROLAPSUS  UTERI. 


53 


that  they  have  never  acquired  the  requisite  experience  to  ensure  a 
successful  result. 

The  practical  advantage,  however,  that  is  gained  far  outweighs 
any  amount  of  theory.  Even  granted  that  the  usefulness  of  pessaries 
is  only  palliative  and  temporary,  that  is  no  reason  why  we  should 
discard  them.  As  well  might  we  object  to  the  application  of  splints 
to  a  fractured  limb,  or  of  a  truss  for  a  hernia,  or  of  any  orthopaedic 
instrument  for  the  cure  of  deformity. 

The  object  of  a  pessary  or  hysterophore  is  to  support  and  retain 
the  uterus  in  its  normal  position  in  the  pelvis  without  unduly  dis- 
tending the  vagina  or  setting  up  any  irritation.  In  the  large 
majority  of  cases  of  prolapsus  in  the  first  and  second  degree,  a  Meigs's 
oval  elastic  ring,  or  a  Hodge's  lever  pessary,  variously  shaped  to 
meet  the  requirements  of  each  case,  will  answer  the  purpose,  provided 
the  i)erineum  has  not  been  seriously  ruptured. 

As  long  as  the  vagina  retains  any  amount  of  contractility,  we 
must  be  careful  not  to  destroy  or  diminish  this  property,  but  make 
use  of  it. 

Hodge's  Pessary  is  the  one  of  all  others  that  offers  the  greatest 
number  of  advantages  with  the  fewest  drawbacks.  It  is  made  of 
various  materials — vulcanite,  copper  wire  covered  with  gutta  percha, 
pliable  metal,  (fee.  The  two  latter  are  as  a  general  rule  more  service- 
able in  that  they  can  be  moulded  by  the  practitioner  at  the  time,  to 
suit  the  requirements  of  each  individual  case,  or  can  be  altered  in 
shape  from  time  to  time  should  it  be  found  requisite. 

The  best  form  for  general  purposes  is  a  vsigmoid  shape,  the  upper 
or  sacral  end  being  somewhat  wider  and 
flatter  than  the  lower  or  pubic  limb  (fig. 
32).    Having  formed  an  approximate  idea 
of  the  length  and  capacity  of  the  vagina, 
we  should  select  a  Hodge  of  such  a  size 
that  the  upper  limb  will  fit  into  the  pos- 
terior cul-de-sac,  and  the  lower  limb  rest 
behind  the  symphysis  pubis   above    the     Fig.  32.— Hodge's  Pessar3^ 
meatus  urinarius.    Too  large  an  instru- 
ment must  not  be  inserted,  otherwise  its  action  as  a  lever  is  inter- 
fered with,  the  vagina  is  unduly  stretched,  its  elasticity  impaired,  and 
inflammation  or  ulceration  very  liable  to  occur. 

It  is  essential  that  the  Hodge  should  be  freely  movable,  merely 
held  in  the  vagina,  floating  as  it  were  in  the  pelvis,  and  not  taking 
any  bearings  upon  the  walls  themselves. 

Its  action  is  that  of  a  lever  ;  the  fulcrum  being  a  transverse  axis, 
nearly  through  its  centre,  upon  which  the  Hodge  revolves  when 
grasped  by  the  vaginal  walls ;  the  power  is  the  pressure  of  the 
anterior  vaginal  wall  upon  the  lower  limb,  increased  during  inspira- 
tion, or  exertion,  or  by  any  expulsive  effort,  when  the  intestines  are 
driven  down  upon  the  uterus  and  bladder,  causing  the  anterior 
vaginal  wall  to  descend  ;  the  weight  or  resistance  is  the  fundus 
uteri,  which  is  pushed  up  by  the  posterior  limb  as  it  rises  in  the  opposite 
direction,  lifting  the  roof  of  the  vagina  and  the  uterus,  tilting  the 
fundus  somewhat  forwards. 
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To  introduce  a  Hodge^s  Pessary. — Having  first  replaced  the  uterus, 
the  patient  lying  in  the  semi-prone  position,  with  the  hips  close 
to  the  edge  of  the  couch,  the  thighs  well  flexed  upon  the  abdomen, 
the  feet  resting  one  upon  the  other,  the  pessary  being  well  oiled  is 
taken  in  the  right  hand.  The  index  finger  being  pressed  firmly 
against  the  inner  surface  of  the  upper  or  sacral  extremity,  the  con- 
cavity of  which  should  look  forward,  is  opposed  by  the  thumb,  so  as 
to  hold  the  pessary  securely  edgewise.  The  perineum  being  retracted 
by  the  left  index  finger,  the  instrument  is  guided  into  the  vagina  in 
an  oblique  direction,  so  as  not  to  press  upon  the  sensitive  structures 
anteriorly  in  the  arch  of  the  pubes,  and  is  then  directed  quickly  and 
firmly  along  the  posterior  wall  of  the  vagina  until  the  whole  of  the 
pessary  is  within  the  passage.  The  instrument  as  it  passes  up  is 
rotated  somewhat,  so  that  the  concavity  of  the  vipper  or  sacral  curve 


Fig.  33. — Hodge  in  situ  ;  Uterus  sliglitly  retroverted. 

looks  forward.  This  should  be  guided  behind  the  cervix  into  the 
posterioi  cvii  de-sac  or  fornix  of  the  vagina. 

If  the  sacral  curve  be  great,  the  tendency  is  for  this  to  pass  up  in 
front  of  the  cervix.  Should  this  happen,  the  index  finger  of  the 
right  hand,  passing  through  the  pessary,  presses  or  hooks  the  upper 
limb  backward  behind  the  cervix,  at  the  same  time  pushing  it  up- 
wards into  the  posterior  cul-de-sac.  The  cervix  then  occupies  the 
central  space,  the  anterior  or  pubic  extremity  of  the  instrument 
resting  upon  the  anterior  wall  of  the  vagina  behind  the  pubic  arch, 
with  its  convex  surface  facing  forwards,  sloping  as  it  were,  under  the 
pubes. 

It  is  not  always  necessary  to  retract  the  perineum  by  the  left 
index  finger.  The  pressure  of  the  instrument  alone  is  often  suf- 
ficient, and  we  gain  the  further  advantage  of  the  perineum  replacing 
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the  thumb,  so  that  the  extended  index  finger  can  carry  the  pessary 
up  rapidly  along  the  posterior  vaginal  wall,  without  the  thumb  offer- 
ing any  obstruction  to  its  progress. 

When  properly  adjusted,  the  instrument  should  cause  no  discom- 
fort. Should  it  do  so,  it  is  probably  too  large  or  not  suitable,  and 
should  at  once  be  removed,  and  a  smaller  or  a  different-shaped  one 
inserted. 

As  a  rule,  it.  is  necessary  to  wear  the  instrument  continuously  for 
many  weeks  or  months,  but  it  should  invariably  be  insisted  upon, 
that  the  j^atient  present  herself  within  a  few  days,  or  a  week  at  most, 
after  it  has  been  inserted,  in  order  that  we  may  determine  whether  it 
is  likely  to  answer  the  requirements  of  the  case,  as  also  to  satisfy 
ourselves  that  it  is  not  causing  any  undue  pressure  likely  to  lead  to 
ulceration  or  other  mischief.  It  is  advisable  to  remove  the  instru- 
ment eveiy  few  months  in  order  to  see  whether  it  has  produced  any 
chafing  of  the  vagina,  and  to  ascertain  how  far  improvement  has 
taken  place.  As  long  as  it  is  worn,  the  patient  should  make  use 
daily  of  vaginal  injections,  a  combination  of  astringent  and  antiseptic 
agents  being  desirable. 

The  patient  should  be  cautioned  to  attend  to  the  proper  regulation 
of  the  bowels ;  not  to  pass  water  in  the  ordinary  squatting  position, 
but  to  make  use  of  the  bed  chair  ;  to  avoid  all  unnecessary  straining 
or  violent  exertion ;  to  relieve  the  bladder  regularly  at  least  thrice 
daily ;  and  to  rest  in  the  recumbent  posture  as  much  as  possible  at 
the  menstrual  periods. 

She  must  be  instructed  not  to  interfere  with  the  instrument  in 
the  way  of  removing  it,  unless  it  should  cause  inconvenience,  and  it 
is  always  well  to  explain,  in  the  case  of  married  persons,  that  the 
presence  of  the  instrument  do  as  not  necessitate  their  leading  a  single 
•  life. 

In  cases  of  patients  living  at  a  distance,  instruction  may  be  given 
how  to  remove  and  replace  it  at  stated  intervals,  but  it  is  com- 
paratively seldom  that  we  find  a  patient  who  will  trust  her  own 
powers  of  adjusting  it  properly. 

After  having  worn  the  support  for  several  months,  and  having 
employed  astringent  injections,  and  other  remedies  calculated  to 
improve  the  general  health,  it  will  be  well  to  remove  the  instrument 
for  a  time,  to  see  if  the  uterine  ligaments  have  recovered  their  tone, 
and  whether  the  uterus  will  remain  in  its  normal  position.  In  many 
cases,  it  will  be  found  that  the  instrument  may  be  changed  for  a 
smaller  one  after  a  few  weeks'  interval,  when  the  parts  are  less  re- 
laxed and  the  uterus  itself  less  bulky. 

It  is  not  always  that  we  can  succeed  in  adjusting  a  Hodge  satis- 
factorily at  first,  but  we  must  not  be  deterred  from  making  further 
attempts  because  we  happen  to  fail  with  the  first  one.  The  shape  of 
the  Hodge  can  be  altered  to  suit  the  requirements  of  individual  cases. 
The  pubic  curve  may  be  lessened,  and  the  end  made  broader,  so  as  to 
rest  behind  the  arch  of  the  pubes  and  give  support  to  the  base  of  the 
bladder. 

In  place  of  the  Hodge  being  bent  in  the  ordinary  sigmoid  form,  it 
may  be  made  into  a  semicircle,  as  suggested  by  Dr.  Galabin  (see  fig.  34). 
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The  anterior  limb  then  rests  high  above  the  pubic  arch,  dis- 
tending the  anterior  vaginal  wall,  with  the  base  of  the  bladder,  into 
a  pouch,  and  does  not  press  against  the  rami  of  the  pubes  at  all.  This 

form  is  specially  suitable  in  those 
cases  where  the  vaginal  vault  is 
much  relaxed.  It  fails  if  the  vagi- 
nal  cervix  be  so  atrophied  that  it 
does  not  retain  the  posterior  limb  of 
the  pessary  behind  it  in  the  pos- 
terior cul-de-sac. 

It  is  somewhat  less  easy  to  in- 
troduce than  an  ordinary  Hodge, 
owing  to  the  difficulty  experienced 
in  hooking  the  posterior  limb  back- 
ward over  the  cervix  into  the  pos- 
terior cul-de-sac.  In  j^roportion  to 
Fig.  34.— Galabin's  Pessary.  this  difficulty  is  the  security  of  its 

retention. 

Hodge's  pessaries  are  made  of  various  materials,  of  which  the 
principal  are  vulcanite,  gutta  percha,  block  tin,  pliable  metal  com- 
posed of  tin  and  lead,  or  of  copper  wire  covered  with  india-rubber 
tubing.  They  can  also  be  made  of  aluminium,  silver,  or  copper 
tubing  plated,  and  celluloi'de  or  coraline. 

Vulcanite  is  by  far  the  best  material,  being  light  and  durable, 
retaining  its  smooth  polished  surface  even  after  many  years'  wear. 
Its  chief  disadvantage  is  that  it  is  difficult  to  alter  the  shape  origin- 
ally given  to  the  pessary,  so  that  unless  we  have  a  considerable 
number  to  select  from,  much  delay  occurs  should  it  be  requisite  to 
modify  the  shape  in  any  way.  This  may  be  done  by  placing  the 
pessary  for  a  few  minutes  in  boiling  water,  extracting  it  by  the  aid 
of  a  pair  of  forceps,  and  then  making  the  necessary  alteration  in 
shape  by  bending  it  with  the  fingers,  holding  it,  if  necessary,  in  a 
thin  cloth  to  avoid  injuring  the  fingers.  It  is  then  plunged  into 
cold  water,  and  held  there  until  it  is  again  hard,  which  takes  place 
in  about  a  minute  or  two. 

Another  plan  is  to  lay  the  pessary  close  to  a  bright  fire  for  a  few 
minutes,  until  it  becomes  pliable,  when  it  may  be  moulded  as  desired, 
and  set  firm  by  holding  it  for  a  minute  in  cold  water  as  before. 

If  only  a  slight  alteration  of  shape  be  needed,  the  surface  of  the 
pessaiy  may  be  oiled,  and  the  instrument  moved  rapidly  backwards 
and  forwards  through  the  flame  of  a  spirit  lamp  until  it  be  sufficiently 
pliable.  Care  will  be  needed  to  avoid  burning  the  surface  and  so 
spoiling  the  polish. 

Celluloi'de  or  coraline  has  recently  been  employed  in  the  manu- 
facture of  Hodge's  pessaries.  It  is  similar  in  many  respects  to  vul- 
canite as  to  hardness  and  lightness,  and  can  be  moulded  by  placing  it 
in  boiling  water.    It  is  of  a  pretty  coral-like  colour. 

Copper  wire  covered  with  gutta  percha,  so  that  the  thickness  cor- 
responds to  about  one-third  of  an  inch  in  diameter,  forms  a  useful 
material  for  ordinary  purposes.  When  slightly  warmed,  or  even  at 
the  ordinai'y  temperature  of  the  room,  the  pessary  can  be  readily 
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altered  in  shape,  shortened  or  lengthened,  curved  or  straightened,  to 
suit  the  requirements  of  the  case.  If  the  least  crack  occur  in  the 
gutta  percha,  a  heated  knitting  needle  and  a  small  scrap  of  fresh  gutta 
percha  are  all  that  are  needed  to  make  good  the  defect,  taking  care  to 
smooth  the  surface  well  before  adjusting  the  pessary.  Even  after 
remaining  in  the  vagina  for  a  twelve  month  or  longer,  provided 
injections  for  the  sake  of  cleanliness  have  been  employed,  the  pessary 
will  be  found  to  be  as  perfect  as  the  day  it  was  inserted. 

Copper  or  other  wire,  covered  with  india-rubber  tubing,  is  often 
employed  in  the  manufacture  of  Hodge's  pessaries.  It  is  more  liable 
to  become  sodden  with  the  secretions,  and  thus  set  up  irritation,  than 
is  the  case  with  gutta  percha,  but  still  forms  a  useful  material  for  the 
construction  of  the  annular  rings  and  other  elastic  forms  of  pessaries, 
and  is  useful  where  an  elastic  end  is  preferred. 

Flexible  white  mptal  is  now  often  employed  for  pessaries.  It  is 
somewhat  heavier  than  vtdcanite,  and  is  liable  to  become  corroded 
after  long  wear,  especially  at  the  part  where  the  tvibing  is  joined. 


Fig.  35.  Fig.  36.  Fig.  37. 

Dr.  Greenhalgh's  Elastic  Spring  Pessaiy,  with  india-rubber  transverse  bands. 

They  can  be  easily  moulded  into  any  required  form.  Should  it  be 
requisite  to  persist  in  the  wearing  of  a  pessary  for  any  considerable 
length  of  time,  it  can  be  either  electi*o-gilt  or  nickel-plated,  or  a  fac- 
simile of  it  made  of  aluminium,  platinum,  or  silver  tubing,  thus 
ensuring  lightness,  cleanliness,  and  durability. 

Where  cystocele  forms  a  marked  feature  in  pases  of  prolapse,  a 
barred  Hodge,  with  strips  of  india-rubber  passing  across,  is  often  of 
much  service  in  preventing  pro- 
lapse of  the  A^aginal  wall.  Dr. 
Greenhalgh's  modification,  with 
elastic  end,  answers  well  (figs. 
35,  36  and  37). 

Where  the  uterus  is  very 
bulky,  the  vagina  very  relaxed, 
and  the  perineum  injured,  a 
Hodge's  pessary  is  seldom  re- 
tained so  as  to  be  of  any  ser- 
vice. An  elastic  ring  pessary, 
composed  of  spiral  spring,  go-  38-Annular  Ring  Pessary, 

vered  with  india-rubber,  will  often  succeed  in  these  cases.  When 
compressed,  as  indicated  in  fig.  38,  it  can  be  readily  introduced,  and 
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Fig.  39. 
Barnes's  Stem 
Pessary. 


Fig.  40. — Duffin's  Pessary, 


has  the  advantage  over  the  ordinary  sigmoid,  Hodge's  pessary,  in 
that  the  elastic  ring  may  be  removed  and  re-introduced  by  the  patient 
herself  without  much  fear  of  it  assuming  a  wrong  position  owing  to 
its  flatness,  the  posterior  portion  passing  naturally  behind  the  cervix 
and  not  in  front,  as  too  often  happens  with  Hodge's  pessary. 

Where  the  prolapsus  is  of  the  third  degree,  or  the  vagina  so  lax, 
or  the  perineum  so  torn,  that  the  ordinary  ring  or  lever  pessaries  are 
not  retained,  we  have 
still  other  forms  of  sup- 
port that  may  be  tried 
before  resorting  to  some 
plastic  operation. 

The  cup  and  stem 
pessary  (fig.  39),  in  cases 
where  the  vagina  is  con- 
tractile, is  often  self-re- 
taining. It  consists  of 
a  somewhat  tapering 
hollow  cylinder  made 
of  vulcanite,  curved  to 
correspond  with  the  pel- 
vic or  vaginal  axis,  and  upper  expanded 
portion  or  cup.  When  the  vagina  is 
sufficiently  contractile  to  grasp  tnis,  the 
tendency  is  to  carry  the  cone  upwards,  and  so  exert  pressure  upon 
the  cervix. 

It  is  only,  however^  in  a  limited  number  of  cases  that  this  form 

of  pessary  will  be  retained  without 
external  support.  This  is  best  ao* 
complished  by  attaching  the  lower 
end  of  the  cylinder  to  an  oblong- 
shaped  piece  of  stout  india-rubber. 
Elastic  bands  formed  of  india-rubber 
tubing  are  attached  to  the  margins 
of  this,  thus  enabling  them  to  lie  in 
the  groove  at  each  side  of  the  labia, 
and  not  produce  chctfing  by  crossing 
directly  from  the  end  of  the  cylinder 
as  represented  in  fig.  41. 

The  stem  may  be  either  straight 
or  curved,  but  if  there  be  any  ten- 
dency to  retroversion  the  former  is 
preferable,  as  it  tends  to  correct  the 
displacement  by  pushing  the  cervix 
backward. 

The  advantage  of  this  form  of 
Fig.  41.— Cup  and  Stem  Pessary  m  s/Ym.  pessary  is  that  it  can  be  applied  by 

the  patient  herself.  It  does  not 
stretch  the  vagina,  and  being  sustained  by  elastic  supports,  these  yield 
at  every  inspiration,  thus  permitting  the  natural  ascent  and  descent 
of  the  uterus,  and  also  obviating  the  efiects  of  concussion  or  violence 
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which  rigid  external  supports  would  be  likely  to  cause.  To  intro- 
duce it,  insert  the  left  fore-finger  just  within  the  vaginal  outlet,  press 
the  perineum  backwards,  and  then  pass  the  cup  end  of  the  stem  in 
a  direction  backwards  and  upwards,  being  careful  to  avoid  alio  vying 


Fig.  42. — Cutter's  Cup  and  Stem  Pessary. 


Fig.  43.— Cutter's  Rinf;  Pessary. 


it  to  press  against  the  symphysis  pubis.  It  should  be  removed  every 
night  at  bedtime,  and  an  astringent  injection  employed.  The  elastic 
bands  will  need  renewal  from  time  to  time,  as  they  tend  to  lose 

their  elasticity.  It  is  well 
to  adjust  the  stem  before 
rising,  before  the  uterus  has 
had  time  to  become  pro- 
lapsed. This  form  of  pes- 
sary is  specially  serviceable 
in  elderly  women  where  the 
parts  have  become  atro- 
phied, the  vagina  having 
lost  its  contractility  and 
the  padding  of  fat  having 
become  absorbed. 

Buffings  Pessary  (fig.  40) 
is  a  useful  form  in  some 
cases  of  prolapsus  in  elderly 
females.  It  consists  of  a 
boxwood  stem  and  cup, 
working  in  an  ivory  ball 
socket  on  a  shield  which  is 
kept  approximated  to  the 
vulval  aperture  by  means 
of  a  napkin  worn  in  the 
usual  way. 

Cutters  Pessary  (fig.  42)  consists  of  a  cup  and  stem  which  curves 
backward  over  the  perineum,  a  piece  of  india-rubber  tubing  being 
continued  from  this  and  attached  to  a  belt  surrounding  the  abdomen 
by  means  of  a  strap.    It  has  been  spoken  very  favourably  of  by 


Fig.  44. — Cutter's  Pessary  in  situ. 
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Fig.  45. — Elastic 
Gum  Ring  Pessary. 


Thomas,  and  may  be  tried  where  others  fail.  It  is  more  liable  to  get 
displaced  than  the  other  form  of  cup  and  stem  pessary,  and  the 
perineal  tube  often  sets  up  irritation.  Another  form  of  this  pessary 
is  where  the  stem  passes  anteriorly  over  the  symphysis  pubis.  This 
is  less  convenient  in  practice  than  the  former  variety. 

If  the  cup-shaped  form  be  objected  to,  the  ring  modification 
(fig.  43)  may  be  employed. 

There  are  other  forms  of  pessaries  which  it  will  be  well  to  in- 
dicate. These  are  the  large  circular  disc-shaped  pessary  (fig.  45), 
the  globular  boxwood  pessary  (fig.  46),  and  all  the  countless  modifica- 
tions of  these,  which  depend  for  their  efiicacy  upon 
their  bulk.  By  constantly  distending  the  vagina 
they  destroy  any  remaining  contractility  that  may 
exist,  and  often  set  up  a  considerable  amount  of  in- 
flammation or  ulceration,  with 
offensive  purulent  or  sanguineous 
discharges.  They  are  still  em- 
ployed by  many  old-fashioned  pa- 
tients, who  wear  them  for  a  num- 
ber of  years  consecutively  without 
removal.  When,  however,  they 
attempt  to  accomplish  this  latter, 
they  often  find  the  vulval  orifice 
has  become  so  contracted,  as  well 
as  rigid,  that  it  is  impossible  to 
withdraw  the  pessary.  Under  these  circumstances 
we  may  be  applied  to  for  assistance.  In  the  case  of 
the  circular  or  oval  boxwood  pessary,  we  may  some- 
times succeed  in  removing  it,  by  passing  one  or  two 
fingers  of  the  left  hand  per  rectum  and  pressing  the 
mass  downwards,  assisting  meanwhile  by  counter 
pressure  with  the  right  fore-finger  on  the  anterior 
portion  of  the  globe. 

Where  this  manoeuvre  does  not  succeed,  a  pair 
of  large  ovum  forceps  may  be  introduced  per  vaginam,  and  attempts 
made  to  grip  the  pessary  and  withdraw  it,  assistance  being  given  if 
requisite  by  the  finger  passed  per  rectum  as  before.  It  may  be  neces- 
sary to  incise  the  margins  of  the  vulva  before  we  succeed,  but  this 
plan  is  better  than  using  violence. 

The  same  difficulty  is  often  encountered  with  the  large  circular 
discs.  They  have  been  known  to  find  their  way,  by  ulceration, 
wholly  or  in  part  into  the  rectum  or  bladder.  The  cervix  uteri  has 
also  in  some  cases  become  incarcerated  in  the  central  aperture. 

The  only  form  of  pessary  that  acts  by  distending  the  vagina  in 
order  to  retain  the  uterus  in  position,  to  be  recommended,  is  Gariel's 
air  pessary,  made  of  india-rubber  prepared  so  as  to  resist  moisture. 
It  can  be  introduced  in  a  state  of  collapse  by  the  patient  herself,  and 
then  inflated  by  means  of  a  small  air  pump,  being  retained  during 
the  day  and  removed  at  night.  They  however  require  frequent 
renewal. 

Zwanck's  Pessary  (fig.  47),  or  as  modified  by  Dr.  Godson  (fig.  48), 


Fig,  46. 

Globular  Box- 
wood Pessarv. 


ZWANCK'S  PESSAEY. 
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acts  by  distending  the  upper  portion  of  the  vagina  laterally,  pre- 
venting the  cervix  protruding  externally.  The  expanded  wings,  with 
their  narrow  margins,  often  exert  such  an  amount  of  pressure  upon 
the  vagina  as  to  produce  ulceration,  and  not  infrequently  become 
buried  in  the  tissues.  Granulations  occur,  which,  projecting  through 
the  circular  holes,  often  unite  and  form  a  band,  which  incarcerates  the 
pessary,  and  renders  its  removal  a  work  of  much  difficulty. 

It  is  an  unscientific  instrument,  and  should  never  be  employed 
where  other  more  rational  measures  can  be  adopted.  Among  hospital 
patients,  who  are  unable  to  rest  up,  or  unwilling  to  undergo  any 
operation  for  the  cure  of  prolapsus,  where  a  Hodge  is  not  retained,  the 
employment  of  a  Zwanck's  pessary  affords  in  many  instances  the  only 
means  of  relief  at  our  disposal.  It  should  always  be  removed  at 
night  and  replaced  in  the  morning  before  the  uterus  has  had  the  op- 
portunity of  descending. 

To  introduce  it,  the  click  at  the  end  is  unfastened,  so  as  to  enable 
the  two  wings  of  the  pessary  to  be  closely  approximated  to  each  other. 
The  right  fore-finger  is  then  placed  on  the  hinge  between  the  two 


Fig.  47. — Zwanck's  Pessary.  Fig.  48. — Godson's  modification 

of  Zwanck's  Pessary. 

halves  of  the  stem,  and  the  pessary  inserted  by  pressing  obliquely  on 
the  perineum,  guiding  the  wings  upwards  towards  the  hollow  of  the 
sacrum.  When  the  tips  of  the  wings  have  reached  the  cervix,  the 
two  halves  of  the  stem  are  brought  together  and  the  wings  thus  ex- 
panded, the  ends  being  secured  by  the  click. 

Where  the  parts  are  very  relaxed,  and  the  uterus  bulky,  it  is 
often  advisable  for  the  patient  to  wear  a  cloth  or  perineal  bandage,  to 
prevent  the  stem  descending  or  causing  inconvenience  on  sitting. 

Where  the  original  Zwanck's  pessary  is  employed,  the  screw  is 
turned  so  as  to  approximate  the  wings.  The  pessary  is  then  in- 
serted as  above  directed,  and  the  screw  turned  so  as  to  expand  the 
wings.  Three  difierent  sizes  are  sold,  so  that  a  suitable  one  may  be 
selected  for  each  case. 

Removal  is  effected  by  reversing  the  above  movements  and  pulling 
the  stem  downwards  and  forwards. 

Duncan^ s  Stem  and  Disc  Pessary  (fig.  49)  is  still  more  liable  than 
Zwanck's  to  set  up  ulceration  unless  carefully  watched.  The  vagina 
contracting  firmly  round  the  disc,  this  latter  either  becomes  imbedded 


62 


DISPLACEMENTS  OF  THE  UTERUS. 


in  the  walls,  or  in  any  case  the  escape  of  secretions  from  the  upper 
part  of  the  vagina  is  prevented.  Decomposition  of  these  takes  place, 
and  may  cause  considerable  constitutional 
distui'bance. 

Simpson's  Shelf-pessari/  has  perforations 
in  the  disc  which  allow  the  secretions  to 
pass,  and  thus  obviates  the  defect  of  Dun- 
can's. 

XJtero-abdominal  supporters,  consisting  of 
a  perineal  pad  attached  by  straps,  passing 
before  and  behind  to  an  abdominal  belt,  are 
in  some  instances  of  service  in  affording  sup- 
port by  pressing  the  posterior  vaginal  wall 
against  the  anterior,  and  so  preventing  the 
descent  of  the  uterus.    They  are  fitted  with 

Fig.  49.-Duncnn's  Stem  ^  ^^^^'^^      P^,^.^^,  P^^,^«^^  P^^*^' 

and  Disc  Pessarv.         the  pressure  oi  which  reheves  the  sympa- 
thetic pains  so  often  complained  of. 
Abdominal  belts,  as  previously  suggested,  often  afford  marked 
relief  by  taking  off  the  superincumbent  pressure  of  the  intestines,  and 
so  lessening  the  tendency  to  prolapse. 

Surgical  Treatment. — Where  pessaries  or  hysterophores  fail  in 
supporting  the  uterus  in  its  normal  position,  or  where  a  more  radical 
mode  of  treatment  be  indicated,  there  are  several  operative  procedures 
that  may  be  resorted  to  with  a  fair  prospect  of  success. 

Rupture  of  the  perineum  during  parturition  being  a  frequent 
starting  point  in  the  production  of  prolapse  of  the  uterus,  it  is  essential 
to  remedy  this  defect  whenever  it  is  found  to  exist.  This  must  be 
done  in  the  ordinary  way,  by  paring  the  edges,  and  bringing  them 
together  by  means  of  sutures,  so  as  to  obtain  adhesion  between  the 
freshened  surfaces,  care  being  taken  to  restore,  as  far  as  possible,  the 
perineal  body.  This  alone  will  not  always  be  sufficient  to  effect  a 
permanent  cure,  as  the  perineum  will  again  dilate  if  the  uterus  be 
allowed  to  press  downwards.  A  Hodge's,  or  other  appropriate 
pessary,  will  still  be  needed,  and  will  now  be  retained,  where  before 
it  was  readily  expelled. 

The  integrity  of  the  vagina  being  restored,  and  this  being  one  of 
the  chief  supports  of  the  uterus,  the  tendency  to  prolapse  is  thereby 
lessened,  but  time  will  be  needed  to  remove  other  factors  that  may 
have  been  present,  as  tending  to  produce  prolapse  or  have  arisen  in 
consequence.  Restoration  of  the  perineum  may  prevent  the  complete 
expulsion  of  the  uterus  externally,  but  does  not  sustain  the  uterus  in 
situ.  It  is  important  to  bear  this  in  mind,  otherwise  disappointment 
will  ensue.  The  operation  of  perineorrhaphy  can  hardly  be  regarded 
as  a  radical  method  of  cure,  or  even  a  permanent  one.  It  should  be 
undertaken  more  with  the  view  of  facilitating  treatment,  by  enabling 
the  vagina  to  retain  a  properly  adjusted  pessary,  which  will  keep  the 
uterus  suspended  at  its  normal  level,  and  thus  favour  reduction  of 
bulk,  and  enable  the  ligaments  to  recover  their  tone  to  a  gi-eat  extent. 

Numerous  operations,  having  for  their  object  the  narrowing  or 
constriction  of  the  vaginal  canal,  have  been  resorted  to  by  various 
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operators.  Sims  and  Emmet  adopt  the  plan  of  anterior  colporrhaphy 
or  elytrorrhaj)hy,  of  narrowing  the  anterior  wall  of  the  vagina,  by 
removing  a  triangular  portion  of  mucous  membrane  near  the  cervix, 
so  as  to  streng-then  or  brace  up  the  vagina  near  the  junction  of  the 
cervix  uteri  with  the  bladder.  Sims  removes  a  V-shaped  portion  by 
means  of  curved  scissors,  and  then  brings  the  edges  together  by  silver 
sutures,  the  cervix  fitting  into  the  pouch  thus  formed  above. 

Emmet  closes  the  pouch  by  running  a  denuded  strip,  as  a  base  to 
the  triangle,  across  in  front  of  the  cervix  uteri.  Owing  to  the  difficulties 
experienced  in  completing  this  operation,  he  has  since  simplified  it  by 
denuding  two  surfaces,  about  half  an  inch  square,  on  either  side  of  the 
cervix,  and  a  little  behind  the  line  of  its  anterior  lip,  then  removing 
a  strip  from  the  vaginal  surface,  in  front  of  the  uterus,  about  one  inch 
long  by  half  an  inch  wide,  and  bringing  together  these  three  points, 
with  the  efiect  of  forming  a  fold  in  front  of  the  cervix.  Schroeder 
freshens  an  oval  portion,  and  secures  adhesion  by  alternately  deep 
and  superficial  sutures. 

Huguier's  operation  consists  in  removing  the  whole  of  the  cervix, 
and  a  portion  even  of  the  body  of  the  uterus,  by  incision,  slanting 
from  without  inwards,  as  well  as  the  upper  extremity  of  the  vagina. 
It  is  a  very  formidable  operation,  and  apparently  is  contra-indicated, 
according  to  Huguier,  in  the  very  cases  which  most  demand  relief. 

The  operation  of  posterior  colporrhaphy,  or  removal  of  a  more  or 
less  considerable  portion  of  the  posterior  wall,  with  the  object  of  thus 
contracting  the  vagina,  has  been  advocated  by  Simon,  Baker  Brow^n, 
Hegar,  and  others. 

Simon  freshens  a  pentagonal  surface,  two  and  a  quarter  inches 
wide  at  the  vaginal  outlet,  the  posterior  halves  of  the  labia  majora 
being  included,  the  incision  extending  two  and  a  quarter  inches  up 
the  vagina,  narrowing  slightly  towards  the  upper  extremity,  which  is 
completed  by  two  incisions  meeting  above  at  a  very  obtuse  angle. 
The  opposite  edges  of  the  wound  are  then  brought  together  by  alter- 
nate deep  and  superficial  silk  sutures.  By  the  junction  of  the  labia 
majora,  the  perineum  is  greatly  lengthened,  and  additional  support 
thus  obtained.  A  pouch  is  thus  formed  in  which  the  cervix  rests, 
opposing  a  firm  barrier  to  the  exit  of  the  uterus  at  the  point  toward 
which  that  organ  naturally  gravitates,  the  vagina  being  made 
narrower  and  more  rigid.  A  perfect  and  permanent  cure  is  thus 
effected,  union  taking  place  throughout  the  whole  extent,  a  firm, 
dense,  cicatricial  band  being  obtained,  running  almost  the  whole 
length  of  the  posterior  vaginal  wall. 

Hegar  narrows  the  vagina  by  the  removal  of  a  Y-shaped  piece  of 
mucous  membrane  from  the  posterior  vaginal  wall,  the  apex  being 
carried  up  nearly  to  the  cervix,  the  base  ending  at  the  vulva,  which 
it  includes,  as  in  the  operation  for  ruptured  perineum,  thus  narrow- 
ing the  vagina,  and  making  a  firm  perineum. 

Where  there  is  marked  hypertrophic  elongation  of.  the  cervix,  it 
will  be  necessary  to  remove  a  portion  of  this  by  means  of  amputation ; 
at  the  same  time  remove  a  triangular  piece  of  the  mucous  membrane 
just  in  front  of  the  cervix,  the  base  of  the  triangle  merging  in  the 
stump  of  the  cervix,  and  bring  the  sides  of  the  triangle  together  by 
sutures. 
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The  operation  of  Episiorrhaphy  {iTncreLov,  the  labium,  and  pdcfiY}, 
suture),  or  closure  of  the  vaginal  outlet  by  uniting  the  posterior 
three-fourths  of  the  labia  majora,  has  been  practised  in  cases  of 
elderly  women,  where  patency  of  the  vagina  is  no  longer  necessary. 
The  edges  of  the  labia  majora  are  pared,  the  labia  minora  removed, 
and  the  vivified  surfaces  united  by  silver  sutures. 

Le  Fort  recommended  making  a  longitudinal  septum  by  uniting 
the  anterior  with  the  posterior  vaginal  wall,  thus  producing  an 
artificial  duplex  vagina. 

Choice  of  operation. — This  will  depend  materially  on  the  nature 
of  the  individual  case.  Before  resorting  to  any  plastic  operation, 
it  is  always  advisable  to  enjoin  rest  in  the  recumbent  posture, 
the  foot  of  the  bed  being  elevated,  or  the  genu-pectoral  position 
assumed  from  time  to  time,  in  order  to  diminish  the  bulk  of  the 
uterus,  allow  any  ulceration  of  its  surface  to  heal,  and  ensure  a 
healthier  condition  of  the  vagina.  If  the  perineum  be  ruptured,  the 
perineal  body  should  first  be  restored  before  any  further  operation  be 
performed.  If  the  cervix  be  elongated,  it  will  be  well  to  remove  a 
portion  of  this  at  the  same  time  that  some  plastic  operation  be  done. 
If  the  uterus  be  prolapsed  without  marked  elongation  of  the  cervix, 
rupture  of  the  perineum,  or  evident  rectocele  dragging  down  the 
uterus,  the  better  plan  is  to  perform  anterior  colporrhaphy,  after  the 
manner  of  Sims  or  Emmet. 

If  rectocele  exist  to  any  great  extent,  or  the  perineum  be  much 
dilated  or  ruptured,  posterior  colporrhaphy,  together  with  perineor- 
rhaphy, will  be  indicated. 

If  there  be  a  combination  of  these  several  conditions,  it  may  be 
necessary  to  perform  more  than  one  operation  at  successive  intervals. 

Various  devices  have  been  tried  to  procure  contraction  of  the 
vagina  without  resorting  to  incisions,  by  means  of  the  actual 
cautery,  mineral  acids,  escharotics,  ulceration  created  by  galvanic 
pessaries,  and  sloughing  produced  by  pressure  by  forceps  and  clamps. 
They  have  the  disadvantages  of  proving  excessively  painful,  more 
tedious  and  uncertain  in  their  results,  as  well  as  being  more  un- 
manageable, and  are  therefore  not  to  be  recommended. 


65 


CHAPTER  Y. 

DISPLACEMENTS  OF  THE  UTERUS — COnthlued. 

Anteversion  and  Anteflexion. 

Anteversion  of  the  Uterus. — The  normal  position  of  the  uterus 
corresponds  with  the  axis  of  the  pelvic  brim,  and  is  therefore  one  of 
anteversion.  This  is  represented  by  a  line  drawn  from  the  umbilicus 
to  the  coccyx.  The  uterus  occupies  as  near  as  possible  the  centre  of 
the  upper  part  of  the  pelvic  cavity,  being  suspended  between  the 
rectum  and  the  bladder,  about  midway  between  the  symphysis 
pubis  and  the  sacrum.  It  will  thus  be  readily  understood  that 
the  position  of  the  uterus  may  vary  considerably,  depending  upon 
the  distension  of  either  of  these  hollow  viscera,  and  whether  the 
patient  be  lying  down  or  standing  up.    It  is  only  when  the  axis  of 


Fig.  50. — The  degrees  of  Retroversion  and  Anteversion  (after 
Galabin).  The  dotted  outlines  show  the  various  stages  of 
Retroversion  :  the  plain  outlines  those  of  Anteversion. 


the  uterus  is  persistently  altered  from  its  normal  direction,  the  fundus 
falling  forwards,  that  the  condition  becomes  pathological,  and  is 
spoken  of  as  anteversion.  It  very  rarely  happens  that  the  angle  of 
deviation  exceeds  that  of  a  right  angle,  or  90°  -,  the  symphysis  pubis 
generally  prevents  any  further  displacement  of  the  fundus  forwards, 
whereas  retroversion,  in  extreme  cases,  may  amount  to  as  much  as 
double  this,  or  an  angle  of  180°  (fig.  50).    In  some  extreme  cases  the 
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fundus  may  fall  behind  the  pubes  almost  parallel  with  the  axis  of  the 
vagina. 

Causation. — Any  condition  tending  to  increase  the  weight  of  the 
uterus,  such  as  congestion,  early  pregnancy,  the  presence  of  a  fibroid 
tumour  in  the  wall  of  the  uterus,  areolar  hyperplasia  of  the  body  of 
the  uterus,  or  subinvolution,  may  produce  anteversion. 

Any  excessive  intra-abdominal  pressure,  when  the  uterus  is 
retained  at  its  normal  level,  may  lead  to  this  displacement,  such  as 
violent  muscular  efforts,  tight-lacing,  wearing  heavy  clothing,  the 
pressure  of  abdominal  tumours,  and  other  similar  conditions. 

The  presence  of  cystocele  not  only  deprives  the  uterus  of  sup- 
port in  front,  but  also  tends  to  produce  anteversion  by  the  traction 
exerted  when  the  prolapsed  pouch  of  the  bladder  becomes  distended 
with  urine.  Excessive  inclination  of  the  pelvis  disposes  to  ante- 
version. Coitus  itself  may  produce  the  displacement  in  those  cases 
where  the  vaginal  portion  of  the  cervix  is  driven  backwards  and 
upwards. 

Symptoms. — But  little  inconvenience  may  be  occasioned  by  a 
moderate  degree  of  anteversion.  Where,  however,  the  uterus  is 
enlarged,  and  the  displacement  well  marked,  the  uterus  lying  hori- 
zontally across  the  pelvis,  the  functions  of  the  bladder  and  rectum 
become  interfered  with.  Frequent  desire  to  pass  water  without  any 
feeling  of  relief  afterwards,  dysuria  and  even  retention,  are  prominent 
symptoms.  These  would  probably  be  more  often  noticed  were  it  not 
for  the  fundus  falling  obliquely  over  to  one  or  other  side,  and  thus 
avoiding  the  neck  of  the  bladder. 

The  cervix  pressing  against  the  posterior  vaginal  wall,  dys- 
menorrhoea  and  sterility  are  induced.  Pressure  on  the  rectum  oc- 
casionally tends  to  produce  irritability  of  the  bowel,  and  even 
constipation,  diarrhoea,  tenesmus,  or  pain  on  defaecation. 

Leucorrhoea,  menorrhagia,  dysmenorrhoea,  and  dyspareunia  are 
in  some  cases  marked  symptoms.  Discomfort  on  standing  or  walk- 
ing, or  even  inability  to  get  about,  is  occasionally  witnessed,  but  not 
so  often  as  in  cases  of  retroversion. 

Diagnosis. — Examination  per  vaginam  detects  the  os  uteri  facing 
backwards,  high  up  in  the  hollow  of  the  sacrum,  occasionally  so  high 
as  to  be  reached  with  difficulty.  The  body  of  the  uterus  is  found 
lying  across  the  pelvis  in  the  antero-posterior  diameter,  the  fundus  of 
the  uterus  resting  on  the  symphysis  pubis. 

On  conjoined  manipulation  the  fundus  is  not  discovered  in  its 
normal  position,  but  immediately  behind  the  pubes,  occasionally  below 
the  level  of-  this.  The  uterus  can  generally  be  felt  to  move  between 
the  two  hands.  Kectal  touch  makes  the  position  of  the  cervix  still 
more  evident,  especially  if  the  bimanual  method  be  employed.  The 
use  of  the  sound  is  seldom  requisite  either  for  diagnosis  or  treatment. 
It  should  never  be  employed  where  there  is  a  possibility  of  pregnancy 
being  the  cause  of  the  anteversion.  The  only  cases  where  its  employ- 
ment is  indicated  are  those  where  it  is  desirable  to  ascertain  the  exact 
size  of  the  uterus  or  to  determine  the  presence  of  a  small  fibroid 
tumour.  There  is  no  other  condition  likely  to  be  mistaken  for  ante- 
version if  an  ordinary  amount  of  care  be  taken. 
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Treatment. — It  is  comparatively  seldom  that  well-marked  ante- 
version,  giving  rise  to  troublesome  symptoms,  and  necessitating  treat- 
ment, occurs,  unless  there  be  some  morbid  condition  of  the  uterus, 
such  as  subinvolution,  hyperplasia,  or  the  presence  of  a  small  fibroid. 

Our  first  efforts  then  should  be  directed  towards  obviating  the 
cause  that  led  to  the  displacement. 

The  same  preliminary  treatment  as  indicated  when  speaking  of 
retroversion,  such  as  leeching,  scarifying,  hot  water  vaginal  injections, 
glycerine  plugs,  kc,  should  first  be  carried  out,  the  patient  mean- 
while rechning  in  the  dorsal  position,  and  being  instructed  to  hold 
her  water  for  as  long  an  interval  as  possible,  so  as  to  allow  the  hydro- 
static pressure  exerted  by  the  distended  bladder  to  press  the  fundus 
backwards. 

If  the  external  os  uteri  be  small,  and  the  uterus  much  congested, 
advantage  will  be  gained  by  resorting  to  bilateral  incision  of  the  cer- 
vix. The  depletion  lessens  the  congestion,  and  the  more  patent  orifice 
allows  a  more  ready  exit  to  the  secretions,  and  thus  lessens  the  ten- 
dency to  future  engorgements. 

All  abdominal  pressure  should  be  removed  as  far  as  practicable. 
If  the  abdominal  walls  be  lax  or  the  abdomen  pendulous,  much  good 
will  be  derived  by  a  carefully  applied  abdominal  belt,  with  a  pubic 
pad.  This  pushes  the  fundus  backwards,  and  at  the  same  time  takes 
off  the  superincumbent  weight  of  the  intestines.  AU  compression  of 
the  thorax  by  tight-lacing,  or  dragging  of  heavy  clothing,  should  be 
avoided.  Pessaries,  or  hysterophores,  for  the  support  of  the  displaced 
fundus,  are  far  more  difficult  to  adjust  in  the  case  of  ante- than  of 
retroversion.  The  natural  tendency  is  for  the  anterior  or  upper 
limb  to  slip  behind  the  cervix.  Even  when  an  anteversion  pessary 
remains  in  situ,  it  often  produces  injury  to  the  base  of  the  bladder, 
and  is  seldom  tolerated  as  well  as  a  retroversion  pessary.  For  this 
reason  it  will  need  to  be  very  carefully  watched  at  first.  A  patient 
should  never  be  allowed  to  go  away  from  observation  wearing  an 
instrument,  unless  she  has  been  previously  instructed  how  to  withdraw 
it,  which  should  be  done  at  once  on  the  occurrence  of  the  least  dis- 
comfort. In  any  case  it  will  be  prudent  to  rest  up  for  a  few  days 
and  avoid  all  exertion,  or  risk  of  injury  from  coitus.  Frequent 
examinations  should  be  made  to  see  that  no  injury  results  from  undue 
pressure,  and  that  the  pessary  does  not  become  displaced. 

Mere  elevation  of  the  uterus  by  means  of  an  ordinary  Hodge's 
pessary  will  sometimes  afford  marked  relief,  though  it  does  not  in  any 
way  lessen  the  anteversion. 

Numerous  instruments  have  been  de- 
vised for  the  cure  of  anteversion,  some 
acting  on  the  principle  of  pushing  up  the 
fundus  through  the  anterior  vaginal  wall, 
which  being  arched  is  thus  shortened, 
and  so  brings  into  play  another  principle, 
drawing  the  cervix  forward  by  pulling  Fig.  51. 

upon  the  vaginal  portion,  the  uterus  being  Grailv  Hewitt's  Cradle  Pessarr. 
regarded  as  a  lever  which  rotates  upon  its  axis  of  suspension. 

Graily  Hewitfs  Cradle  Pessary  (fig.  51)  answers  very  well  in  many 
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Fig.  52. 
Cradle  Pessary  in  situ. 


cases.  The  large  ring  rests  posteriorly,  and  thus  gives  the  pressure 
on  the  uterus  higher  and  more  anteriorly  than  when  the  crutch-shaped 
portion  of  the  instrument  rests  in  front,  as  delineated  in  the  third 
edition  of  his  work. 

Fig.  52  represents  the  pessary  in  position.  Of  late  a  cross  bar  has 
been  added  to  the  instrument,  which  prevents  the  cervix  being  caught 
between  the  two  projecting  arms  of  the  in- 
strument, and  makes  its  use  more  tolerable 
in  certain  cases.  Undue  compression  of  the 
cervix  may  occasion  troublesome  sickness. 
To  introduce  the  instrument,  pass  the  larger 
ring  in  somewhat  obliquely,  pushing  it  in- 
wards and  backwards  a  short  distance  ;  pres- 
sure is  then  made  on  the  middle  saddle  of  the 
instrument,  which  thus  passes  close  under 
the  meatus  urinarius,  and  shoots  into  its  place. 
The  lower  end  is  then  gently  pushed  a  little 
upwards,  and  the  operation  is  completed. 
Tne  upright  projecting  saddle  part  must 
look  upwards  and  forwards.  The  combined 
use  of  the  sound  and  the  cradle  pessary  is  to  be 
recommended  in  the  majority  of  chronic  cases. 
Thomases  Anteversion  Pessary  (fig.  53)  consists  of  a  Hodge's  pessary, 
to  the  anterior  aspect  of  which  a  movable  horseshoe  lever  is  attached. 

This,  when  left  to  itself,  rises  at  an  angle 
to  the  Hodge,  and  presses  up  in  the  an- 
terior cul-de-sac  in  front  of  the  cervix. 

To  introduce  it,  press  the  two  curved 
ends  together  and  pass  them  into  the  va- 
gina in  the  same  way  as  an  ordinary 
Hodge.  The  ends  being  carried  as  far  as, 
and  just  under  the  cervix,  the  anterior 
arm  or  bow  is  thrown  forward  by  the 
index  finger ;  the  cervix  falls  behind  it,  the  fundus  upon  it,  the  pos- 
terior bow  going  behind  the  cervix. 

It  requires  some  little  practice  to  insert  it 
properly.  One  great  advantage  of  this  instru- 
ment is  that  the  patient  can  readily  remove  it  by 
hooking  the  finger  in  the  lower  end  and  drawing 
it  down,  when  the  bow  flaps  back  of  itself  against 
the  base  of  the  pessary.  The  practitioner  should 
be  careful  to  select  one  where  the  movable  bow 
closes  up  to  the  upper  and  not  to  the  lower 
limb,  otherwise,  though  it  may  be  easy  of  in- 
troduction, it  will  be  difiicult  to  remove  it. 
Another  form  of  this  is  fig.  54. 

Galahin^s  Anteversion  Pessary  (fig.  55)  has 
been  '  devised  with  the  object  of  extending  to 
the  treatment  of  anteversion  and  of  corporeal 
anteflexion  the  principle  of  leverage  which  is  so  useful  in  posterior 
displacements. 


Fig.  53. — Thomas's  Antever- 
sion Pessary. 


Fig.  54. — Thomas's 
Hinged  Pessarj'. 
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'  The  instrument  resembles  a  thick  Hodge's  pessary,  with  its 
anterior  limb  replaced  by  a  broad  arch  directed  upwards,  and  nearly 
square  at  its  summit. 

'  By  its  shape  alone,  without  any  leverage,  it  elevates  the  anterior 
vaginal  wall  in  considerable  degree,  but  it  will  be  found  in  practice 
that  the  lower  corners  do  not  lie  against 
the  posterior  vaginal  wall,  but  the  whole 
of  the  anterior  extremity  is  tilted  some- 
what upwards  in  consequence  of  the  ten- 
sion of  the  posterior  cul-de-sac. 

'  In  introducing  the  instrument,  it  is 
first  passed  entirely  within  the  vulva, 

with  the  upper  limb  in  front  of  the  cervix :    ^j,  i  u-  ^  a  + 

T     .  t-  -1  11  1   •      Fig.  55. — Galabin's  Anteversion 

the  index  nnger  is  then  passed  through  it  Pessary. 

and  hooks  the  upper  limb  backward  over 

the  cervix  and  into  the  posterior  cul-de-sac.  It  is  withdrawn  by 
hooking  the  index  finger  over  one  of  the  lower  angles,  and  making 
traction  upon  that.  Since  it  occupies  a  higher  position  in  the  vagina 
than  even  a  Hodge's  pessary,  it  can  be  worn  without  discomfort  by 
married  women.  It  is  not  suitable  for  virgins,  or  cases  in  which  the 
vaginal  outlet  is  narrow.' 

Whei-e  an  internal  pessary  cannot  be  tolerated,  where  anteversion 
is  combined  with  partial  prolapse,  where  married  women  object  to  the 
wearing  of  a  pessary  constantly,  or  where  sustaining  the  uterus  in  its 
normal  position  requires  more  force  than  is  prudent,  the  fundus  may 
be  elevated  by  means  of  a  Cutter's  pessary.  The  vaginal  portion 
having  a  more  considerable  curve,  with  the  cavity  forwards,  than 
the  retroflexion  pessaiy,  allows  the  summit  to  rest  in  front  of  the 
cervix. 

The  patient,  when  properly  instructed,  can  remove  it  at  bedtime, 
and  replace  it  before  rising  in  the  morning.  When  the  parts  are  so 
sensitive  that  the  hard  bulb  causes  pain,  an  india-rubber  cushion  or 
piece  of  sponge  may  be  aflSxed  to  the  extremity,  until  the  parts  be- 
come less  sensitive,  or  until  a  pouch  has  be3n  formed  in  front  of  the 
cervix  which  will  allow  an  internal  support  to  be  adjusted. 

We  should  not  rely  merely  upon  mechanical  treatment  alone. 
Having  relieved  any  local  congestion  or  inflammation  by  appropriate 
measures,  any  granular  degeneration  of  the  cervical  canal  should  be 
treated  by  the  application  of  carbolic  acid,  nitrate  of  silver,  iodine,  or 
other  agent.  The  general  health  should  be  looked  to,  tonics,  such  as 
iron  and  quinine,  strychnia,  or  cinchona  with  acids  prescribed,  vaginal 
injections,  astringent  or  simple,  employed.  The  patient  should  on  no 
account  be  confined  to  bed,  or  even  to  the  couch,  for  any  length  of 
time,  but  encouraged  to  take  regular  daily  out-door  exercise,  either 
driving  or  short  walks.  During  the  menstrual  period  it  is,  however, 
advisable  to  retain  the  recumbent  position  at  intervals  during  the 
day,  and  to  keep  the  bladder  distended  as  much  as  possible,  so  as  to 
prevent  the  fundus  uteri  falling  forwards.  In  some  cases  the  iodide 
of  potassium  or  of  iron  internally,  together  with  iodised  cottons  or 
tampons  saturated  with  glycerine  and  iodine  inserted  up  to  the 
cervix  uteri  have  a  beneficial  action  in  reducing  the  bulk  of  the  uterus. 
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Antpjlexion  of  the  Uterus. 

This  consists  in  bending  of  the  body  of  the  uterus  at  an  angle  to 
the  cervix,  the  concavity  being  forwards.    The  normal  condition  of 

the  uterus  is  one  of  slight 
anterior  curvature,  scarcely 
amounting  to  flexion.  When 
this,  however,  is  exaggerated 
to  the  extent  of  15°  or  20°, 
it  becomes  pathological. 

It  may  seem  to  some  an 
unnecessary  refinement  to 
speak  of  three  different  va- 
rieties of  Mexion,  but  inas- 
much as  the  treatment  varies 
somewhat,  depending  upon 
the  exact  nature  of  the 
Hexion,  it  will  be  well  to 
adhere  to  the  varieties  men- 
tioned by  Thomas.  These 
are 

1.  Corporeal  flexion,  where 
the  body  is  flexed,  the  cer- 
vix maintaining  its  normal 
position  (fig,  57). 

2.  Cervical  flexion,  where 
the  cervix  is  flexed,  the  body  remaining  in  the  normal  direction 
(fig.  58). 


Fig.  56, — Anteflexion  of  Uterns, 


Fig.  57. 

Corporeal  Flexion. 


Fig.  58. 
Cervical  Flexion. 


Fig,  59. 

Cervico-corporeal  Flexion, 


3.  Cervico-corporeal,  where  both  body  and  cervix  are  flexed  for- 
wards (fig.  59). 

A  rare  form  of  anteflexion  occurs  occasionally,  when  the  cervix  is 
flexed  forwards  and  the  body  of  the  uterus  backwards  on  its  central 


Causation. — Flexions  may  be  primary  or  congenital,  or  secondary 
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or  acquired.  Duiing  early  childhood  the  uterus  is  naturally  more 
anteflexed  than  is  the  case  in  the  adult.  Should  this  condition  persist 
or  become  exaggerated  after  puberty  the  condition  becomes  pathological. 
Ordinarily,  the  walls  of  the  uterus  about  the  time  of  puberty  become 
thicker,  denser,  and  consequently  stronger.  If  the  development  take 
place  symmetrically,  an  equilibrium  is  established  between  the  two 
walls,  the  uterus  straightens  itself,  its  interior  concavity  disappears. 
But  if  the  posterior  wall  develop  more  rapidly  than  the  anterior  wall, 
appropriating,  as  it  were,  an  excess  of  nutrition,  the  congenital  curve 
not  only  persists  but  becomes  exaggerated,  the  anterior  wall  under- 
going a  certain  amount  of  atrophy  and  so  increasing  the  already 
existing  disproportion.  Congenital  anteflexion  is  of  much  more  fre- 
quent occurrence  than  general  retroflexion. 

We  generally  find  in  these  cases  of  congenital  anteflexion  that  the 
anterior  lip  of  the  cervix  is  shorter  than  normal ;  the  uterus  itself 
ill-developed^  small ;  the  cervix  conical,  and  the  external  os  also  small. 

In  many  cases  there  is  evidence  of  imperfect  development  of  the 
ovaries,  and  even  of  the  bony  pelvis  itself.  The  vagina  is  often  small, 
the  anterior  wall  shoi  t — the  whole  sexual  apparatus  defective,  often 
associated  with  entire  absence  of  sexual  feeling. 

Secondary  or  acquired  anteflexion  frequently  occurs  from  unusual 
softness  of  the  uterine  tissues,  such  as  is  met  with  in  delicate,  ill- 
nourished  girls  about  the  time  of  puberty.  Tight-lacing,  the  suspen- 
sion of  heavy  skirts  from  the  loins,  and  other  improprieties  in  dress, 
tend  to  force  the  intestines  downwards  and  backwards.  These  press- 
ing upon  the  posterior  wall  of  the  uterus  carry  the  fundus  downwards 
and  forwards,  anteversion  and  subsequently  anteflexion  occurring  in 
consequence.  Endometritis  may  produce  flexion  by  creating  an 
inward  gi^owth  of  the  utricular  glands  into  the  submucous  connective 
tissue  near  the  os  internum.  This  in  consequence  undergoes  atrophy 
and  enfeeblement,  or  the  cervical  glands,  undergoing  cystic  degenera- 
tion, burst,  and  thereby  cause  a  collapse  of  tissue  in  the  formerly 
dense  framework  of  the  uterus,  leaving  in  its  place  a  flaccid  net-like 
areolar  tissue  incapable  of  sustaining  the  organ  in  its  normal  position. 
A  small  fibroid  developing  in  the  wall  of  the  fundus  may  cause 
flexion.  Contraction  of  the  utero-sacral  ligaments  from  antecedent 
pelvic  peritonitis  or  cellulitis  may  produce  flexion  by  dragging  the 
uterus  backwards  at  its  angle  of  suspension. 

Habitual  constipation  from  atony  of  the  muscular  coat  of  the  in- 
testine, associated  as  it  frequently  is  with  defective  nutrition  of  the 
tissues  generally,  and  softening  of  the  uterine  walls,  is  not  infrequently 
productive  of  flexion. 

In  some  cases,  doubtless,  anteflexion  may  be  more  or  less  suddenly 
produced  from  falls  and  other  accidents,  but  in  the  large  majority  of 
instances  the  displacement  is  gradual.  It  may  happen  that  anteversion 
passes  by  slow  degrees  into  one  of  flexion. 

It  is  comparatively  rarely  that  we  witness  extreme  cases  of  cervico- 
corporeal  anteflexion,  where  the  fundus  is  bent  completely  down  upon 
the  cervix,  so  that  it  is  impossible  even  for  the  finger  to  pass  into  the 
angle  of  flexion,  the  uterus  being  simply  doubled  up. 

'  In  cases  of  corporeal  flexion  the  uterus  is  often  high  up  in  the 
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pelvis,  while  in  that  of  cervical  form  it  is  almost  invariably  low  down. 
The  cervical  and  cervico-corporeal  varieties  preponderate  in  frequency 
over  the  corporeal  form  in  nulliparous  women,  this  latter  condition 
being  generally  met  with  in  multiparous  women.'  (Thomas.) 

The  angle  of  flexion  is  generally  most  acute  at  the  internal  os,  the 
cervical  canal  being  flattened,  and  therefore  obstructed,  in  cases  of 
acquired  anteflexion,  whereas  in  primary  or  congenital  anteflexion 
the  curve  is  generally  more  uniform,  owing  to  the  tissue  of  the  uterus 
being  firmer,  so  that  the  cervical  canal  is  less  flattened,  and  conse- 
quently there  is  less  obstruction  to  the  passage  of  the  secretions, 
although  there  may  be  difficulty  in  passing  the  uterine  sound.  As 
soon  as  flexion  becomes  marked  the  circulation  in  the  uterus  becomes 
impeded.  '  The  incompressible  arteries  still  carry  blood  to  the  body, 
but  the  compressible  veins  fail  to  return  it  to  the  general  circula- 
tion, and  the  consequences  are  congestion,  oedema^  and  in  time  hyper- 
genesis  of  tissue.' 

Symptoms. — Primary  or  congenital  anteflexion  is  not  infrequently 
associated  with  amenorrhcea,  or  with  such  scanty  menstruation  that 
symptoms  of  dysmenorrhoea  are  not  produced.  Where,  however,  the 
flexion  is  acute  and  the  menstrual  flow  profuse,  dysm  norrhcea  is  often 
one  of  the  most  distressing  evidences  of  the  displacement.  It  is 
usually  synchronous  with  the  first  appearance  of  the  catamenia, 
gradually  increasing  in  severity  with  each  successive  period,  as  the 
uterus  becomes  moie  congested  ft  om  the  obstruction  to  the  circulation. 
Patients  who  have  experienced  but  little  inconvenience  during  their 
maiden  career,  after  marriage  often  suffer  severely  at  their  periods, 
partly  from  the  hypersemia,  the  result  of  increased  functional  activity, 
and  partly  from  a  certain  amount  of  inflammatory  mischief  being  set 
up  from  mechanical  violence,  owing  to  the  shortness  of  the  vagina. 
The  mensti'ual  fluid  being  also  increased  in  quantity  after  marriage, 
clotting  of  it  is  more  liable  to  occur,  and  obstruction  to  its  exit 
thereby  increased,  not  only  from  the  bending  of  the  cervical  canal  but 
also  from  the  fact  of  the  smallness  of  the  external  os.  In  some  in- 
stances this  coagulation  of  the  menstrual  fluid  leads  to  more  or  less 
pei'fect  occlusion  of  the  cervical  canal,  a  clot  becomes  impacted,  which 
effectually  pi-events  the  fui  ther  exit  of  fluid,  or  coagulation  may  take 
place  behind  the  seat  of  flexion,  which,  as  we  have  seen,  is  generally 
at  the  internal  os.  The  body  of  the  uterus  thus  becomes  gradually 
distended  with  the  constantly  increasing  accumulation  of  fluid,  giving 
rise  to  severe  uterine  tenesmus,  often  accompanied  by  most  distressing 
nausea  and  even  syncope  and  symptoms  of  collapse,  the  patient  rolling 
in  agony  upon  the  floor.  With  the  increasing  distension  of  the  body 
of  the  uterus,  the  axis  of  this  latter  gradually  rises  until  it  becomes 
more  in  a  direct  line  with  the  axis  of  the  cervical  canal.  A  gush  of 
pent-up  menstrual  fluid  then  occurs  with  marked  relief  to  the  patient, 
the  fundus  again  falls  forward,  and  another  accumulation  of  fluid  goes 
on  with  similar  symptoms  and  a  like  ending.  This  may  be  repeated 
on  and  off"  for  several  days.  Such  patients  often  describe  the  flow  as 
intermittent.  They  suffer  considerably  before  it  commences,  then 
gain  sudden  relief  as  '  the  flow  comes  on  all  of  a  rush.'  This  ceases, 
almost  or  altogether,  for  a  day  or  so,  and  then  comes  on  again  sud- 
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denly  and  of.  en  unexpectedly.  In  some  cases  patients  describe  their 
periods  as  being  horribly  offensive,  so  much  so  that  they  are  ashamed 
to  go  into  society  at  those  times.  This  almost  invariably  results  from 
acute  flexion,  more  commonly  ante-  than  retro-flexion. 

In  rare  instances  we  meet  with  septic  metritis  or  peritonitis  as  a 
consequence  on  the  one  hand  of  retention  and  decomposition  of  the 
mensti-ual  fluid,  on  the  other  from  reflux  through  the  Fallopian  tubes 
of  some  of  the  fluid  into  the  peritoneal  cavity.  There  is  little  doubt 
but  that  many  severe  cases  of  so-called  dysmenorrhoea,  attended  by 
feverish  symptoms,  are  really  due  to  limited  pelvic  peritonitis,  the 
result  of  eff'usion  of  menstrual  fluid  into  the  peritoneal  cavity  occur- 
ring in  consequence  of  acute  anteflexion. 

Apart,  however,  from  dysmenorrhoea,  patients  complain  of  pain 
in  the  hypogastrium,  with  frequent  desire  to  pass  water ;  aching  in 
the  groins ;  pain  on  standing  or  walking,  often  so  distressing  as  to 
compel  them  to  keep  mainly  to  the  couch  or  bed ;  a  sense  of  depres- 
sion or  sinking  at  the  epigastrium,  with  more  or  less  despondency ; 
neui-algia  and  other  nervous  symptoms.  Leucorrhoea  is  generally 
present. 

In  married  patients,  in  addition  to  these  symptoms,  there  is  dys- 
pareunia ;  occasionally  menorrhagia,  though  not  ]iearly  so  frequently 
as  in  retroflexion  ;  sterility  is  the  rule,  though  if  conception  occur, 
abortion  is  not  infrequent. 

Diagnosis. — On  inserting  the  finger  into  the  vagina,  if  the  case  be 
one  of  corporeal  anteflexion,  the  cervix  will  be  found  much  in  its 
normal  position.  On  pressing  the  finger  upwards  in  the  anterior  cul- 
de-sac,  the  fandus  uteri  will  be  felt  almost  on  a  level  with  the  os.  On 
conjoined  manipulation  the  fundus  can  often  be  pressed  down  still 
more  on  the  examining  finger,  and  felt  to  move  conjointly  with 
the  cervix,  the  angle  of  flexion  being  readily  felt.  In  case  of  cervical 
anteflexion,  the  os  uteri  is  found  looking  forwards,  the  cervix  directed 
backwards,  as  in  an  ordinary  case  of  retroversion.  On  conjoined 
manipulation  the  fundus,  however,  is  detected  in  its  normal  position, 
and  not  pressing  on  the  rectum,  as  is  the  case  in  retroversion. 

In  cervico-corpoi-eal  anteflexion,  the  cervix  is  directed  backwards 
as  in  the  last  case ;  but  the  fundus  is  flexed  and  can  often  be  felt  in 
front  on  conjoined  manipulation.  The  angle  of  flexion  is  often  so 
acute  that  it  is  impossible  to  insert  the  finger  between  the  fundus  and 
the  cervix.  Impulse  is  communicated  directly  from  the  external  hand 
to  the  finger  behind  the  cervix,  the  double  thickness  of  the  fundus 
and  cervix  being  felt  between.  In  order  to  determine  whether  the 
rounded  solid  body  in  front  of  the  cervix  be  the  fundus  uteri  or  a 
small  fibroid  of  the  anterior  wall,  the  uterine  sound,  curved  in  accord- 
ance with  the  apparent  amount  of  flexion,  should  be  gently  inserted, 
with  its  concavity  directed  backwards  or  forwards,  as  may  be  found 
most  convenient,  depending  upon  the  direction  of  the  cervix,  as  far  as 
the  internal  os.  Having  reached  this  point,  the  handle  of  the  sound 
is  then  made  to  describe  a  large  semicircle,  if  it  have  been  passed 
thus  far  with  the  concavity  backwards,  as  will  be  most  convenient 
w^here  the  cervix  is  flexed,  so  that  the  point  is  directed  forwards. 
Pressing  the  handle  well  back  towards  the  perineum,  and,  if  pos- 
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sible,  pushing  up  the  fundus  by  the  finger  in  the  vagina,  the 
sound  is  then  passed  beyond  the  internal  os  by  gently  pulling  first 
upon  the  angle  of  flexion,  and  then  pushing  the  point  of  the  sound 
until  it  at  length  enters  the  cavity  of  the  body  of  the  ilterits.  Having 
effected  this,  the  handle  is  then  brought  forwards  so  as  to  elevate  the 
fundus.  If,  on  examination  now,  the  round  solid  body  that  was  pre- 
viously felt  low  down  in  front  of  the  cervix  has  disappeared >  and  can 
be  felt  by  the  hand  pressed  in  above  the  symphysis  pubis  resting  on 
the  point  of  the  sound,  we  may  be  pretty  certaiti  that  the  case  is  one 
of  anteflexion,  and  not  of  fibroid.  By  moving  the  sound  gently  in 
various  directions  we  can  alsb  gain  information  as  to  the  mobility, 
sensitiveness,  bulk,  shape,  and  relations  of  the  uterus. 

In  case  of  fibroid  of  the  anterior  wall  the  sound  will  probably 
pass  in  the  normal  direction,  behind  the  tumour.  The  finger  in  the 
vagina  will  then  be  able  to  detect  the  in- 
creased thickness  dile  to  the  fibroid,  the  hard- 
ness, irregularity,  want  bf  symmetry,  and  in- 
creased bulk  of  the  uterus.  Bimanual  exa- 
mination will  still  further  assist  us  in  coming 
to  a  conclusion.  Other  conditions  occasion- 
ally simulating  anteflexion  are  pregnancy, 
cellulitis,  hsematocele,  tumour's,  or  calculi  in 
the  bladder.  In  case  of  pregnancy,  the  his- 
tory, softening  of  the  cervix,  increased  bulk 
of  the  fundiis,  and  disappearance  of  the 
tumour  in  front  of  the  cerVix  when  the  pa- 
tient is  placed  in  the  dorsal  position,  will 
generally  enable  Us  to  distinguish  it.  If 
Fig.  60.-Fibroid  in  an-     ^^^^  exists^  it  will  be  better  to  wait 

ferior  wail  of  Uterus  lintil  the  evidence  is  more  distinct.  The 
simulating  Anteflexion.      uterine  sound  should  on  no  account  be  passed. 

Swellings  due  to  cellulitis  or  hsematocele 
are  generally  fixed,  irregular  in  outline,  and  have  some  special 
history.  Tumour  or  calcUlus  in  the  bladder  would  be  recognised  by 
passing  the  bladder-SouUd  and  feeling  the  mass  between  the  sound 
and  the  finger  in  the  vagina.  If  necessary,  the  urethra  might  be 
rapidly  dilated  and  the  finger  passed  into  the  bladder.  The  uterine 
sound,  in  the  three  last-mentioned  conditions,  passed  into  the  uterus, 
will  generally  clear  up  the  diagnosis. 

Treatment. — The  cure  of  anteflexions  is  one  demanding  much 
patience,  perseverance,  skill,  and  experience.  Not  only  will  each  indi- 
vidual case  require  some  special  plan  of  treatment,  but  what  may 
seem  to  be  the  same  identical  condition  in  two  different  patients  will 
often  require  essentially  different  management.  A  congenitally  ante- 
flexed  uterus,  where  the  organ  is  only  moderately  developed  but 
extremely  rigid,  may  require  more  active  and  prolonged  treatment 
than  an  acquired  flexion,  where  the  uterus  is  softer,  bulkier,  more 
congested,  or  more  prone  to  inflammatory  mischief. 

Corporeal  anteflexion  may  often  be  remedied  by  measures  quite 
unfitted  for  treating  a  case  of  cervical  flexion.  It  may  be  well  here 
to  mention  that  it  is  not  every  case  of  anteflexion  that  necessitates 
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active  treatment.  Only  such  cases  should  be  dealt  with  where 
the  symptoms  are  plainly  referable  to  the  existing  displacement. 
Under  any  circumstances  we  must  first  determine  by  tentative  mea- 
sures, such  as  passing  the  uterine  sound,  whether  the  uterus  will 
tolerate  interference^  and  not  think  of  passing  an  intra- uterine  stem 
until  we  have  previously  ascertained  the  probability  of  its  presence 
being  tolerated. 

If  any  peri-uterine  inflammation  exist  at  the  time  of  observation, 
or  there  is  a  history  of  such  a  condition  having  previously  occurred, 
we  should  be  extremely  careful  how  we  proceed,  lest  in  our  endeavour 
to  overcome  one  evil  we  set  up  a  greater,  or  rekindle  into  activity  an 
inflammatory  process  that  would  otherwise  have  ultimately  died  out. 
The  mere  passage  of  the  uterine  sound  has  not  infrequently  given  rise 
to  an  attack  of  pelvic  peritonitis  which  has  proved  fatal.  We  should 
therefore  endeavour  carefully  to  estimate  not  only  the  position  of  the 
uterus  as  regards  flexion ,  but  also  its  dondition  in  regard  to  conges- 
tion, inflammation,  adhesions,  tkc,  as  well  as  thte  condition  of  the 
ovaries,  the  presence  of  any  surrounding  tumefaction,  or  other  condi- 
tion likely  to  influence  our  treatment  of  the  case.  A  patient  who  has 
been  more  or  less  confined  to  the  couch,  unable  to  take  exercise, 
whose  appetite  is  impaired,  and  general  health  much  deteriorated,  in 
consequence  of  a  long-standing  flexion  of  the  uterus^  will  probably 
bear  treatment  far  worse  than  another  in  whom  the  anteflexion  has 
been  accidentally  discovered  when  examining  to  ascertain  the  cause  of 
sterility,  where  there  has  been  an  almost  entire  absence  of  symptoms  due 
to  the  flexion  itself,  beyond  the  sterility  for  which  we  are  consulted. 

In  cases  of  priiiiary  or  congenital  corporeal  anteflexion,  and  in 
acquired  flexions  of  long  standing,  where  the  uterus  is  more  or  less 
rigid,  we  may  first  try  what  the  occasional  passage  of  the  uterine 
sound  will  accomplish.  The  best  time  to  commence  treatment  is 
shortly  aftfer  the  menstrual  period,  within  a  few  days.  The  sound 
having  been  passed  into  the  cervix  as  far  as  it  will  go  without  diffi- 
culty, generally  to  the  internal  os,  the  point  is  gently  insinuated 
beyond  the  angle  of  flexibn  by  pressing  the  handle  of  the  sound  well 
back  towards  the  sacrum,  and  alternately  pulling  and  pushing  the 
point  over  the  seat  of  obstruction.  Having  succeeded  in  passing  the 
point  of  the  sound  as  far  aS  the  fundus,  if  much  pain  be  thereby  pro- 
duced, it  will  be  well  to  refrain  from  doing  more  than  allowing  the 
sound  to  remain  in  for  a  minute  or  two,  and  then  withdrawing  it. 
Should,  however,  its  presence  cause  little  or  no  inconvenience,  the 
handle  of  the  sound  may  be  carried  forward,  the  finger  in  the  vagina 
pressing  up  at  the  same  time  the  anterior  cul-de-sac,  so  as  to  elevate 
the  fundus  uteri.  By  rotating  the  handle  of  the  sound  by  a  tour  de 
7nait7^e,  and  then  biinging  it  again  forward,  the  fundus  may  be  held 
back  for  a  short  time  in  a  position  of  slight  retr  oflexion.  This  move- 
ment may  be  assisted  by  the  hand  pressing  externally  on  the  abdomen 
just  above  the  pubes.  If  no  marked  inconvenience  arise,  the  passage 
of  the  sound  may  be  repeated  at  intervals  of  three  or  four  days,  to 
within  a  week  of  the  expected  return  of  the  catamenia.  Should  the 
pain  usually  experienced  at  this  peiiod  be  much  lessened,  the  occa- 
sional passage  of  the  sound  about  once  a  week,  for  a  short  time, 
although  it  will  not  cure  the  anteflexion,  will  often  prove  sufficient, 
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to  relieve  urgent  symptoms.  If  it  be  deemed  expedient  to  attempt 
more,  we  may  proceed  to  dilate  the  cervical  canal  by  means  of  gra- 
duated bougies,  increasing  the  siz3  each  time  until  a  No.  10  or  12 
will  pass  readily.  This  will  have  the  effect  of  stimulating  the  develop- 
ment of  the  uterus,  at  the  same  time  overcoming  the  constriction  at 
the  internal  os. 

Chalybeate  tonics,  such  as  the  citrate  of  quinine  and  iron  with 
strychnia;  a  pill  containing  phosphorus,  iron,  and  nux  vomica,  or 
other  suitable  form  ;  should  at  the  same  time  be  given,  so  as  to  improve 
the  tone  of  the  general  health. 

Another  method  of  overcoming  the  flexion  is,  by  inserting  a  small 
laminaria  tent  within  the  canal  of  the  uterus,  and  allowing  it  to  re- 
main in  for  eight  or  ten  hours.  This  produces  softening  of  the  wall 
of  the  uterus,  straightens  out  the  flexion,  and  stimulates  the  develop- 
ment of  the  uterus.  It  is,  however,  not  unattended  by  risk,  and 
should  never  be  resorted  to  until  we  have  previously  asceitained 
whether  the  uterus  is  tolerant  of  interference.  The  safest  time  to 
attempt  it  is  a  week  or  so  after  the  menstrual  period.  The  better 
plan  is  to  pass  the  tent  between  the  hours  of  9  and  11  a.m.,  the 
patient  remaining  in  bed.  The  tent  should  then  be  withdrawn 
between  6  and  9  p.m.  A  morphia  suppository  may  be  employed  if 
much  nausea  or  pain  be  produced.  The  following  day  the  patient 
should  be  confined  to  the  couch  until  the  uterus  has  had  time  to  con- 
tract again.  She  should  be  kept  lying  on  the  back,  and  allow  the 
bladder  to  remain  distended  as  much  as  possible.  If  no  inconvenience 
arise,  the  patient  may  resume  her  ordinary  duties  after  this.  The 
same  process  may  be  repeated  again  in  ten  days'  or  a  fortnight's  time. 
It  is  not  a  prudent  plan  to  insert  a  tent  whilst  in  the  consulting- 
room,  and  then  allow  the  patient  to  return  home.  It  should  invari- 
ably be  done  at  her  residence  when  she  is  in  bed. 

In  single  women,  the  dysmenorrhoea,  irritability  of  the  bladder, 
and  other  symptoms  are  often  thereby  much  improved,  and  in  the 
case  of  married  women,  impregnation  not  in- 
frequently takes  place. 

Galabin's,  Thomas's,  Hewitt's,  or  other 
appropriate  form  of  Ante  version  Pessary 
may  be  inserted  into  the  vagina  with  a  view 
of  supplementing  the  other  measures  adopted 
for  straightening  out  the  uterus,  but  as  a 
rule  they  only  tend  to  cause  the  uterus  to 
revolve  upon  its  axis  of  suspension,  and  do 
not  succeed  in  straightening  out  the  flexion. 

It  is  difficult  to  exert  any  power  upon  the 
displaced  fundus,  and  there  are  no  natural 
foi'ces  called  into  play  tending  to  accomplish 
this  object,  as  in  the  case  of  retroflexion. 

A  Hodge's  pessary  is  here  as  a  rule  of 
little  avail,  since  the  upper  limb  natuially 
inclines  to  the  posterior  cul-de-sac  of  the 
vagina.  In  some  instances,  in  virgins,  where  the  vaginal  canal  is 
small,  it  is  possible  to  adjust  a  Hodge  so  that  the  upper  limb  rests 
on  the  anterior  cul-de-sac,  the  fundus  resting  upon  the  end,  the  cervix 


Fig.  61. — Anteflexion  of 
Uterus,  showing  position 
of  Hodge's  Pessary. 
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passing  through  the  instrument,  the  lower  limb  lying  parallel  with 
the  posterior  wall  of  the  vagina.  A  long,  narrow  pessary,  well  curved 
at  its  upper  extremity,  should  be  selected.  Hewitt's  Cradle  Pessary 
(fig.  51)  according  to  the  author,  answers  the  purpose  perfectly  of 
supporting  the  uterus  in  the  state  of  rest  required. 

Dr.  Fancourt  Barnes  has  devised  an  ingenious  combination  of 
Dr.  Graily  Hewitt's  Cradle  Pessary,  with  the  ordinary  Hodge's 
pessary,  as  used  in  retroflexion  and 
retroversion  of  the  uterus  (fig.  62). 
The  cradle  portion  is  capable  of  li- 
mited movement,  being  attached  to 
the   Hodge's    portion    by  watch- 
springs.    The  pessary  is  introduced 
and  placed  in  situ  in  the  same  way 
as  in  a  Hodge's  pessary.    The  ad- 
vantages   claimed   are    that  the 
Hodge  portion  forms  a  firm  point       Yig.  62.-Fancourt  Barnes's  Ante- 
(Va-pj^ui  for  the  cradle  portion — -  flexion  Pessary, 

which  when  used  alone  often  be- 
comes displaced — and  that  the  cradle  portion  is  unable  to  become 
displaced  behind  the  os  uteri. 

Where  it  is  found  that  the  uterus  does  not  resent  interference, 
and  that  the  advantage  gained  by  occasional  dilatation  of  the  cervical 
canal  is  merely  temporary,  the 
dysmenorrhoea,  or  the  sterility,  or 
both,  remaining  uncured,  we 
may  try  the  effect  of  introducing 
a  pliable  india-rubber  stem  (fig. 
63).  Those  usually  met  with 
are  far  too  thick ;  the  diameter 
of  the  stem  should  not  exceed 
one-sixth  of  an  inch.  They  are 
made  of  white,  red,  and  pure 
black  india-rubber.  The  black  is 
most  durable,  and  should  be 
chosen  by  preference. 

A  bulging  projection  near  the 
extremity  assists  in  retaining  / 
them  in  situ.  Those  having  the/ 
shield  perforated  are  to  be  pre- 
ferred. Although  soft,  elastic, 
and  easily  bent  while  out  of  the 
uterus,  it  becomes  sufficiently  firm  eS.-India-rubber  Stem  Pessary, 

when  pressed  equally  on  all  sides 

by  the  canal  of  the  cervix  to  gradually  overcome  all  flexions,  except  in 
cases  where  the  uterus  is  bound  down  to  the  surrounding  parts.  When 
the  stem  has  been  worn  for  some  time,  the  enlarged  and  firm  uterus  be- 
comes greatly  reduced  in  size,  and  so  soft  as  closely  to  resemble  that 
organ  in  the  early  stage  of  subinvolution,  effects  probably  due  to 
the  freer  exit  of  the  secretions  and  the  mucous  discharge,  which  usually 
persists  during  the  retention  of  the  stem.  It  may  be  readily  introduced 
on  the  end  of  an  ordinary  uterine  sound,  a  PJayfair's  probe,  or  other 
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increasing  the  menstrual  flow  as  well  as 


similar  instrument,  which  by  elongating  the  stem  somewhat  obliterates 
the  projection  for  the  time  being,  and  allows  the  stem  to  pass. 

It  is  not  necessary  to  dilate  the  cervix  by  a  tent  before  intro- 
ducing the  stem,  though  the  passage  of  a  No.  8  sound  will  facilitate 
its  introduction.  As  a  rule  it  is  quite  self-retaining.  Should  there  be 
any  tendency  to  slip  out,  a  plug  of  cotton  wool  saturated  with  glycerine 
may  be  pressed  up  against  the  shield  so  as  to  keep  the  stem  in  situ. 

Where  the  vagina  is  very  small,  the  elastic  stem  is  passed  with 
far  greater  facility  than  any  of  the  ordinary  stems  with  a  large  solid 
shield,  and  owing  to  its  bending  slightly  when  in  situ,  it  is  far  less 
liable  to  be  shot  out,  as  not  infrequently  occurs  with  the  solid  stem. 
Galvanic  Stem  Pessaries  (fig.  64),  consisting  of  alternate  coils  of 
copper  and  zinc  wire,  so  as  to  render  the  stem 
somewhat  pliable,  are  useful  in  many  cases  of 
flexion.  They  are  not  so  rigid  as  to  counteract 
entirely  the  flexion,  but  by  setting  up  a  kind  of 
chemical,  more  than  electrical  stimulus,  owing  to 
the  constant  slow  production  of  chloride  of  zinc, 
they  tend  to  stimulate  the  development  of  the 
uterus 

the  secretion  of  mucus 

To  introduce  one  of  these  where  the  vagina 
is  small  is  often  difficult.  Having  previously 
dilated  the  cervical  canal  sufficiently  by  means 
of  graduated  bougies  the  patient  lying  in  the  left 
lateral,  or  semi-prone  position,  the  right  fore- 
finger is  introduced  into  the  vagina.  The  stem, 
supported  on  a  tent-introducer.  Play  fair's  probe, 
or  uterine  sound,  is  then  passed  alongside  the 
finger  until  the  disc  impinges  on  the  perineum, 
the  extremity  of  the  stem  is  meanwhile  guided 
into  the  os  uteri  by  the  finger.  When  this  is 
efiected,  the  finger  is  partially  withdrawn  and 
made  to  press  back  the  perin^^um,  so  that  the 
disc  may  pass  the  vulval  outlet,  when,  if  the 
point  had  previously  been  directed  into  the  os, 
the  stem  can  then  be  passed  along  the  cervical  canal,  until  the  disc 
approaches  the  cervix.  The  finger  in  the  vagina,  pressing  up  the 
fundus  uteri  in  the  anterior  cul-de-sac,  will  assist 
the  introduction  of  the  stem.  If  much  difficulty  be 
experienced  in  passing  the  disc  into  the  vagina, 
as  not  infrequently  happens,  it  may  be  necessary 
to  employ  a  small  Sims's  speculum  to  retract  the 
perineum  and  expose  the  os  uteri,  so  that  the 
stem  may  be  passed  by  sight  instead  of  by  touch. 

The  disc  or  bulb  attached  to  these  galvanic 
stems  is  usually  made  far  too  large  for  practical 
purposes.  It  may  with  advantage  be  lessened 
considerably.  Should  the  stem  show  any  dis- 
position to  slip  out,  a  tampon  of  cotton  wool 


Fig.  64'. — Barnes's  Gal- 
vanic Stem  Pessary. 


Fig.  65. — Pessary  with 
perforated  septum  and 
spiral  wire  between 
extremities. 


saturated  in  carbolised  glycerine,  or  a  small  Hodge  covered  over  with 


INTKA-UTERINE  STEMS  FOR  ANTEPLEXION. 


79 


thin  india-rubber  (fig.  65),  may  be  inserted  into  the  vagina  so  as  to 
retain  the  stem  in  situ.  Owing  to  the  chemical  action  set  up  in  the 
stem  by  the  secretions,  it  becomes  corroded  and  roughened,  so  that  it 
is  better  to  remove  it  every  few  weeks  to  see  that  no  mischief  arises, 
and  to  avoid  any  risk  of  the  stem  being  broken. 

Galvanic  stems  are  also  made  of  alternate  pieces  of  zinc  and  copper 
in  vai'ious  forms,  which  are  rigid.  These  are  more  liable  to  produce 
mischief,  unless  closely  watched.  Peaslee's  stem  (fig.  67) 
is  a  good  form  to  use. 

Slightly  curved  vulcanite  stems,  hollow  in  the 
centre,  and  perforated  as  in  fig.  66,  with  a  shield  or  disc 
at  the  lower  end,  are  often  of  service  where  a  rigid  stem 
is  preferred  to  an  elastic  one.  Its  length  should  be  at 
least  a  quarter  to  half  an  inch  less  than  the  length  of 
the  uterine  canal  as  measured  by  the  sound,  so  as  not 
to  impinge  upon  the  fundus.  Where  the  flexion  is 
acute  or  of  long  standing,  there  is  a  great  tendency  for 
the  stem  to  be  forced  out  beyond  the  angle  of  flexion, 


Fig.  66. 
Vulcanite  Stem  Pessary 


Fig.  67. 
Peaslee's  Stem  Pessar3\ 
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the  upper  part  of  the  stem  remaining  in  the  cervical 
canal.  To  obviate  this,  a  plug  of  cotton-wool,  as  pre- 
viously directed,  may  be  inserted,  or  a  covered  Hodge 
as  suggested  by  Dr.  Wynn  Williams.  Where  the 
uterus,  however,  is  thrown  into  a  position  of  anteversion 
on  the  insertion  of  the  stem,  the  disc  impinges  od  the 
posterior  vaginal  wall,  and  is  thus  prevented  from 
slipping.  A  perfectly  straight  stem,  whether  of  metal, 
vulcanite,  or  glass,  should  not  as  a  rule  be  employed, 
since  the  natural  form  of  the  uterus  is  slightly  curved. 

Expanding  stems  will  sometimes  be  retained  when  the  ordinary 
straight  stems  are  foi'ced  out.  There  are  several  varieties  of  these. 
As  good  a  one  as  any  is  Wright's  (fig.  68),  or  Chambers'  modification 
of  it  in  vulcanite.  The  expanding  branches  of  the  stem  are  held  to- 
gether by  the  hollow  cylinder  of  the  introducer,  which  slides  over 
them  during  insertion.  They  spring  open  as  soon  as  the  introducer 
is  withdrawn,  and  thus  make  the  stem  self-retaininsf. 


Fig.  68. 
Wright's  Intra- 
uterine Stem 
Pessary. 
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The  disadvantage  is  that  the  diverging  points  tend  to  press  on 
the  interior  of  the  sides  of  the  uterus,  and  so  set  up  irritation,  more 
especially  as  the  weight  of  the  fundus  is  sustained  on  the  two  pro- 
jecting points.  Other  expanding  stems,  consisting  of  a  hollow  stem 
with  diverging  branches,  are  also  employed.  The  great  disadvantage 
of  nearly  all  these  is,  that  the  diameter  of  the  stem  is  too  large  for  the 
majority  of  the  cases  in  which  their  employment  is  necessitated. 

In  all  cases  where  evidence  of  inflammatory  mischief  exists,  this 
must  be  first  remedied  before  thinking  of  resorting  to  any  mechanical 
treatment.  The  application  of  a  few  leeches,  puncture  with  the 
scarifier,  injections  of  hot  water  into  the  vagina,  the  application  of 
plugs  of  cotton-wool  morning  and  evening,  saturated  with  glycerine 
or  with  glycerine  and  iodine,  rest  in  bed  for  a  few  days,  saline  aperi- 
ents, and  other  appropriate  remedies,  must  first  be  tried.  The  sound 
may  then  be  passed,  in  order  to  ascertain  whether  the  uterus  will 
tolerate  interference.  If  no  severe  pain  or  constitutional  disturbance 
ensue,  the  same  measures  may  cautiously  be  adopted  as  previously  de- 
sciibed.  Commencing  with  the  mere  passage  of  the  sound,  we  may 
gradually  proceed  to  restoring  the  position  of  the  fundus,  dilating  the 
canal  by  graduated  bougies  or  a  laminaria  tent,  inserting  an  elastic, 
expanding,  or  vulcanite  stem  ;  watching  carefully  lest  any  symptoms 
of  mischief  arise,  desisting  from  further  treatment  the  moment  there 
is  any  evidence  of  intolerance  of  it.  Where  there  is  a  marked  history 
of  previous  gonorrhoeal  infection,  pelvic  peritonitis,  or  cellulitis,  we 
should,  as  a  rule,  avoid  resorting  to  mechanical  interference. 

After  the  introduction  of  an  intra-uterine  stem,  it  is  better  to  keep 
the  patient  in  bed  for  the  first  few  days,  and  see  her  daily.  If  any 
febrile  symptoms  occur  the  stem  should  at  once  be  withdrawn.  When 
these  have  subsided  the  stem  may  again  be  passed,  but  the  patient 
must  be  carefully  watched.  She  should  always  be  either  within  reach, 
or  be  able  to  withdraw  the  stem  by  a  string  attached  to  it.  It  should, 
as  a  rule,  be  removed  during  the  period  of  menstruation,  until  we 
have  ascertained  that  the  uterus  tolerates  its  presence  without  in- 
flammatory mischief  ensuing,  when  it  may  be  allowed  to  remain  in 
during  the  periods.  In  the  case  of  married  patients  it  is  well  to  avoid 
all  risks  by  enjoining  abstinence  for  a  time  at  least,  as  well  as  pro- 
hibiting all  unnecessary  exertion  of  any  kind.  There  is  always  a 
certain  amount  of  congestion,  with  increased  secretion,  as  long  as  the 
stem  is  woi-n.  On  its  removal,  however,  this  soon  subsides,  and  a 
process  analogous  to  involution  takes  place.  Impregnation  not  in- 
frequently occurs  within  a  few  months.  Even  after  parturition  there 
is  a  great  tendency  for  the  flexion  to  recur,  which  may  need  treatment 
before  impregnation  again  takes  place.  Flexions  are  generally  of 
gradual  production,  not  sudden,  as  is  the  case  often  with  versions,  so 
that  we  must  be  prepared  to  allow  many  months  to  elapse  before  ex- 
pecting to  straighten  the  uterine  axis  by  means  of  a  stem. 

In  those  cases  where  difiiculty  is  experienced  in  retaining  a  stem 
in  situ,  it  may  be  necessary  to  resort  to  a  combined  intra-uterine  stem 
and  a  vaginal  support,  but  they  should  never  be  made  in  one  piece, 
otherwise  the  mobility  of  the  uterus  is  seriously  interfered  with,  and 
the  patient  is  exposed  to  danger  from  shocks.    Still  cases  will  be  met 
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Fig.  69. — Thomas's 
Anteflexion  Pessarv. 


with  that  test  our  ingenuity  and  tax  our  patience  to  the  utmost,  and, 
as  these  generally  occur  in  patients  determined  to  be  cured,  we  need 
to  have  no  end  of  devices  to  overcome  the  diffi- 
culties that  beset  us,  and  for  this  reason  it  may 
be  well  to  mention  a  few  of  those  most  calculated 
to  be  of  service. 

Thomas's  Anteflexion  Pessojvy  (fig.  69)  consists 
of  two  parts  :  a  stem  of  solid  glass  or  vulcanite, 
2  to  2^  inches  long,  ending  below  in  a  rounded 
bulb.  This  being  introduced  into  the  uterus  is  sup- 
ported by  an  ordinary  anteflexion  pessary,  between 
the  branches  of  which  a  shallow  vulcanite  cup  has 
been  fixed,  with  a  small  hole  in  it  for  drainage. 
The  fundus  is  thus  supported  partly  by  the  pes- 
sary, and  not  entirely  by  the  intra-uterine  stem. 

If  the  flexion  be  acute,  and  the  cervical  canal  contracted,  a  lami- 
naria  tent  may  first  be  employed  to  straighten  and  dilate  the  canal. 
The  stem  is  then  inserted,  and  subsequently  the 
pessary.  The  patient  should  remain  in  bed  for 
three  or  four  days,  being  watched  carefully  lest 
symptoms  of  irritation  ensue.  A  small  hole  being 
drilled  just  above  the  shoulder  of  the  stem,  a  silk 
thread  is  secured  to  the  instiument,  so  that  upon 
the  first  symptoms  of  mischief  the  patient  can  with- 
draw it  by  exercising  traction  upon  the  silk  thread. 

The  instrument  should  be  removed  during 
menstruation,  and  also  if  pain,  chilliness,  or  feel- 
ing of  general  languor  or  discomfort  arise.  The 
patient  should  never  be  allowed  to  go  beyond  the 
reach  of  help  whilst  wearing  one  of  these. 

Hewitt^s  Anteflexion  Stem  Pessary  consists  of 
an  intra-uterine  stem,  1^  inch  long,  which  is  retained 
in  situ  by  means  of  an  oval  disc  of  gutta-percha, 
similar  in  shape  to  a  Hodge's  pessary,  covered  over 
one  half  by  india-rubber  sheeting.  This  disc  is  per- 
forated so  as  to  admit  the  lower  end  of  the  stem. 

The  two  pieces  are  introduced  separately,  and, 
as  a  rule,  should  not  be  worn  during  the  men- 
strual periods. 

Wijnn  Williams's  Stem  Pessary  is  constructed 
on  the  same  principle  :  an  intra-uterine  stem 
being  supported  on  a  Hodge,  covered  with  a  dia- 
phragm of  perforated  india-rubber,  the  bulb  rest- 
ing in  a  kind  of  socket  or  perforated  cup  (fig.  70). 
The  stem  is  first  passed  into  the  uterus  on  the 
end  of  a  stile tte  or  tent  introducer ;  the  pessary, 
previously  passed  over  the  end  of  the  rod,  is  then 
guided  up  into  its  place,  the  end  of  the  stem 
being  fitted  into  the  cup. 

There  are  several  varieties  of  these  combined  instruments,  each 
of  which  possesses  difierent  advantages  as  well  as  disadvantages. 

G 


Fig.  70.  — Wynn 
Williams's  Stem 
Pessary  and  In- 
troducer. 
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Cervical  anteflexion  will  require  a  different  plan  of  treatment  to 
that  suggested  for  corporeal  anteflexion. 

The  better  plan  is  to  incise  the  posterior  wall  of  the  cervix,  from 
the  external  os  as  far  back  almost  as  the  junction  of  tVie  vagina,  a, 
so  as  to  make  the  axis  of  the  uterine  canal  almost 
continuous  with  the  axis  of  the  vagina  (fig.  71). 
The  posterior  lip  of  the  cervix  is  first  divided  as 
far  up  as  is  prudent  towards  the  vaginal  cul-de-sac. 
The  point  of  the  scissors  moving  in^the  arc  of  a 
circle,  a  b,  will  thus  leave  a  triangular  portion, 
A  B  c,  to  be  divided  by  means  of  a  metrotome, 
ball  and  socket  knife,  or  bistoury,  passed  along  a 
probe  as  a  guide. 

Apart  from  this  advantage,  this  single  in- 
cision posteriorly  is  preferable  to  the  bilateral 
incision,  as  sometimes  recommended,  as  the  edges 
do  not  gape  or  roll  out  so  much  after  they  have 
xir  /i— Amines  ui  ±ii-  ^^^^^^^  flaps  being  kept  sufficiently  in  contact 
cTsion  in  Flexion  of  by  the  lateral  walls  of  the  vagina ;  there  is  less 
the  Cervix.  (After  risk  of  haemorrhage  proving  troublesome,  and  there 
Emmet.)  ^-^^^  j^g^  ^^^^      cellulitis  ensuing.  "  t 

The  operation  should  be  performed  either  with  Kiichenmeister's 
scissors  (fig.  22),  or  with  slightly  curved,  long-handled  scissors  (fig.  72), 
the  cervix  being  steadied  by  means  of  a  tenaculum.  A  dossil  of  cotton- 
wool, steeped  in  liq.  ferri  perchl.,  is  inserted  between  the  lips  of  the 


Fig.  72. 


incision,  to  arrest  haemorrhage  and  keep  the  edges  separate,  so  that 
they  may  not  unite  by  first  intention.  The  fundus  vaginae  is  then 
packed  with  oakum  or  cotton- wool  steeped  in  carbolised  glycerine, 
and  the  patient  kept  at  rest  in  bed.  The  operation  has  been  already 
described  when  speaking  of  stenosis  of  the  external  os. 

Where  the  flexion  is  very  acute,  and  the  vaginal  junction  lower 
than  usual,  after  having  divided  the  posterior  wall  of  the  cervix  by 
means  of  the  scissors,  it  may  be  necessary  to  extend  the  incision  still 
fiu'ther  backwards  by  passing  the  blade  of  the  ball  and  socket  knife, 
with  its  cutting  edge  backwards,  into  the  canal,  and  dividing  the  tri- 
angular poi-tion  that  remains  between  the  extremity  of  the  first 
incision  and  the  canal  of  the  cervix. 

Some  authors  recommend  excising  a  strip  of  tissue,  a  quarter  of  an 
inch  or  more  wide,  from  the  posterior  wall  of  the  cervix,  so  as  to 
obviate  the  possibility  of  the  incision  cicatrising  up  again.  ^  Others 
have  suggested  removing  the  entire  posterior  wall  of  the  cervix. 
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CHAPTER  VI. 
DISPLACEMENTS  OF  THE  UTERUS — Continued. 

Retroversion  and  Retroflexion. 

Retroversion  of  the  Uterus. — Definition. — When  the  uterus,  in 
place  of  being  suspended  in  the  axis  of  the  pelvic  brim,  becomes  tilted 
backwards,  so  that  the  fundus  is  directed  towards  the  sacrum,  and  the 
OS  points  forward  towards  the  pubes,  it  is  spoken  of  as  being  retro- 
verted.  The  displacement  may  vary  in  degree  from  an  angle  of  90'' 
to  as  much  as  180°  from  the  normal  axis,  the  fundus  being  carried 
downwards  until  it  rests  upon  the  perineum. 

Frequency. — Retroversion  is  not  of  frequent  occurrence  as  an 
idiopathic  primary  lesion  in  the  unmarried,  nor  is  it  common  in 
those  who  have  not  borne  a  child. 

Causation. — The  predisposing  causes  are  similar  to  those  already 
mentioned  when  speaking  of  displacements  in  general. 

The  exciting  causes  are  any  influences  tending  to  increase  the 
weight  of  the  uterus,  such  as  congestion,  pregnancy,  subinvolution, 
fibroids,  or  hyperjDlasia.  Weakening  of  the  uterine  supports,  as  met 
with  in  pregnancy,  rupture  of  the  perineum,  and  prolapse  of  the 
vagina,  often  gives  rise  to  prolapsus,  with  which  retroversion  is 
frequently  associated. 

The  uterus  may  be  retroverted  by  being  forcibly  displaced,  as 
witnessed  in  cases  of  extreme  distension  of  the  bladder,  any  severe 
muscular  efforts,  blow^s  or  falls,  tight- lacing  or  tight-bandaging  after 
parturition,  or  the  pressure  of  tumours. 

The  uterus  may  also  be  dragged  out  of  place  by  adhesions  resulting 
from  pelvic  peritonitis  or  cellulitis,  or  from  retro-uterine  hsematocele. 

Retroversion  seldom  occurs  when  the  uterus  is  in  a  healthy  con- 
dition. There  is  usually  some  antecedent  pathological  state,  such  as 
hypersemia,  enlargement  of  the  body  of  the  uterus,  as  in  early  preg- 
nancy and  subinvolution,  especially  if  associated  with  prolapse  of  the 
vagina  or  rupture  of  the  perineum. 

We  have  seen  that,  as  the  uterus  becomes  prolapsed,  it  tends  to 
become  more  and  more  retroverted,  the  cervix  following  the  direction 
of  the  vagina,  which  is  that  of  least  resistance. 

In  the  puerperal  state,  the  uterus  being  greatly  enlarged,  the 
ligaments  weakened  from  stretching,  the  vagina  lax,  the  perineum 
often  ruptured,  the  bladder  allowed  to  become  unusually  distended, 
the  patient  being  kept  lying  constantly  on  her  back,  and  the  abdo- 
minal binder  being  firmly  applied,  all  tend  to  produce  retroversion, 
which  often  persists  even  after  the  process  of  involution  is  completed. 

G  2 
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Syrnqytoms. — These  will  vary  considerably,  depending  upon  whether 
the  displacement  occurs  suddenly,  or,  as  is  far  more  usual,  gradually. 

During  menstruation,  prolonged  standing  or  walking,  or  any 
sudden  exertion  or  succussion,  may  force  the  fundus  backw^ards  and 
give  rise  to  urgent  symptoms  of  acute  retroversion,  such  as  dragging 
sensations  or  pain  from  the  stretching  of  the  uterine  supports,  irritation 
of  the  bladder  and  rectum,  with  occasionally  retention  of  urine  and 
faeces,  or  tenesmus.  There  are  often  symptoms  of  shock,  the  agony 
in  sqme  cases  being  great,  the  patient  being  unable  to  stand.  The 
uterus,  qwing  to  the  displacement  and  the  obstruction  to  the  circula- 
tion, becomes  still  more  congested.  Throbbing  pain,  with  bearing 
down,  a  feeling  of  weight  and  discomfort,  and  even  expulsive  pains 
if  the  uterus  be  much  depressed,  are  experienced.  Constitutional 
disturbance,  with  hysteria  or  other  nervous  phenomena,  may  also  be 
present. 

When  retroversion  occurs  gradually,  there  may  be  few  symptoms 
to  indicate  its  occurrence  beyond  those  which  already  existed  as 
evidence  of  uterine  disorder,  with  which  this  displacement  is  usually 
associ,a,ted.  There  may  be  more  or  less  discomfort  in  walking,  stand- 
ing, prolonged  sitting,  or  on  defaecation,  pain  in  the  sacral  region, 
dragging  sensations  in  the  groins,  frequent  desire  to  micturate  from 
pressure  of  the  cervix  against  the  neck  of  the  bladder,  together  with 
vesical  tenesmus. 

Obstinate  constipation,  with  sickening  pain  on  defsecation,  if  the 
uterus  be  inflamed,  i-ectal  tenesmus,  with  excessive  secretion  of  slimy 
mucus  from  the  rectum,  are  often  produced  by  pressure  of  the  fundus 
uteri  on  the  bowel.  Dyspareunia  is  generally  marked.  Menorrhagia 
is  occasionally  but  not  invariably  present.  Acquired  sterility  is  the 
rule.  Where  conception  occurs,  abortion  during  the  first  half  of 
pregnancy  not  infrequently  takes  place. 

In  cases  of  retroversion  of  the  gravid  uterus,  impaction  in  the 
pelvis  often  occurs,  causing  retention  of  urine,  interfering  with  the 
passage  of  faeces,  and  producing  much  local  distress,  as  well  as  con- 
stitutional disturbance,  if  the  condition  be  not  detected  and  relieved. 

Diagnosis. — On  passing  the  finger  into  the  vagina,  the  cervix,  in 
place  of  being  detected  near  the  centre  of  the  pelvis,  is  found  to  be 
pushed  over  to  the  front,  behind  the  symphysis  pubis ;  the  fundus  is 
tilted  backwards  towards  the  concavity  of  the  sacrum,  often  in  an 
oblique  direction,  the  fundus  pointing  somewhat  to  one  or  other  sacro- 
iliac synchondrosis.  The  uterus  is  generally  more  or  less  tender  on 
pressure.  On  conjoined  manipulation,  the  hand  pressing  externally 
i'ails  to  detect  the  fundus  in  its  normal  position,  and  in  cases  where 
the  abdominal  walls  are  very  lax,  the  fingers  pressed  well  down  behind 
the  pubes  may  often  be  felt  by  the  finger  in  the  vagina.  On  passing 
the  finger  into  the  rectum  the  fundus  can  generally  be  felt  very  dis- 
tinctly projecting  on  to  the  bowel,  the  finger  passed  up  sufficiently 
high  mapping  out  the  contour  of  the  fundus. 

If  any  doubt  exist,  provided  utero-gestation  be  not  present,  the 
uterine  sound  may  be  inti'oduced  in  a  backward  and  downward 
direction,  when,  if  it  be  a  case  of  retroversion,  the  sound  will  enter 
2^  inches  or  more,  until  it  impinges  on  the  inner  suiface  of  the  fundus, 
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when  pain  is  almost  invariably  complained  of.  If  the  uterus  be 
mobile,  it  may  be  redressed  by  making  the  handle  of  the  sound  describe 
a  semicircle,  the  intra- uterine  portion  revolving  as  near  as  may  be  on 
its  own  axis,  the  handle  being  at  the  same  time  pressed  backwards,  so 
as  to  guide  the  fundus  uteri  forwards  to  its  normal  position,  when  it 
may  be  felt  by  pressing  the  hand  externally  over  the  pubes,  the  mass 
that  had  previously  been  detected  posteriorly  having  meanwhile  dis- 
appeared. Great  care  must  be  exercised  not  to  use  any  force,  lest 
adhesions  exist  binding  down  the  fundus. 

The  conditions  most  likely  to  mislead  us  are  : — 

1.  Fibroid  tumour  of  the  posterior  wall  of  the  uterus. 

2.  Retro -uterine  heematocele  or  pelvic  celluhtis. 

3.  A  small  ovarian  tumour  in  Douglas's  pouch. 

4.  Hardened  scybalae.  in  the  rectum. 

In  the  first  case,  the  uterine  sound  passes  in  the  normal  direction, 
the  fundus  being  felt  anteriorly  by  pressure  above  the  pubes,  and 
the  sense  of  touch  discriminates  the  increased  bulk  of  the  tissue  inter- 
vening between  the  sound  in  utero  and  th-e  finger  in  the  rectum,  or 
even  in  the  vagina. 

In  the  second  case,  the  uterus  is  generally  more  or  less  fixed,  the 
fundus  in  its  normal  position  is  ascertained  by  the  sound,  and  the 
history  of  the  case  will  also  throw  light  upon  it. 

In  the  third  case,  the  sound  enters  in  the  normal  direction,  the 
tumour  is  less  hard  and  resisting  than  the  fundus  uteri,  and  is  often 
capable  of  being  moved  independently  of  the  uterus. 

In  the  fourth  case  the  uterus  is  found  to  be  in  its  normal  position, 
the  mass  posteriorly  can  be  indented  by  firm  pressure  with  the  finger, 
and  may  at  once  be  diagnosed  by  examination  per  rectum. 

Prognosis. — If  adhesions  exist  binding  down  the  fundus  uteri 
posteriorly,  whether  as  the  result  of  pelvic  peritonitis,  cellulitis,  or 
ret^-uterine  hsematocele,  a  guarded  prognosis  should  be  given,  as 
treatment  may  be  contra-indicated,  at  least  for  some  time. 

If  fibroid  tumour  be  detected  in  the  posterior  wall,  the  prognosis 
will  depend  upon  our  being  able  to  remove  this. 

Where  the  vaginal  portion  of  the  cervix  is  exceedingly  short,  great 
difiiculty  will  be  experienced  in  adjusting  any  pessary,  and  our  pro- 
spects of  relieving  the  patient  will  thus  be  slight. 

As  a  result  of  the  displacement  we  often  find  more  or  less  active 
hypersemia  or  inflammation,  which  ultimately  leads  to  hyperplasia. 
Pressure  upon  the  neighbouring  structures  may  induce  cystitis,  or 
lead  to  the  production  of  heemorrhoids.  Dysmenorrhoea  and  sterility, 
menorrhagia  or  leucorrhoea,  are  also  often  noted  as  complications. 

Treatment. — The  first  indication  is  to  restore  the  uterus  to  its 
normal  position,  provided  there  are  no  adhesions  binding  it  down, 
and  so  preventing  replacement.  This  may  generally  be  most  readily 
eifected  by  placing  the  patient  in  the  semi-prone  position,  as  adopted 
when  using  Sims's  speculum,  or  still  better  by  resorting  to  the  genu- 
pectoral  position.  The  index  finger  is  then  introduced  per  vaginam, 
and  the  posterior  wall  of  this  passage  pulled  backward,  so  as  to  allow 
atmospheric  pressure  to  come  into  play.  This  alone  may  be  sufiicient 
to  reduce  the  displacement. 
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When  the  patient  is  placed  in  the  genu-pectoral  position,  the 
thighs  being  directly  -vertical  or  perpendicular  to  the  surface  on  which 
she  kneels,  the  body  inclined  at  an  angle  of  about  45°  to  the  horizon, 
we  get  the  most  complete  reversal  of  the  bearings  of  gravity  of  which 


Fig.  73. — Retroversion.    Genu-pectoral  Position.    (After  Campbell.) 


the  human  body  is  capable,  the  inlet  of  the  pelvis  looks  nearly  verti- 
cally downwards. 

The  abdominal  muscles  being  relaxed,  we  gain  an  additional  ad- 
vantage in  the  draft  of  the  viscera,  and  when  air  is  admitted  to  the 
vagina,  the  atmospheric  pressure  enables  the  uterus  to  recede,  and 
thus  regain  its  normal  position.    Should,  however,  reduction  not  take 


Fig.  74.— Replacement  of  Uterus  by  Genu-pectoral  Position.    (After  Campbell.) 


place,  the  finger  may  be  employed  to  press  the  fundus  downwards  and 
forwards  during  a  prolonged  expiration. 

In  some  cases  where  the  uterus  is  very  bulky,  as  in  instances  of 
the  gravid  uterus  about  the  third  or  fourth  month,  the  insertion  of 
two  lingers  of  the  left  hand  per  rectum,  so  as  to  press  the  fundus 
downwards  and  slightly  to  one  side,  in  order  to  avoid  the  promontory 
of  the  sacrum,  whilst  the  index  finger  of  the  right  hand  in  the  vagina 


EEPLACEMENT  OF  EETEOVERSION. 


87 


hooks  or  pulls  the  cervix  backwards,  will  enable  us  to  replace  the 
uterus  when  other  methods  completely  fail.  The  advantages  of  the 
postural  method,  both  for  purposes  of  diagnosis  and  treatment,  have 
been  ably  set  forth  by  Dr.  H.  F.  Campbell,  of  Augusta,  Georgia,  in  a 
pamphlet  on  '  Pneumatic  Self-replacement  of  the  Uterus.' 

Under  no  circumstances  should  any  considerable  amount  of  force 
be  employed.  If  reduction  be  not  readily  effected  by  this  method,  the 
presumption  is  that  adhesions  exist  which  prevent  the  replacement 
of  the  uterus.  Fm^ther  efforts  should  be  desisted  from  for  the  time 
being,  the  patient  being  required  to  resort  to  the  genu-pectoral  position 
occasionally.  This  will  lessen  any  congestion  of  the  uterus  which  may 
be  present,  and  also  tend  to  stretch  gradually  any  adhesions  which 
may  exist,  and  so  favour  ultimate  replacement  of  the  uterus.  Steady 
hydrostatic  pressure  by  means  of  an  india-rubber  bag  or  colpeuryuter, 
inserted  per  vaginam  or  per  rectum,  and  distended  with  water,  may 
be  employed  for  a  few  hours  daily  with  a  similar  object. 

In  some  cases  the  insertion  of  a  Hodge's  pessary,  with  a  view  to 
stretching  the  adhesions,  may  be  indicated,  thus  accomplishing  gradual 
i-eduction  of  the  displacement  where  more  rapid  efforts  would  prove 
dangerous. 

A  method  frequently  resorted  to  to  replace  the  uterus  when  retro- 
verted  is  that  by  means  of  the  uterine  sound.  This  requires  caution, 
and  should  not  be  attempted  by  those  who  do  not  possess  the  requi- 
site skill  or  dexterity  in  manipulation,  as  mischief  may  readily  be 
done  in  a  few  moments  that  may  require  weeks  to  recover  from. 

The  patient  lying  in  the  lateral  or  semi-prone  position,  the  uterine 
sound  is  introduced  as  far  as  the  fundus,  the  handle  of  the  sound 
being  first  carried  well  forward  between  the  legs.  The  shaft  of  the 
sound  being  steadied  by  the  fingers  of  the  other  hand  near  the  centre, 
so  as  to  form  a  fulcrum,  the  handle  is  then  gradually  drawn  back  pos- 
teriorly, the  sound  forming  a  lever  of  the  first  order.  The  fundus  is 
thus  lifted  away  from  the  sacrum,  care  being  taken  to  direct  the 
uterus  slightly  to  one  side,  so  as  to  avoid  the  promontory  of  the 
sacrum.  The  intra-uterine  portion  of  the  sound  being  now  made  to 
revolve  on  its  own  axis  by  making  the  handle  of  the  sound  describe  a 
large  semicircle,  the  sound  is  pressed  well  backwards  again  and  the 
uterus  thus  anteverted. 

If  much  resistance  be  experienced,  or  pain  produced  indicating  the 
presence  of  adhesions,  all  further  efforts  at  reduction  should  at  once  be 
abandoned,  as  otherwise  the  point  of  the  sound  may  penetrate  the 
uterus,  and  peritonitis  ensue. 

Sims's  uterine  repositor  (fig.  75)  may  be  employed  with  safety  in 
simple  cases.  The  intra-uterine  portion  can  be  made  to  describe  a 
half-circle  by  withdrawing  the  stop  rod  running  through  the  shaft, 
which  is  projected  by  a  concealed  spring.  All  complicated  instruments 
are  liable,  however,  to  get  out  of  order,  and  encumber  needlessly  the 
armamentaria  of  the  gynecologist.  It  possesses  no  special  advantages 
over  the  sound  in  the  hands  of  an  experienced  manipulator. 

Having  replaced  the  uterus  in  its  normal  position,  our  next  object 
is  to  retain  it  there  by  some  mechanical  support  until  the  uterine 
ligaments  have  recovered  their  tone  and  the  natural  supports  are 
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again  available.  Retroversion  seldom  occurs  where  the  uterus  is  in 
a  normal  condition.  There  is  generally  some  antecedent  congestion, 
inflammation,  or  hypertrophy.  The  question  will  naturally  arise,  shall 
we  attempt  to  cure  the  coincident  condition  before  re- 
placing the  uterus,  or  shall  we  replace  the  uterus  first, 
and  then  endeavour  to  relieve  congestion,  &c.  ?  As  a 
general  rule  it  will  be  found  that  by  replacing  the  uterus 
in  its  normal  position  we  facilitate  treatment,  and  are 
more  likely  to  be  successful  in  curing  the  displacement 
as  well  as  the  condition  which  induced  it.  But  should 
the  uterus  be  too  tender  to  tolerate  a  pessary  sufficiently 
large  to  keep  it  in  position,  it  may  be  necessary  to  resort 
to  a  preparatory  course  of  treatment  by  the  application 
of  a  few  leeches;  the  employment  of  the  syringe  night 
and  morning,  with  as  hot  water  as  can  comfortably  be 
borne  ;  resort  to  the  semi- prone  or  genu-pectoral  position 
at  frequent  intarvals ;  replacement  of  the  uterus  from 
time  to  time,  and  keeping  it  there  by  means  of  tampons 
of  cotton-wool  or  oakum  saturated  with  glycerine,  medi- 
cated with  iodine  or  carbolic  acid,  if  thought  desirable. 
A  tampon,  as  large  as  a  bantam's  egg,  is  first  pressed  up 
in  the  posterior  cul-de-sac  behind  the  cervix.  Another 
tampon  is  then  placed  below  the  cervix,  and  pushed  up 
£0  as  to  elevate  the  uterus,  and,  if  possible,  keep  it  slightly 
anteverted.  Eest  in  the  semi-prone  position  will  favour 
this  treatment,  but  the  patient  may  be  allowed  to  get  up 
for  a  few  hours  each  day.  It  will  be  necessary  to  change 
the  tampons  at  least  every  other  day. 

In  some  cases  a  modification  of  Cutter's  pessary,  with 
a  soft  egg-sponge  or  inflated  air-ball  attached  to  the  ex- 
ti'emity  in  place  of  the  bulb,  will  serve  to  maintain  the 
uterus  in  position,  and  to  lessen  congestion,  and  enable  a 
Hodge's  pessary  to  be  borne  later  on. 

A  Hodge's  pessary,  or  some  modification  of  it,  even 
if  the  uterus  be  tender,  will,  however,  generally  be  tole- 
rated. Too  large  a  one  must  not  be  employed  at  first, 
except  in  those  cases  whei'e  it  is  difficult  to  keep  the 
uterus  in  place  by  a  moderate-sized  one,  for  fear  of  pro- 
ducing ulceration  of  the  vagina  by  pressure.  The  in- 
strument should  be  sufficiently  long  for  the  upper  extremity  to  pass 
well  up  the  posterior  cul-de-sac  behind  the  cervix,  while  the  lower 
extremity  is  concealed  behind  the  arch  of  the  pubes,  not  descending 
low  enough  to  interfere  with  the  urethra,  but  resting  against  the 
anterior  wall  of  the  vagina. 

When  an  appropriate  one  is  adjusted,  the  patient  is  often  un- 
conscious of  its  presence.  Under  no  circumstances  should  it  be 
retained  if  pain  or  discomfort  be  complained  of.  A  smaller  one 
should  be  inserted,  or  any  local  congestion  or  inflammation  first 
relieved. 

The  variety  of  shapes  of  so-called  Hodge's  pessaries  are  in- 
numerable, and  vary  frequently  with  each  instrument-maker.  The 


Fig.  75. 

Sims's  Uterine 
Eepositor. 
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original  closed  lever  pessary  suggested  by  Professor  Hodge  (fig.  7C), 
consisted  of  a  more  or  less  square-shaped  ring,  having  a  considerable 
upper  or  sacral  curve,  and  a  very  slight  lower  or  pubic  curve,  with  the 
corners  well  rounded,  just  sufficient  to  dis- 
tribute the  pressure  equally  over  the  ante- 
rior vaginal  wall  without  encroaching  upon 
the  rami  of  the  pubes.  The  lower  end  thus 
lesting  behind  and  above  the  arch  of  the 
pubes,  does  not  interfere  with  coitus. 

In  some  cases  the  original  Hodge's  pes- 
sary is  found  to  be  too  square-shaped,  the    p,^.  yg-Hodge's  Pessary, 
pubic  extremity  pressing  against  the  rami  oi 

the  pubes,  and  causing  much  discomfort.  Under  these  circumstances 
Thomas's  Retroversion  Pessary  (fig.  77),  which  is  longer  and  more 
pointed  at  its  lower  extremity,  rests  between  the  rami  of  the  pubes 
and  is  borne  more  readily. 

The  upper  or  sacral  end  being  very  thick  affords  a  broad  base  of 
support  to  the  fundus.  The  lower  end  being  curved  well  downwards, 
and  pointed^  rests  between  the  rami  of  the  pubes  without  interfering 
with  the  urethra,  and  thus  prevents  its  rotation  in  the  pelvis. 

The  disadvantage  possessed  by  all  the  modifications  of  Hodge's 
pessary  having  narrow  pubic  extremities,  is  that,  being  wedge-shaped, 
they  are  more  likely  to  be  driven  out  beyond  the  pubes.    The  pubic 

Fig.  77. — Thomas's  Retroversion  Pessary. 

curve  being  increased  also  renders  the  pessary  more  liable  to  cause 
obstruction  in  married  life. 

Greenhalglis  Pessary  (fig.  78),  where  the  bar  in  front  is  made  of 
soft  india-rubber  tubings  was  intended  to  obviate  this  difficulty.  Being 
made  of  elastic  wire  covered  with  india-rubber,  the  broad  end  can  thus 
be  compressed  so  as  to  facilitate  its  introduction,  and  when  in  situ 
offers  little  or  no  impediment  to  the  introduction  of  the  speculum  or 
to  coitus. 

Practically  it  will  be  found  that  when  the  tubing  corresponding 
to  the  lower  bar  of  the  pessary  becomes  soft  in  the  vagina,  the 
corners  occasionally  press  injuriously  upon  the  tissues,  and  often 
cause  ulceration. 

The  beneficial  action  of  a  Hodge's  pessary  is  promoted  by  mode- 
rate exercise.  The  lower  limb  of  the  instrument  being  carried  down 
as  the  anterior  vaginal  wall  descends  during  the  act  of  inspiration, 
the  upper  limb  ascends  in  the  posterior  cul-de-sac,  raising  the  fundus 
uteri  ^nd  also  pushing  it  forward.  In  time,  it  will  be  found  that 
the  congestion  usually  accompanying  retroversion  diminishes  as  the 
uterus  is  kept  in  its  proper  position,  and  thus  the  tendency  to  retro- 
version is  lessened. 
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The  uterine  ligaments  meanwhile  have  an  opportunity  of  re- 
covering their  tone,  and  if  measures  be  adopted  to  improve  the 
general  health,  as  well  as  to  relieve  any  local  disorder,  the  patient 
will  in  time  be  enabled  to  dispense  with  wearing  the  support. 

The  bowels  must  be  carefully  regulated,  so  as  to  avoid  all  risk  of 
accumulation  of  faeces  or  the  necessity  for  straining  occurring.  A 
little  confection  of  senna,  pulv.  glycyrrhizse  co.  (Ph.  Pr.),  Hunyadi 
janos  water,  or  other  simple  aperient,  will  often  prove  sufficient. 

Any  undue  congestion  of  the  uterus  must  be  relieved  by  the 
application  of  a  few  leeches  just  after  the  menstrual  period  is  over, 
or  by  puncturing  the  cervix  with  the  lancet-shaped  scarifier,  or  by 
the  regular  daily  employment  of  the  hot  water  vaginal  douche.  The 
insertion  of  a  plug  of  cotton-wool  saturated  in  glycerine,  medicated 
with  tannin,  alum,  iodine,  &c.,  if  deemed  requisite,  will  keep  up  a 
continuous  drain  and  so  serve  to  deplete  the  uterus  and  lessen  mate- 
rially its  bulk. 

If  there  be  abrasion  or  granular  degeneration  of  the  cervix,  or 
cervical  catarrh,  these  conditions  must  be  reheved  by  appropriate 
treatment,  such  as  the  application  of  the  nitrate  of  silver,  carbolic 
acid,  or  other  suitable  agent.  Astringent  vaginal  injections  to 
strengthen  the  vagina  will  generally  be  needed.  In  any  case,  for 
cleanliness  sake,  it  will  be  necessary  to  employ  some  form  of  vaginal 
injection  as  long  as  the  patient  continues  to  wear  a  pessary. 

She  should  further  be  instructed  not  to  pass  water  in  the  usual 
manner,  sitting  low  on  the  chamber  utensil,  but  to  employ  the  night 
commode  or  w.c,  so  as  to  avoid  any  bearing  down,  which  must 
inevitably  happen  when  the  patient  squats  in  the  way  indicated. 

In  many  cases  of  retroversion  some  form  of  Hodge's  pessary  is  a 
sine  qud  non,  but  it  should  not  be  regarded  as  the  only  expedient 
requisite. 

Keclining  in  the  semi-prone,  or  resorting  to  the  knee  shoulder 
position  from  time  to  time,  will  assist  the  action  of  the  pessary  mate- 
rially, and  often  enable  a  patient  to  tolerate  it  when  otherwise  it 
could  not  be  borne.  Just  before,  during,  and  for  some  few  days  after 
each  menstrual  period,  when  the  uterus  is  naturally  heavier  than 
usual,  great  care  must  be  taken  not  to  stand  too  long  at  a  time,  or  to 
undertake  any  prolonged  or  severe  exertion,  the  patient  reclining 
whenever  opportunity  serves. 

In  some  cases  retroversion  is  complicated  by  prolapse  of  one  or 
both  ovaries  in  the  posterior  cul-de-sac  of  the  vagina.  They  are 
often  so  tender  as  to  effectually  preclude  any  ordinary  pessary  being 
tolerated,  so  much  discomfort,  nausea,  faintness,  or  intense  agony 
being  produced  if  a  Hodge  be  inserted,  that  its  immediate  removal  is 
necessitated.  The  postural  treatment,  in  these  cases,  is  often  all 
that  can  be  borne  in  the  first  instance.  Local  depletion  by  means  of 
leeches  may  prove  of  service.  The  administration  of  scruple  doses  of 
the  bromide  of  potassium,  with  or  without  belladonna,  often  relieves 
the  ovarian  congestion  and  renders  the  organs  more  tolerant  of 
pressure. 

Belladonna,  or  morphia  and  atropine  pessaries,  should  be  tried, 
or  they  may  be  used  as  suppositories.    If  we  can  succeed  in  adjusting 
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a  Hodge's  pessary  so  as  to  restore  the  fundus  to  a  more  natural 
position,  the  ovaries  are  then  drawn  up  as  well. 

This  may  often  be  effected  by  employing  a  somewhat  larger  Hodge 
than  would  otherwise  be  prudent,  so  as  to  render  the  vagina  tense, 
and  enable  the  posterior  limb  to  rest  between  the  fundus  and  the 
ovary. 

Greenhalgh's  pessary  (fig.  78),  reversed,  the  soft  india-rubber  tubing 
being  placed  posteriorly,  behind  the  cervix,  is  sometimes  tolerated  in 
these  cases,  and  may  be  tried. 

If  a  little  patience  be  exercised,  and  a  few  days'  preliminary  rest 
be  enjoined,  we  shall  generally  be  able  to  adjust  sonie  form  of  Hodge's 
pessary  that  will  be  tolerated. 

Shultze's  pessary,  resembling  a  figure  of  eight  doubled  upon 
itself,  the  smaller  loop  encircling  the  cervix,  is  sometimes  of  service 
in  these  cases,  especially  if  the  posterior  cul-de-sac  be  short,  or  the 
cervix  be  held  forward  by  congenita,l  shortness  of  the  anterior 
vaginal  wall. 

Spiegelberg's  pessary  engages  the  cervix  in  a  ring  at  the  extre- 
mity of  a  retroversion  pessary,  forcing  it  backwards  and  upwards. 
This  may  be  accomplished  also  by  merely  arranging  a  cross  bar  near 
the  upper  part  of  one  of  the  retroversion  pessaries. 

Meigs's  elastic  ring  pessary  answers  well  in  cases  where  very  little 
pressure  is  exerted  by  the  retroverted  body,  and  where  a  certain 
amount  of  prolapsus  also  exists.  Being  elastic,  it  assumes  any  shape 
required  by  the  pelvis,  but  it  is  more  liable  to  cut  through  the 
vaginal  walls  than  almost  any  other  variety  of  pessary. 

Where  the  uteres  is  so  bulky,  or  the  vagina  so  lax,  that  no  form 
of  internal  support  succeeds  in  keeping  the  uterus  in  position, 
Thomas's  modification  of  Cutter's  pessary,  with  a  bulb  sufficiently 
large  to  rest  behind  the  displaced  fundus  and  make  this  fall  forwards 
by  displacement  and  not  by  pressure,  may  be  tried.  It  should  be 
removed  every  night  and  re-inserted  every  morning. 

If  the  perineum  be  torn  and  rectocele  be  marked,  it  may  be 
necessary  to  perform  the  operation  of  perineorrhaphy  as  indicated 
when  speaking  of  prolapsus. 


Retroflexion  of  the  Uterus. 

When  the  axis  of  the  uterus  is  bent  upon  itself,  the  fundus  being 
arched  backwards,  it  is  spoken  of  as  retroflexion.  There  is  generally 
a  certain  amount  of  retroversion  associated  with  it,  so  that  the  cervix 
does  not  always  retain  its  normal  axis  in  the  pelvis,  but  is  tilted  some- 
what backwards,  the  os  uteri  looking  forwards.  In  some  cases  of 
primary  or  congenital  retroflexion  the  cervix  is  found  to  be  just  the 
reverse  of  this,  being  tilted  forwards,  the  os  looking  backwards. 

In  recent  cases  the  wall  of  the  uterus  on  the  convex  side  is 
thinned  from  stretching.  In  cases  of  long  standing,  however,  the 
tissues  at  the  angle  of  flexion  on  the  concave  side  are  found  to  be 
attenuated.  The  explanation  of  this  is  that  it  may  be  due  to  some 
congenital  defect  of  development  either  of  the  anterior  or  posterior 
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wall.  Or  it  may  be  due  to  the  continuous  pressure  producing 
atrophy  of  the  muscular  tissue. 

Ketrotiexion  is  more  often  met  with  than  retroversion  inde- 
pendently of  prolapsus. 

Causation. — Ketroflexion  occurs  as  a  primary  or  congenital  con- 
dition in  some  cases  from  defective  development  of  the  posterior 
uterine  wall.  No  symptoms  are  developed,  as  a  rulej  until  the  time 
of  puberty. 

In  by  far  the  larger  number  of  cases  retroflexion  is  secondary  or 
acquired,  the  result  of  abortion  or  parturition. 

During  the  process  of  involution  the  tissues  are  soft  and  pliable, 
the  uterus  is  not  only  bulkier  but  also  heavier,  the  uterine  supports, 
including  the  vagina,  lax  and  feeble.  A  certain  amount  of  prolapsus 
with  retroversion  occurs,  fixvoured  doubtless  by  the  patient  lying 


Fig.  79. — Ketroflexion  of  Uterus. 


constantly  on  her  back.  The  intestines  descending  in  front  of  the 
fundus  uteri  tend,  under  the  influence  of  the  abdominal  pressure, 
to  push  the  fundus  still  further  backward.  Owing  to  the  soft  and 
pliable  condition  of  the  tissues  retroflexion  is  thus  readily  produced. 
The  presence  of  any;clot  within  the  uterus  retards  involution,  and 
often  excites  expulsive  efforts.  The  abdominal  muscles  being  thus 
called  into  play  press  the  intestines  down  upon  the  anterior  wall  of 
the  uterus,  causing  an  increased  amount  of  retroversion  and  ulti- 
mately retroflexion.  A  fibroid  tumour  of  the  posterior  uterine  wall 
has  a  similar  eflect  in  producing  retroflexion.  The  pressure  of  an 
ovarian  tumour  may  produce  retroflexion  in  some  cases. 

Symptoms. — Retroflexion  generally  produces  a  much  greater 
amount  of  discomfort  than  occurs  in  cases  of  retroversion.  In  con- 
sequence of  the  vessels  being  bent  at  a  more  or  less  acute  angle, 
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venous  congestion  almost  invariably  ensues.  The  natural  result  of 
this  is  that  leucorrhcea,  menorrhagia,  and  metrorrhagia  are  promi- 
nent symptoms.  Owing  to  the  cervical  canal  being  constricted  at  the 
seat  of  flexion,  the  escape  of  the  menstrual  and  mucous  secretions 
is  impeded,  giving  rise  to  dysmenorrhoea,  or  uterine  cohc  and 
tenesmus. 

The  retroflexed  fundus  pressing  backwards  interferes  with  the 
cahbre  of  the  rectum  ;  the  passage  of  hardened  fseces  over  the  tender 
and  often  inflamed  fundus  causes  so  much  pain  and  distress,  that  the 
patient  instinctively  postpones  the  act  of  defsecation  for  as  long  a 
time  as  possible.  The  straining  efibrts  to  overcome  the  obstruction 
increase  the  congestion  as  well  as  the  flexion.  In  some  cases  the 
fundus  acts  like  a  ball  valve,  almost  occluding  the  bowel,  the  fseces 
being  flattened  or  ribbon-hke.  Obstinate  constipation  thus  results, 
often  associated  with  an  increased  secretion  of  shmy  mucus  from  the 
rectum,  together  with  tenesmus  and  sense  of  bearing  down. 

Dyspareunia,  or  pain  on  coitus,  results  not  only  from  mechanical 
violence  applied  to  the  flexed  and  congested  fundus,  but  also  to  the 
ovaries,  which  are  often  prolapsed  and  congested  as  well. 

Localised  pain  in  the  sacral  region  is  generally  present,  increased 
on  defsecation,  and  also  by  standing  or  walking.  J ust  preceding  the 
menstrual  flow,  the  pain  is  often  spoken  of  as  agonising  and  almost 
unbearable,  extending  down  the  thighs,  radiating  to  the  groins,  and 
producing  considerable  malaise.  The  pain  in  the  lower  part  of  the 
spine  is  sometimes  so  intense  and  persistent  as  to  lead  to  the  idea 
that  spinal  disease  exists.  Tenderness  on  pressure  over  one  fixed 
spot,  a  sense  of  numbness  or  want  of  power,  especially  of  inability  to 
walk,  and  even  in  extreme  cases,  paraplegia,  all  tend  to  confirm  the 
supposition  that  spinal  disease  is  present.  In  former  years  many 
patients  were  confined  to  bed  or  the  couch,  made  to  recline  on  bare 
!)oards,  cupped,  bhstered,  and  otherwise  actively  treated  for  supposed 
spinal  complaints,  due  in  reality  to  symptomatic  disturbance  from  a 
retroflexed  uterus. 

Reflex  nervous  manifestations  are  often  well  marked.  '  The  ner- 
vous centres  respond  to  the  shghtest  impressions.  Hysteria  breaks 
out  in  all  its  manifold  eccentricities ;  neuralgia  appears  in  one  or 
more  of  its  various  forms,  as  sciatica,  lumbago,  tic-douloureux ;  rheu- 
matism, headache,  and  a  disposition  to  vertigo  or  syncope  frequently 
recur ;  emotional,  moral,  and  intellectual  disturbance,  as  manifested 
in  irritabihty,  despondency,  melancholy,  loss  of  command  over  feeling 
and  thought,  are  often  developed.  The  congested  displaced  organ  is 
a  constant  source  of  nervous  ii-ritation  and  exhaustion  ;  it  is  con- 
stantly pressing  upon  the  sacral  plexus;  it  is  constantly  sending 
painful  impressions  to  the  nervous  centres  ;  constantly  using  up  in  a 
morbid  direction  the  nerve-force  which  is  wanted  for  the  performance 
of  healthy  function.' — (Barnes.) 

Results. — In  addition  to  dysmenorrhoea,  endometritis  from  reten- 
tion of  the  secretions  setting  up  irritation  is  not  infrequent.  The 
obstruction  to  the  normal  circulation  induces  congestion,  which  is 
still  further  increased  by  the  obstruction  to  the  escape  of  the  secre- 
tions.    The  uterine    contractions  excited   to  expel   the  retained 
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secretions  produce  retrogi'ade  dilatation  of  the  Fallopian  tubes,  and 
not  infrequently  reflux  of  the  menstrual  fluid  occurs,  and  peritonitis 
is  set  up  in  consequence.  The  walls  of  the  uterus  become  hyper- 
trophied  from  the  contractions  excited  to  overcome  the  obstruction, 
and  thus  the  bulk  of  the  uterus  in  time  is  greatly  increased. 

In  some  cases  an  accumulation  t)f  mucus  takes  place  in  the 
uterus,  which  at  length  gives  rise  to  efforts  at  ex})Ulsion  attended  by 
severe  cohc.  This  is  often  spoken  of  by  the  patient  as  '  gathering  ' 
in  the  womb,  which  bursts  and  gives  vent  to  a  quantity  of  discharge. 
It  is  the  condition  described  as  hydrometra. 

Sterility  is  not  infrequent,  but  is  less  common  than  in  cases  of 
anteflexion.  Should  pregnancy  occur  when  the  uterus  is  retro- 
flexed,  or  retroflexion  take  place  during  the  early  months  of  utero- 
gestation,  and  the  uterus  become  impacted  in  the  pelvis,  the  fundus 
being  incarcerated  below  the  promontory  of  the  sacrum,  abortion 
almost  invariably  occurs.  The  fact  of  frequent  miscarriages  at  the 
third  or  fourth  month  should  always  lead  to  a  careful  examination 
as  to  the  position  of  the  uterus.  If  retention  of  urine  occur  about 
this  period  it  will  generally  be  found  to  be  due  to  retroflexion. 

The  obstinate  constipation  resulting  from  the  pressure  of  the 
retroflexed  fundus  upon  the  rectum,  in  time  leads  to  considerable 
disturbance  of  the  digestive  functions;  flatulent  distension  of  the 
intestines,  nausea,  anorexia,  headache,  and  other  symptoms  of  dys- 
pepsia occur.  '  Coprsemia  '  is  the  term  Dr.  Barnes  suggests  for  the 
form  of  blood-poisoning  produced  by  absorption  of  some  of  the  ele- 
ments of  decomposition  resulting  from  retention  of  the  excreta  in  the 
large  intestine,  as  evidenced  by  the  sallow,  dirty  hue  of  the  skin,  and 
the  unpleasant  exhalations  from  it. 

Diagnosis. — On  vaginal  examination  with  the  finger,  the  cervix 
is  not  infrequently  found  to  occupy  nearly  its  normal  position  in  the 
centre  of  the  pelvis,  the  os  uteri  looking  downwards  in  the  axis  of  the 
vagina  instead  of  pointing  somewhat  backwards,  as  occurs  when  the 
uterus  is  in  a  normal  state,  or  forwards  as  met  with  in  cases  of  retro- 
version. 

On  carrying  the  finger  in  front  of  the  cervix,  there  is  an  absence 
of  the  usual  resistance,  due  to  the  presence  of  the  body  of  the  uterus, 
whereas  on  sweeping  the  finger  round  to  the  posterior  cul-de-sac,  it 
detects  a  firm,  globular,  uniform  rounded  tumour  continuous  with 
the  ridge  of  the  cervix,  but  with  a  distinct  sulcus  or  concavity  be- 
tween the  two.  This  is  the  retroflexed  fundus.  It  may  be  felt  to 
move  conjointly  with  the  cervix.  If  the  abdominal  walls  be  mode- 
rately lax  and  not  over  rigid,  or  thickened  by  the  presence  of  adipose 
tissue,  and  there  be  no  ovarian  tumour  or  inflammatory  swelling  to 
interfere  with  bimanual  examination,  we  shall  be  able  to  detect  the 
absence  of  the  fundus  from  its  normal  position.  This  examination 
should  always  be  made  with  the  patient  lying  on  her  back,  the  knees 
well  drawn  up. 

Rectal  examination  by  means  of  the  finger  will  generally  enable 
us  to  map  out  more  carefully  the  displaced  fundus  than  was  possible 
per  vaginam.  This  may  also  be  combined  with  the  bimanual  ex- 
amination, when  the  contour  of  the  uterus  can  often  be  accurately 
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determined.  Should  any  doubt  still  remain  as  to  the  presence  of  a 
retroflexion,  it  may  be  necessary  to  employ  the  uterine  sound.  This 
should  not,  however,  be  passed  as  a  mere  matter  of  routine,  for  if  the 
uterus  be  inflamed  as  well  as  flexed,  a  considerable  amount  of  pain 
may  be  caused  and  the  symptoms  much  aggravated,  and  if  there  be 
the  least  pjiobability  of  pregnancy  existing  the  use  of  the  sound  is 
counter- indicated.  Acquired  sterility  is  the  rule  in  these  cases,  so 
that  if  the  menstrual  period  has  been  regular,  even  though  the  bulk 
of  the  uterus  be  greater  than  normal,  the  presumption  is  that  preg- 
nancy does  not  exist. 

In  cases  of  primary  or  congenital  retroflexion,  the  os  uteri  is 
often  found  to  be  very  small,  and  tilted  more  forward  than  is  usually 
the  case  in  acquired  retroflexion. 

Having  bent  the  sound  to  a  curve  corresponding  to  that  of  the 
uterine  axis,  as  ascertained  by  previous  examination,  the  patient 
lying  in  the  left  lateral  or  semi-prone  position,  the  point  is  introduced 
within  the  cervix,  with  the  concavity  forward,  as  far  as  the  internal 
OS  if  possible.  The  handle  of  the  sound  is  then  made  to  describe  the 
arc  of  a  large  circle,  the  intra-uterine  portion  revolving  almost  on  its 
own  axis,  so  that  the  point  of  the  sound  is  directed  backwards.  If 
the  handle  be  now  carried  well  forwards,  whilst  the  finger  in  the 
vagina  presses  up  the  retroflexed  fundus,  the  sound  will  generally 
enter  without  difficulty,  and  the  point  may  be  pushed  in  a  backward 
and  downward  direction  until  it  reaches  the  fundus,  where  it  may  be 
felt  by  the  examining  finger. 

To  ascertain  whether  the  fundus  be  mobile  the  handle  of  the 
sound  is  now  pressed  gently  in  a  backward  direction  so  as  to  raise  the 
fundus.  If  no  adhesions  exist  this  will  readily  be  accomphshed. 
The  handle  of  the  sound  is  then  again  made  to  describe  the  arc  of  a 
large  cii-cle,  so  as  to  bring  the  concavity  forwards  by  what  is  termed 
the  tour-de-maitre,  in  a  similar  manner  to  passing  a  silver  catheter 
under  the  pubic  arch.  The  handle  being  then  pressed  backwards, 
the  point  of  the  sound  carries  the  fundus  forwards  into  the  position 
of  anteversion.  The  fundus  may  now  be  detected  by  conjoined 
manipulation  to  be  in  its  normal  position,  and  the  tumour  that  was 
originally  felt  posterior  to  the  cervix  to  have  disappeared. 

In  eflecting  this  reduction  of  the  displaced  fundus,  care  must 
be  taken  to  direct  it  to  the  left  of  the  promontory  of  the  sacrum, 
especially  if  the  uterus  be  enlarged  and  tender.  This  is  done  by 
directing  the  point  of  the  sound  in  a  proper  direction,  assisted  by  the 
finger. 

Differentiation. — The  conditions  most  liable  to  be  confounded 
with  retroflexion  of  the  uterus  are  a  small  fibroid  tumour  in  the 
posterior  wall  of  the  uterus,  retro-uterine  hsematocele  or  pelvic 
cellulitis,  prolapsed  and  enlarged  ovary,  and  accumulation  of  faeces. 

The  detection  of  the  fundus  uteri  behind  the  symphysis  pubis  by 
conjoined  manipulation,  the  passage  of  the  uberine  sound  in  the 
normal  direction,  the  tumour  behind  the  cervix  being  still  felt  by  the 
finger,  will  serve  to  distinguish  a  fibroid  from  retroflexion.  The  same 
remarks  apply  to  the  other  conditions.  In  addition,  the  history  and 
other  prominent  symptoms  will  assist  us  in  forming  a  diagnosis.  In 
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retro-uterine  hfematocele  the  uterus  is  pushed  forwards  behind  the 
pubes,  the  cervix  being  more  or  less  compressed. 

In  celluhtis  the  swelling  is  not  only  felt  posteriorly,  but  generally 
surrounds  the  uterus,  fixing  it  in  the  pelvis.  The  history  of  its 
invasion,  mostly  following  parturition,  the  febrile  disturbance,  pain, 
&c.,  will  point  clearly  to  the  nature  of  the  affection. 

Prolapse  of  a  moderately  enlarged  and  inflamed  ovary,  where 
intercurrent  pelvic  peritonitis  has  caused  adhesions  fixing  the  ovary 
behind  the  uterus,  is  sometimes  very  difficult  to  distinguish  from  a 
retroflexed  fundus  at  first.  The  passage  of  the  uterine  sound  in  the 
normal  direction,  and  the  somewhat  elastic,  tense,  semi-fluctuating 
feel  of  the  ovary,  serve  to  distinguish  it  from  retroflexion  on  the  one 
hand,  or  from  a  small  fibroid  on  the  other. 

Accumulation  of  faeces  may  mislead  the  unwary  ;  an  examination 
per  rectum  will  at  once  disclose  the  nature  of  the  affection. 

A  movable  kidney  has  been  known  to  descend  into  the  pelvic 
cavity,  behind  the  uterus,  and  might  occasion  some  difficulty  in 
diagnosis.  It  is,  however,  a  very  rare  complication,  the  mere  men- 
tion of  which  will  be  sufficient  to  place  us  on  our  guard. 

Treatment. — Our  first  object  will  generally  be  to  replace  the  uterus 
and  endeavour  to  restore  the  continuity  of  the  axes  of  the  uterine  and 
cervical  canals,  so  that  the  secretions  from  the  body  of  the  uterus 
may  gain  ready  exit  through  the  cervix. 

If,  as  frequently  happens,  the  uterus  is  not  only  retroflexed  but 
also  enlarged,  inflamed,  and  tender,  the  patient  experiencing  much 
discomfort  on  even  a  digital  examination,  it  will  be  better  to  enjoin 
a  few  days'  rest  in  bed  before  commencing  active  treatment.  The 
patient,  however,  must  be  instructed  not  to  remain  constantly  lying 
on  her  back,  but  on  her  left  side  in  the  semi-prone  position,  the  left 
arm  being  brought  out  behind  the  back,  the  body  turned  over  on  the 
chest,  the  head  low,  the  knees  drawn  up  towards  the  abdomen,  as 
indicated  when  describing  the  employment  of  Sims's  speculum. 

This  posture  alone  favours  the  return  of  the  fundus  to  a  more 
normal  position.  If  in  addition  to  this  the  index  finger  be  employed 
to  press  the  fundus  gently  forwards  and  downwards  so  as  to  sweep 
it  under  the  promontory  of  the  sacrum,  taking  the  opportunity  of 
allowing  air  to  enter  the  vagina  by  pressing  the  posterior  wall  of  the 
vaginal  well  backwards,  the  uterus  will  thus  be  rej^laced,  although 
the  flexion  will  not  be  straightened  out. 

"Where  the  uterus  is  very  much  increased  in  bulk,  it  may  be 
necessary  to  resort  to  the  knee-shoulder  posture,  as  indicated  when 
speaking  of  the  treatment  of  retroversion.  The  pressure  of  the 
abdominal  organs  is  thus  removed.  The  draft  of  the  viscera  falling 
forwards  and  downwards,  exerts  a  suction  force,  which,  when  air  is 
admitted  by  the  vagina,  secures  the  effect  of  atmospheric  pressure, 
and  allows  the  influence  of  gravity  to  come  into  play,  so  that  we  get 
what  Campbell  describes  as  pneumatic  self-replacement  of  the  uterus. 

Having  reduced  the  dislocation  of  the  uterus  in  this  way,  the 
patient  should  let  herself  gently  down  into  the  semi-prone  posture, 
and  remain  there  as  long  as  may  be  convenient. 

If  deemed  requisite,  a  few  leeches  may  be  applied  from  time  to 
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time,  or  blood  abstracted  from  the  cervix  by  puncturing  with  the 
scarifier.  Depletion  of  the  swollen  organ  will  still  further  be  en- 
couraged by  the  injection  of  hot  water  per  vaginam,  and  the  sub- 
sequent insertion  of  plugs  of  cotton- wool  saturated  in  glycerine. 

The  engorgement  of  the  uterus  being  thus  materially  diminished, 
with  the  diminution  of  bulk  we  get  also  a  corresponding  improvement 
as  regards  the  flexion.  Pressure  being  removed  from  the  rectum,  the 
bowels  are  thus  enabled  to  act  without  pain  or  straining,  and  thus 
an  important  symptom — obstinate  constipation — is  not  only  removed, 
but  the  evil  effects  of  straining  and  the  passage  of  hardened  faeces 
over  the  inflamed  organ  avoided.  If  necessary  the  action  of  the 
bowels  may  be  assisted  by  means  of  small  enemata,  or  saline  or  other 
simple  aperients. 

Having  first  relieved  the  painful  inflammatory  condition  of  the 
uterus  by  these  means,  a  Hodge's  pessary,  carefully  adjusted  to  meet 
the  requirements  of  the  individual  case,  may  now  be  tried.  The 
mode  of  inti  oduction  has  been  already  described. 

The  great  advantage  of  this  form  of  pessary  is  that  the  posterior 
limb  stretches  the  posterior  vaginal  cul-de-sac  backwards  and  upwards, 
tilting  the  fundus  forwards  and  drawing  the  cervix  backwards,  so  that 
the  patient  can  be  allowed  to  get  up.  The  weight  of  the  uterus  itself, 
in  the  standing  position,  tends  to  remedy  and  not  to  aggravate  the 
displacement,  and  the  intestines,  being  again  enabled  to  descend  into 
the  retro-uterine  fossa,  press  upon  the  posterior  surface  of  the  uterus, 
and  thus  tend  gradually  to  reduce  the  retroflexion.  The  patient 
should  not  be  allowed  to  stand  or  walk  too  much  for  some  little  time 
after  the  introduction  of  the  pessary. 

In  selecting  a  Hodge,  our  choice  should  be  guided  by  the  capacity 
and  tonicity  of  the  vagina,  the  bulk  or  tenderness  of  the  uterus,  the 
presence  or  absence  of  a  prolapsed  ovary,  and  the  experience  gained 
in  each  individual  case  as  to  the  tolerance 
of  a  foreign  body  in  the  vagina.    A  mode- 
rate-sized one,  with  a  welhmai'ked  posterior 
curve,  as  in  fig.  80,  that  reaches  well  up 
behind  the  cervix,  should  first  be  tried. 
The  patient  should  rest  up  from  time  to 

time  and  be  seen  daily,  until  we  are  satis-      ^     o,,     .n  -^-u, 
n  J  ,T    ,  -u.  nj.  1         11  X  80.— Albert  Smith's 

necl  that  it  nts  properly  and  does  not  press  Pessary. 

unduly  on  the  soft  parts.      The  vagina 

should  be  syringed  out  once  or  twice  a  day  with  some  appropriate 
lotion  as  long  as  the  instrument  is  retained.  It  may  be  worn  for 
several  consecutive  months  without  removal,  as  long  as  opportunity 
be  taken,  now  and  again,  to  examine  carefully  in  order  to  ascertain 
that  it  is  not  setting  up  any  mischief.  It  does  not  interfere  with 
coitus  if  properly  adjusted ;  in  fact,  impregnation  is  more  Hkely  to 
occur  whilst  the  instrument  is  being  worn  than  it  was  befoi-e. 
Should  conception  occur,  frequent  resort  to  the  semi-prone  or  genu- 
pectoral  position  should  be  enjoined  until  the  uterus  has  risen  above 
the  pelvic  brim,  which  occurs  about  the  fourth  month,  w'hen  the 
Hodge  may  be  removed.  The  risk  of  abortion  or  of  impaction  of 
the  gravid   uterus  in  the  pelvis  is  thus  materially  lessened.  A 
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difficulty  not  infrequently  experienced  is  that  the  posterior  limb  of 
the  Hodge  fits  into  the  concavity  caused  by  the  retroflexion  of  the 
uterus,  the  fundus  remaining  flexed  over  the  pessary.  In  other 
cases  the  pessary,  although  it  does  not  raise  the  fundus,  still  causes  so 
much  distress  from  pressure  upon  it,  that  it  will  be  requisite  to  remove 

the  pessary  until  the  congestion  of 
the  uterus  has  been  relieved  and  the 
beneficial  effects  of  postural  treat- 
ment have  rendered  the  uterus  less 
sensitive.  In  each  of  these  cases 
some  little  care  will  be  required 
in  finding  an  appropiiate-shaped 
Hodge.  Sometimes  we  find  that  one 
which  stretches  the  vagina  tightly 
Fig.  8L-Thomas's  Retroflexion        ^^^^gg^  j^gg  irritation  than  another 

JrGSSRTV, 

which  apparently  is  a  much  better 
fit.  The  posterior  limb  should  be  sufficiently  bulky  not  to  fit  into 
the  angle  of  flexion,  as  in  Thomases  Betrofiexion  Pessary  (fig.  81). 
Occasionally  a  Hodge,  with  india-rubber  tubing  in  place  of  the  solid 
posterior  limb,  will  be  tolerated  with  less  inconvenience  than  an 
ordinary  Hodge.  Even  the  same  instrument  differently  shaped  will 
sometimes  make  a  great  difference  as  regards  the  comfort  with  which 
it  is  worn. 

Frequent  resort  to  the  semi-prone  or  knee-shoulder  posture,  in- 
jection of  hot  water,  regulation  of  the  bowels,  rest  at  the  menstrual 
epochs,  and  avoidance  of  all  causes  of  excitement  or  fatigue,  should 
still  be  observed. 

Any  granular  degeneration  of  the  cervical  mucous  membrane,  or 
endometritis,  should  be  treated  by  appropriate  remedies,  so  as  to 
remove  all  sources  of  irritation.  Tampons  of  oakum  or  cotton-wool 
saturated  with  glycerine,  or  with  carbolised  or  iodised  glycerine,  may 
still  be  employed  to  lessen  the  balk  of  the  uterus. 

The  employment  of  skirt-supporters  or  garment-suspenders,  the 
avoidance  of  tight-lacing,  lifting  heavy  weights,  or  prolonged  exertion, 
should  be  insisted  upon,  and  every  other  precaution  taken  to  aid  the 
mechanical  treatment. 

Medical  treatment  should  not  be  forgotten,  but  carried  out  con- 
jointly with  surgical  aid. 

In  many  of  the  cases  of  acute  retroflexion  associated  with  metritis, 
the  administration  of  the  liquor,  hyd.  perchlor.  5j,  pot.  iod.  gr.  iij-v, 
tinct.  nucis  vom.  n^x,  tinct.  cinch,  co.  nixx,  with  inf.  aur.  co.  or 
aqu.  chlorof.  proves  very  beneficial.  In  others  a  combination  of 
the  pot.  bromid.  gr.  x-xx,  with  ext.  ergot,  liq.  nixv-xx,  and  cin- 
chona, serves  to  allay  the  nervous  disturbance  and  reduce  the  bulk 
of  the  uterus.  Iron,  as  a  rule,  should  not  be  given,  as  it  tends  to 
increase  the  congestion  of  the  uterus  and  produce  constipation.  But 
where  the  patient  is  very  anaemic  from  the  menorrhagia,  and  the 
uterus  has  been  restored  to  its  proper  position  and  the  congestion 
diminished,  some  of  the  lighter  forms,  such  as  the  acetate,  citrate, 
phosphate,  or  tartrate  may  be  given,  or  the  arseniate,  saccharated 
carbonate,  iodide,  or  reduced  iron,  if  prefeired. 
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Local  pain  or  discomfort  may  be  relieved  by  means  of  morphia, 
moi'phia  and  atropine,  conium,  belladonna,  or  other  form  of  sup- 
pository or  pessary.  A  small  enema  of  starch  and  laudanum  often 
proves  as  efficacious  as  anything. 

Posture  should  always  be  tried  first.  Dull  heavy  aching  pain  in 
the  back  or  sacrum,  with  sense  of  dragging,  bearing  down,  or  other 
form  of  discomfort,  may  often  be  effectually  relieved  by  resorting  to 
the  genu-pectoral  or  semi-prone  position.  This  especially  applies  to 
cases  where  distress  is  complained  of  after  insertion  of  a  Hodge's 
pessaiy. 

Primary  or  congenital  retroflexion  is  commonly  associated  with 
stenosis  of  the  external  os  uteri.  This  in  single  women  aggravates 
considerably  the  dysmenorrhoea,  and  in  married  patients  conduces  to 
the  production  of  dyspareunia  and  sterility.  Bilateral  incision  of  the 
cervix  is  generally  indicated, 
and  should  be  peiformed  in  the 
manner  described  when  speak- 
ing of  malformations  of  the 
uterus. 

The  treatment  for  the  flexion 
will  be  similar  to  that  sug- 
gested for  the  secondaiy  form  : 
posture,  replacement,  a  Hodge's 
pessary,  &c. 

Gutter^s  Pessary  for  Retro- 
flexion (fig.  82),  as  modified  by 
Thomas,  may  sometimes  be 
found  of  service  in  cases  where 
the  vagina  is  so  relaxed  that 
an  ordinary  Hodge  cannot  be 
retained,  or  where  the  posterior 
cul-de-sac  is  very  shallow.  The 
curved  stem  passes  over  the 
perineum,  and  is  attached  to  a  waistband.  It  is  less  dangerous  than 
any  of  the  forms  of  intra  uterine  stems  connected  with  external  sup- 
ports, but  is  still  not  free  from  risk,  in  that  shocks  are  readily  com- 
municated to  the  fundus  when  the  patient  sits  down,  or  from  jolting 
in  driving,  &c. 

Some  care  will  be  needed  in  teaching  the  jDatient  how  to  insert  it, 
so  that  the  upper  portion  passes  behind  the  cervix.  It  should  be 
removed  at  bedtime  and  replaced  in  the  morning. 

After  wearing  one  of  these  for  a  few  weeks,  the  posterior  cul-de- 
sac  often  becomes  sufficiently  stretched  to  allow  of  a  Hodge  being 
retained  in  situ. 

Intra-Uterine  Pessaries  or  stems  will  rarely  be  required  in  cases 
of  retroflexion,  if  only  a  moderate  amount  of  skill  and  patience  be 
exercised  in  carrying  out  the  indications  suggested. 

Still  there  will  occasionally  be  found  cases  so  intractable,  more 
especially  of  the  congenital  form,  where  the  os  is  very  small,  the 
vaginal  cervix  so  short,  the  posterior  cul-de-sac  so  shallow,  or  the 

H  2 


Fig.  82.— Thomas's  Modification  of 
Cutter's  Pessary, 
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vagina  so  lax,  that  an  ordinary  Hodge's  pessary  cannot  be  retained, 
and  the  flexion  persists,  spite  of  all  our  efforts  to  the  contrary. 

As  we  have  considered  at  length  the  indications  for  the  employ 
ment  of  intra-uterine  stems,  the  precautions  requisite  to  be  observed, 
and  other  matters  pertaining  to  this  subject,  when  speaking  of  ante- 
flexion, the  reader  is  referred  to  this  for  further  details. 

A  simple  vulcanite  or  silver  stem,  or  a  self-retaining  one,  such  as 
Wright's,  or  Chambers's  modification  of  it  (fig.  83),  may  be  inserted, 
and  thus  convert  a  case  of  retroflexion  into  one  of  retroversion.  If  a 
Hodge's  lever  pessary  be  now  introduced,  the  fundus  will  be  carried 
upwards  and  forwards.  Both  the  flexion  and  version  are  thus  over- 
come, Avithout  exposing  the  patient  to  unnecessary  risk,  as  too  often 


Fig.  83, — Chambers's  Fig.  84. — Meadows's  Vvxlcanite 

Intra-uterine  Stem.  Stem  and  Support. 

happens  when  the  intra-uterine  stem  forms  part  of  a  vaginal  or 
external  pessary. 

Numerous  ingenious  contrivances  have  been  devised  to  overcome 
the  difficulty  often  experienced  of  keeping  the  uterus  straight  and  the 
fundus  elevated.  Meadoivs' s  Vulcanite  Stem  and  Supjwrt  (fig,  84) 
consists  of  an  intraruterine  stem  attached  to  a  kind  of  Hodge's  pessary. 
To  insert  it  the  stem  can  be  drawn  down  in  a  line  with  the  Hodge, 
and  is  fitted  on  to  a  long  probe  or  sound,  which  guides  the  stem  into 
the  uterus.  On  withdrawal  of  the  sound,  the  elastic  band  pulls  the 
stem  at  right  angles  to  the  pessary,  elevating  and  straightening  the 
body  of  the  uterus.  The  i-ounded  extremity  of  the  vaginal  pessary  is 
directed  forwards  towards  the  pubes.  The  patient  should  be  carefully 
watched  whilst  wearing  it,  lest  mischief  arise  from  iindue  pressure. 
To  withdraw  it  the  finger  must  be  passed  into  the  rounded  extremity, 
and  traction  exerted  downwards. 
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CHAPTER  VII. 
DISPLACEMENTS  OF  THE  VTERJJS— Continued. 

Inversion  of  the  Uterus. 

Inversion. — This  form  of  displacement  is  fortunately  not  of  fre- 
quent occurrence.  When  complete,  the  uterus  is  simply  turned 
inside  out,  so  that  the  inner  surface  becomes  the  outer,  the  normal 
intra-uterine  cavity  disappearing  and  another  cavity  forming  above 
from  depression  of  the  fundus,  so  that  the  external  surface  of  the 
normal  uterus  becomes  the  internal  suiface  of  the  inverted  uterus. 

The  cavity  above  contains  a  portion  of  the  Fallopian  tubes  and  of 
the  round  ligaments,  which  are  dragged  in  by  the  descent  of  the  fun- 
dus uteri.  In  cases  of  acute  inversion  following  parturition,  the 
ovaries  may  be  drawn  into  the  cavity  and  even  coils  of  intestine ;  but 
after  involution  of  the  uterus  has  taken  place  and  the  case  becomes 
chronic,  this  complication  is  not  often  met  with. 

Varieties. — The  displacement  may  be  either  partial  or  complete. 
Crosse  speaks  of  three  degrees. 

1  St.  Depression,  where  the  fundus  or  placental  site  falls  inwards, 
projecting  in  the  cavity  of  the  uterus. 

2nd.  Introversion  or  intussusception,  the  fundus  not  reaching  be- 
yond the  OS  uteri  (fig.  85). 

3rd.  Perversion,  where  the  fundus  passes  through  the  os  uteri, 
(fig.  86),  the  cervix  and  os  being  inverted  in  extreme  cases,  so  that 
not  even  a  groove  remains  between  the  inverted  cervix  and  the 


Fig.  85. — Intkoversion.  Fig.  86. — Perversion. 

Illustratinsf  the  Deg:rees  of  Inversion  of  the  Uterus.  (From  Crosse.) 
a.  The  Inverted  Fundus,  h.  The  Natural  Cavity,  c.  The  Vagina. 
d.  The  Upper  Margin  of  the  Cup  formed  by  the  Inverted  Fundus  Uteri. 
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vaginal  vault.  This  condition  may  be  comi^licated  by  extrusion  of 
the  inverted  fundus  beyond  the  vulva. 

Inversion  may  be  acute  or  chronic,  or  sudden  or  gradual.  The 
acute  form,  where  the  fundus  becomes  rapidly  inverted  at  the  time  of 
parturition,  ends  with  the  completion  of  involution  of  the  uterus,  and 
belongs  more  to  obstetrics.  The  chronic  form,  dating  from  the  com- 
pletion of  involution,  or  occurring  independently  of  parturition,  is  that 
which  will  be  considered  now. 

Causation. — In  order  that  inversion  can  take  place,  there  must 
be  relaxation  and  inertia  of  the  uterine  walls,  with  considerable  en- 
largement of  the  cavity  combined  with  downward  traction  or  pressui-e 
on  the  fundus.  At  the  time  of  parturition,  traction  upon  the  funis 
when  the  placenta  is  adherent,  or  immoderate  pressure  upon  the  fundus 
uteri  by  the  hand  externally,  through  the  abdominal  walls,  or  the 
mere  weight  of  the  placenta  itself,  will  generally  be  found  to  be  the 
exciting  cause.  When  the  uterus  is  relaxed,  as  occurs  shortly  after 
pnrturition,  the  mere  act  of  sneezing,  coughing,  or  any  muscular 
effort,  may  be  sufficient  to  produce  inversion. 

In  the  non-puerperal  state,  the  presence  of  a  submucous  fibroid 
or  fibroid  polypus  may  exert  traction  upon  the  fundus,  depressing 
this  until  the  uterus,  stimulated  by  the  foreign  body,  endeavours  to 
expel  this,  and  so  causes  a  still  greater  amount  of  inversion. 

Syrnjytoms. — When  acute  or  sudden  inversion  occurs  at  the  time 
of  parturition,  there  is  generally  evidence  of  severe  shock  with  col- 
lapse, alarming  distress,  vomiting,  clammy  sweats,  restlessness,  fre- 
quently attended  by  sudden  and  profuse  haemorrhage  with  a  sensation 
as  of  *  her  inside  coming  out.'  The  uterus  is  discovered  occupying  the 
vagina,  or  even  protruded  beyond  the  vulva,  covered  by  the  placenta. 

If  the  nature  of  the  case  be  not  discovered  at  the  time,  the  pro- 
cess of  involution  may  occur,  the  uterus  gradually  diminishing  in  size 
until  it  retreats  within  the  vagina,  and  it  then  constitutes  chronic 
inversion. 

The  symptoms  of  chronic  inversion  are  monorrhagia,  or  more  or 
less  constant  hsemorrhage,  mucopurulent  leucorrhoea,  dragging  pains 
in  the  back  and  loins,  rectal  or  vesical  tenesmus,  bearing  down,  diffi- 
culty in  locomotion,  and  a  general  state  of  ancemia. 

Results. — As  long  as  the  tumour  remains  within  the  vagina,  it 
generally  gives  rise  to  expulsive  efforts.  The  inverted  mucous  mem- 
brane becomes  inflamed  or  even  abraded,  profuse  leucorrhoeal  discharge 
and  often  haemorrhage  resulting.  When  forced  beyond  the  vulva, 
chronic  inflammation  with  induration  of  the  parts  ensues,  the  surface 
becomes  dry  from  exposure,  often  ulcerated,  and  occasionally  slough- 
ing of  the  mass  ensues. 

With  the  progressing  senile  atrophy  which  occurs  after  the  cli- 
macteric period,  all  acute  symptoms  may  subside  and  toleration 
become  established. 

Diagnosis. — This  is  not  so  easy  as  at  first  sight  might  appear. 
The  recently  inverted  uterus  has  been  torn  away  by  the  attendant, 
and  even  forceps  applied  to  drag  it  away  on  the  supposition  that  it 
was  the  head  of  a  second  foetus.    In  the  chronic  stage,  when  the  in- 
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version  is  more  or  less  complete,  it  has  frequently  been  mistaken  for 
a  polypus  and  removal  attempted. 

In  recent  or  acute  inversion,  the  history  of  a  sudden  shock  or  col- 
lapse following  parturition,  the  presence  of  the  utei'us  at  or  beyond 
the  vulva,  the  absence  of  the  fundus  behind  the  pubes,  the  detection 
of  a  circular  ring  or  pit  in  place  of  the  firm  round  ball  usually  felt, 
will  generally  indicate  the  nature  of  the  case.  The  inverted  uterus, 
about  the  size  of  a  foetal  head,  is  painful  to  the  touch,  has  a  vascular 
velvety  surface,  bleeding  readily  on  the  slightest  touch ;  alternate 
contractions  and  relaxations  may  frequently  be  noticed,  inducing 
characteristic  changes  of  size  and  consistence,  such  as  can  only  occur 
in  the  case  of  the  uterus. 

In  the  chronic  stage,  the  following  are  the  points  of  difference 
between  polypus  and  inversion  : — 


Polijims. 

The  uterine  sound  passes  1\ 
inches  or  more  beyond  the  edge 
of  the  cervix. 


Inversion. 

Sound  seldom  passes  beyond 
an  inch,  generally  arrested  at 
neck. 


Fig.  87. — Polypus. 

Tumour  pyriform  in  shape, 
neck  narrow. 


Size  varies  much. 
No  cords  felt. 

On  conjoined  manipulation, 
fundus  uteri  detected. 


Fig.  88. — Inversion. 


Tumour  flattened  anteriorly 
and  posteriorly,  largest  point  is 
lowest,  neck  comparatively  large, 
encircled  by  a  thickened  ring  or 
ridge  if  inversion  complete. 

Size  scarcely  larger,  and  often 
smaller,  than  in  natural  state. 

The  stretched  round  ligaments 
may  be  felt  within  the  tumour. 

A  cup-shaped  depression  or 
ring  detected  if  abdominal  walls 
lax. 


104 


DISPLACEMENTS  OF  THE  UTERUS. 


Polyjms. 

On  rectal  examination,  finger 
reaches  only  up  to  body  of  uterus  ; 
the  fundus  can  be  felt  by  pressing 
over  lower  abdomen. 

Growth  non-sensitive,  even 
on  rough  manipulation ;  may  be 
removed  without  causing  pain. 


Inversion. 

Finger  can  be  passed  above 
the  tumour. 


Tumour  very  sensitive,  es- 
pecially if  a  ligature  be  applied  to 
its  neck  with  a  view  to  removal. 


By  introducing  a  male  catheter  into  the  bladder  and  directing  its 
end  downwards  and  backwards,  in  case  of  inversion  the  point,  carry- 
ing the  coats  of  the  bladder  before  it,  will  enter  the  peritoneal  cul-de- 
sac  formed  by  the  inversion,  and  be  felt  by  the  finger  in  the  vagina 
through  the  coats  of  the  inverted  organ.  Again,  by  a  similar  method, 
the  end  of  the  catheter  may  be  directed  backwards,  so  as  to  bring  it 
to  project  in  the  rectum,  where  a  finger  will  feel  it  with  only  the  coats 
of  the  rectum  and  bladder  intervening  in  case  of  inversion ;  but  if  the 
firm  resisting  uterus  be  there,  as  in  case  of  polypus,  the  end  of  the 
catheter  will  not  be  felt. 

If  doubt  as  to  the  nature  of  the  vaginal  tumour  still  exists,  an- 
aesthesia may  be  produced,  and  rectal  exploration  by  insertion  of  the 
hand  carried  out,  so  as  to  map  out  the  contour  of  the  uterus. 

In  rare  instances  adhesion  between  the  pedicle  of  a  polypus  and 
the  cervical  canal  may  take  place,  preventing  the  passage  of  the  sound, 
and  so  leading  to  the  belief  of  inversion  being  present. 

When  inversion  is  produced  by  a  polypus  attached  near  the  fun- 
dus, it  may  be  exceedingly  difficult  to  diagnose  the  complication, 
or  to  decide  where  the  polypus  commences  and  the  uterine  wall 
ends. 

Partial  or  incomplete  inversion  may  be  difficult  to  diagnose  from  a 
submucous  fibroid  growth.  Attention  to  the  following  points  will 
generally  enable  a  diagnosis  to  be  made  : — 


Fibroid. 

Sound  passes  normal  length 
or  even  more. 


Inversion. 

Sound  passes  less  than  normal 
distance. 


Fig.  89.— SubmucoiiS  Fibroid  of  Uterus. 


Fig.  90. — Partial  Inversion  of  Uterus. 


TEEATMENT  OF  INVERSION. 


105 


Fibroid. 

Conjoined  manipulation  de- 
tects fundus  uteri  in  normal  po- 
sition and  of  normal  shape. 

Growth  insensible  to  touch. 

History  of  gradUal  develop- 
ment. 

May  occur  in  nullipara. 


Inversion. 

Depression  of  fundus  de- 
tected, on  conjoined  manipula- 
tion i 

Tumour  sensitive  to  touch. 
More  sudden  development. 

Generally  follows  parturition. 


From  prolapsus  uteri  inversion  may  readily  be  distinguished  by 
the  OS  uteri  being  detected  at  the  lowest  point  of  the  tumour,  through 
which  the  uterine  sound  may  be  passed  the  normal  distance  or  more 
in  case  of  prolapsus; 

Prognosis. — This  is  at  all  times  serious.  One  third  of  the  cases 
reported  have  proved  fatal  within  one  month.  Death  may  result 
from  prolonged  hsemorihage,  exhaustion,  sloughing,  or  gangrene. 

The  difficulty  of  forming  a  correct  diagnosis  is  an  element  of 
danger ;  rupture  of  the  vagina  from  forcible  attempts  at  reduction  is 
another ;  and  removal  by  the  ecraseui',  on  the  supposition  that  the 
tumour  is  a  polypus,  is  also  to  be  borne  in  mind. 

Owing  to  the  improved  methods  of  treatment  lately  devised  for 
the  relief  of  inversion,  a  much  more  favourable  expectation  of  reduc- 
tion, with  a  corresponding  decrease  in  the  mortality,  may  fairly  be 
looked  forward  to. 

Treatment:- — If  acute  inversion  occur  immediately  or  shortly  after 
labour,  the  placenta  remaining  attached,  peel  this  off  rapidly  but 
carefully,  apply  counterpressure  above  the  pubes  to  avoid  rupturing 
the  vagina,  then  press  the  fist  or  the  fingers  formed  into  a  cone  upon 
the  lowest  portion  of  the  fundus,  and  press  steadily  upwards,  back- 
wards, and  to  one  side,  so  as  to  avoid  the  sacral  promontory. 

Where  uterine  action  is  present  and  the  cervix  and  os  are  con- 
stringing  the  inverted  portion,  we  must  then  endeavour  to  replace 
that  part  first  which  came  down  last,  by  grasping  the  upper  portion 
of  the  mass  and  pressing  steadily  upwards,  forwards,  and  to  one 
side. 

Chloroform  may  be  administered  if  uterine  action  be  strong,  and 
the  patient  should  be  placed  in  the  semi-prone  position.  It  will  be 
use] ess  now  endeavouring  to  indent  the  fundus,  as  we  thereby  double 
the  thickness  of  the  uterine  wall  that  has  to  be  passed  through  the 
constriction. 

In  chronic  inversion,  where  the  process  of  involution  has  been 
completed,  we  must  not  attempt  immediate  reduction  by  forcible 
taxis,  or  we  shall  run  great  risk  of  rupturing  the  vagina.  Prolonged 
elastic  pressure  by  suitable  mechanical  contrivances  must  now  be 
tried.  This  may  be  combined  with  the  taxis  at  appropriate  intervals, 
or  to  complete  the  rieduction. 

An  air-ball  pessary  passed  into  the  vagina  and  inflated,  supported 
by  a  perineal  bandage,  may  first  be  tried.  Where  this  fails,  or  only 
partially  succeeds,  efforts  at  digital  compression,  for  short  intervals  at 
a  time,  may  be  resorted  to,  continuous  elastic  pressure  being  per- 
severed with  steadily  in  the  meantime. 
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The  most  ingenious  and  successful  apparatus  is  Aveling^s  Uterine 
J^epositor  (fig.  91),  with  a  compensating  perineal,  and  a  pelvic  curve. 
The  cup-shaped  disc  is  applied  to  the  inverted  fundus,  the  lower  end 
of  the  repositor  is  secured  by  four  elastic  bands  which  are  attached 
to  a  waist  belt,  held  in  place  by  shoulder 
straps.  The  amount  and  direction  of  the 
pressure  is  regulated  by  adjusting  the  straps, 
the  fundus  being  pressed  upwards  and  for- 
wards in  a  direct  line  with  the  axis  of  the 
uterus  and  the  pelvic  inlet. 

When  reduction  has  been  partially  ac- 
complished by  this  process,  a  smaller  disc 
jnust  be  applied  which  will  pass  i-eadily 
through  the  os  uteri. 

It  is  better  to  keep  the  patient  in  bed, 
and  if  much  distress  be  occasioned,  employ 
morphia  injections  subcutaneously,  or  mor- 
phia suppositories,  to  enable  her  to  tolerate 
the  pressure,  deduction  is  usually  accom- 
plished within  forty-eight  hours,  and  often 
takes  place  suddenly  with  a  jerk  at  last. 
Adhesions  are  extremely  rare,  and  for  all 
practical  purposes  the  pqssibility  of  their 
presence  may  be  igno^:ed. 

In  practice  it  will  be  found  that  this 
process,  if  only  properly  directed,  is  sufficient 
— Aveling's  Uterine  to  overcome  the  most  chronic  inversion. 
Repositor.  ^^^j^y      ^^jj     mention  other  methods 

that  have  from  time  to  time  been  employed,  so  that  the  practitioner 
may  know  what  has  been  done  in  attempting  to  reduce  this  form  of 
displacement  of  the  uterus. 

Pressure  may  be  applied  by  means  of  a  vaginal  stem  with  a  cup 
or  bulb-shaped  extremity,  to  which  a  small  india-rubber  disc  pessary 
has  been  cemented,  similar  to  those  employed  in  cases  of  procidentia. 
A  Cutter's  pessaiy  answers  the  purpose.  An  ordinary  stethoscope 
with  a  perineal  band  to  support  it  may  be  employed  if  no  other 
suitable  instrument  be  at  hand. 

Where  constriction  of  the  external  os  offers  considerable  resist- 
ance to  attempts  at  reduction,  the  method  of  Dr.  Hicks  may  be  tried. 
This  consists  in  distending  the  vaginal  vault  by  means  of  a  hollow 
annular  elastic  pessary,  used  in  conjunction  with  direct  pressure  on 
the  fundus,  s:o  as  to  stretch  open  the  os. 

Dr.  Noeggerath  suggests  compressing  the  uterine  body  opposite 
to  each  horn  by  means  of  the  finger,  so  as  to  indent  one  of  these,  and 
thus  offer  to  the  cervical  canal  a  wedge,  which  passes  up  and  is  fol- 
lowed rapidly  by  the  other  horn,  and  the  whole  body.  This  method 
is  specially  applicable  when  the  fundus  has  been  carried  up  within 
the  OS  but  resists  further  reduction. 

Dr.  Barnes,  after  trying  continuous  elastic  pressure  with  occa- 
sional attempts  by  taxis,  draws  down  the  tumour  to  the  vulva  by 
passing  a  sling  noose  of  tape  round  it,  thus  putting  the  neck  on  the 
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stretch,  then  makes  two  incisions  about  a  third  of  an  inch  deep,  one 
on  each  side,  in  a  longitudinal  direction  across  the  fibres  of  the 
cervical  sphincter.  Then  compressing  the  uterus  with  the  left  hand, 
and  supporting  the  os  viteri  by  the  fingers  of  the  right  hand,  through 
the  abdominal  wall,  the  uterus  is  replaced.  He  suggests  that  this 
method  should  only  be  resorted  to  after  a  full  trial  of  continual 
elastic  pressure  with  occasional  attempts  by  taxis,  and  that  the  re- 
inversion  should  be  trusted  to  sustained  elastic  pressure. 

Forcible  taxis,  by  endeavouring  to  overcome  resistance  by  sheer 
force  rapidly  applied,  is  attended  by  far  too  great  risk  to  be  con- 
sidered as  a  justifiable  operation  in  the  majority  of  instances. 

It  is  impossible  to  restrict  the  amount  of  force  within  safe  limits, 
and  the  parts  will  not  sustain  more  than  a  certain  amount  of  violence 
without  laceration.  Death  has  frequently  resvilted  from  a  resort  to 
this  method.  The  experience  of  late  years  as  to  the  safety  and 
efficacy  of  persistent  elastic  pressure  should  encourage  us  to  confine 
our  etfoi'ts  to  wearing  out  resistance  by  gentle,  long-sustained  pres- 
sure and  not  to  attempt  forcible  reduction. 

Bai-rier  effected  reduction  by  grasping  the  inverted  nterus  in  the 
hand,  pressing  the  thumb  against  the  fundus,  and  forcing  the  neck 
against  the  curve  of  the  sacrum  as  a  point  of  resistance. 

Courty  recommended  passing  two  fingers  up  the  rectum,  dipping 
them  into  the  cervical  ring,  and  thus  gaining  a  point  of  resistance. 

Thomas  has  twice  tried  opening  the  abdomen,  dilating  the  cervix 
from  above,  by  a  kind  of  glove- stretcher,  and  rein  verting  the  fundus  ; 
but  the  operation  seems  to  be  more  dangerous  even  than  amputation, 
and  at  present  can  scarcely  be  recommended. 

White  constructed  a  uterine  repositor  having  a  spiral  spring  of 
steel  wire  at  the  outer  end.  The  uterine  extremity  is  expanded  and 
hollowed  to  receive  the  fundus,  and  is  tipped  with  soft  rubber.  This 
is  supported  on  a  stem  of  wood  slightly  curved. 

The  hand  being  passed  into  the  vagina,  the  uterine  cup  of  the 
repositor  is  then  adapted  to  the  fundus,  where  it  is  held  by  the  hand. 
The  spring  is  then  placed  against  the  breast  of  the  operator,  keeping 
up  a  pressure  of  eight  or  ten  pounds.  Counterpressure  to  prevent 
too  great  strain  upon  the  vagina  is  made  by  the  hand  outside,  so  that 
the  fingers  dip  into  the  inverted  uterus. 

Amjmtation  of  the  inverted  uterus  has  been  recommended  and 
practised,  but  cannot  be  regarded  as  a  scientific  proceeding,  nor, 
with  the  improved  methods  of  accomplishing  reduction  by  means  of 
continuous  elastic  pressure,  can  it  now  be  regarded  as  a  justifiable 
proceeding  except  in  very  rare  cases  where  efforts  at  reduction  have 
been  tried  by  some  competent  operator,  and  failed,  and  the  patient's 
life  is  threatened. 

The  operation  itself  is  attended  by  risk,  first  of  hjemorrhage,  then 
of  shock,  and  as  a  direct  communication  is  established  with  the  peri- 
toneal cavity,  acute  peritonitis  is  not  infrequent.  It  should  never 
be  undertaken  until  return  of  the  displacement  has  been  proved  to 
be  impossible,  nor  even  then  unless  every  appliance  with  competent 
assistance  be  at  hand  in  the  event  of  haemorrhage  occurring. 

Having  drawn  down  the  tumour  and  passed  a  ligature  through 
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the  base  so  as  to  retain  full  control  over  the  stump,  the  galvanic  or 
the  wire  ecraseur  is  then  applied  and  gradually  tightened  until  the 
lower  portion  is  removed.  If  haemorrhage  occur  this  must  be 
arrested  by  the  actual  cautery,  styptics,  or  sutures  passed  through 
the  divided  edges  of  the  cervix  so  as  to  secure  the  bleeding  vessels. 

M'Clintock  has  tried  strangulating  the  neck  by  means  of  a 
ligature,  left  on  for  a  few  days,  and  then  removing  the  uterus  below 
by  the  chain  ecraseur ;  this  lessens  the  risk  of  haemorrhage  con- 
siderably, and  is  a  mode  of  operation  which  may  safely  be  recom- 
mended. 

Where  reduction  cannot  be  accomplished ^  and  amputation  is  not 
resorted  to  for  various  reasons,  we  may  be  called  upon  to  arrest  the 
haemorrhage  that  is  generally  the  chief  symptom.  This  may  best  be 
done  by  steeping  a  narrow  bandage,  half  an  inch  broad,  in  some 
strong  styptic  solution,  such  as  alum  1  in  12,  sulphate  of  zinc  1  in 
2,  perchloride  or  persulphate  of  iron  1  in  2 ;  tannin  1  in  4  (gly- 
cerine) ;  and  then  wrapping  it  tightly  round  the  inverted  organ.  If 
this  remain  within  the  vagina,  strong  astringent  injections  may  be 
employed.  If  this  be  insufficient,  the  surface  may  be  painted  over 
with  the  solid  nitrate  of  silver,  strong  carbolic  acid,  potassa  fusa,  or 
the  actual  cautery^  so  as  to  alter  profoundly  the  structure  of  the 
mucous  membrane  and  restrain  further  heemorrhage. 
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CHAPTER  VIII. 

MENSTRUATION  AND  VASCULAR  DISORDERS  OF  UTERUS. 

Before  entering  upon  the  consideration  of  the  vascular  disorders  of 
the  uterus,  it  is  essential  to  understand  the  normal  functions  of  the 
organ. 

Menstruation. — Menstruation  consists  in  a  periodic  discharge  of  a 
sanguineous  fluid  from  the  mucous  membrane  lining  the  body  of  the 
uterus,  recurring  at  regular  intervals  of  about  a  month,  dui'ing  the 
period  of  sexual  activity  in  women,  except  during  pregnancy  and 
lactation. 

The  terms  catamenia,  the  name  given  by  Aristotle,  the  monthly 
period,  the  menses,  the  courses,  &c.,  are  also  employed  to  designate 
the  menstrual  flow.  The  flow  has  been  regarded  as  a  secretion  and 
as  a  simple  haemorrhage.  It  is,  however,  a  secretion  only  in  so  far  as 
it  contains  mucus,  and  it  is  something  more  than  a  simple  haemor- 
rhage. According  to  John  Williams,  immediately  before  menstrua- 
tion is  about  to  take  place,  the  inner  surface  of  the  body  of  the  uterus 
is  found  to  be  soft,  pulpy,  and  swollen.  This  is  due  to  the  presence 
of  a  membrane  known  as  the  decidua  menstrual  is,  lining  the  cavity. 
The  decidua  just  before  menstruation  is  pulpy  in  consistence.  It  is 
applied  directly  to  the  muscular  wall  of  the  uterus,  without  the  inter- 
vention of  a  layer  of  connective  tissue,  though  there  is  an  abrupt 
distinction  between  the  two  at  their  line  of  union. 

The  decidua  is  thickest  at  the  fundus  and  the  upper  parts  of  the 
anterior  and  posterior  walls  of  the  uterus,  where  it  measures  one- 
fourth  of  an  inch,  and  sometimes  more,  in  depth ;  it  is  thinnest  along 
the  borders  of  the  organ,  in  the  cornua,  and  just  above  the  os  inter- 
num. It  is  composed  of  a  superficial  layer  of  columnar  epithelium, 
tubular  glands  lined  by  ciliated  columnar  epithehum,  blood-vessels, 
nerves,  and  lymphatics,  embedded  in  a  soft  tissue,  which  again  is 
formed  of  round  and  fusiform  cells  lying  in  a  transparent  structure- 
less matrix.  The  glands  do  not  terminate  at  the  line  of  union  of  the 
decidua  and  muscularis,  but  penetrate  deeply  into  the  latter  structure. 
The  decidua  attains  the  highest  development  of  which  it  is  capable  in 
the  unimpregnated  uterus  just  before  a  menstrual  flow.  At  this 
time  its  elements,  matrix,  cells,  walls  of  blood-vessels,  &c.,  undergo 
fatty  degeneration.  In  consequence  of  this  degeneration,  and  of  the 
contraction  of  the  uterine  wall,  the  decidua  becomes  greatly  con- 
gested, the  walls  of  its  blood-vessels  yield,  and  blood  becomes  efi"used 
into  its  superficial  layer.  After  this  has  taken  place,  the  whole  of 
the  membrane  undergoes  rapid  disintegration  and  dissolution,  and  is 
ultimately  carried  away  as  debris  in  the  menstrual  fiuid.  By  this 
process  all  the  vessels  of  the  decidua,  which  run  more  or  less  per- 
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pendicularly  to  the  inner  surface  of  the  uterus — both  arteries  and 
veins — -are  laid  open,  and  haemorrhage — the  haemorrhage  of  menstrua- 
tion— follows. 

Menstruation  is  not,  therefore,  a  separation  of  blood,  or  of  blood 
and  mucus  simply,  from  the  body  of  the  uterus,  but  the  molecular 
removal  of  a  tissue  which  has  become  useless ;  and  the  haemorrhage 
is  the  result  of  the  destructive  process  by  which  the  useless  mateiial 
is  removed  from  the  body.  It  is  the  terminal  change  of  a  cycle,  be- 
ginning with  the  development  of  a  new  decidua  and  ending  with  its 
destruction.  Aveling  describes  this  as  a  process  of  denidation,  as  it 
is  the  carrying  away  of  a  nidus  prepared  for  the  reception  of  an 
impregnated  ovum  ;  while  the  process  of  growth  by  which  a  decidua 
is  formed  during  every  intermenstrual  interval  is  called  nidation. 

It  has  generally  been  believed  that  menstruation  was  the  result 
of  an  ovarian  influence,  and  that  this  influence  emanated  from  the 
maturation  and  rupture  of  a  G-raafian  follicle  ;  and  in  accordance  with 
this  view  it  was  long  maintained  that  a  Graafian  vesicle  ruptured 
with  every  menstrual  epoch.  It  cannot  be  doubted  that  an  ovum  is 
discharged,  in  the  great  majority  of  cases,  in  connection  with  men- 
struation ;  at  the  same  time  it  must  be  stated  that  a  considerable 
number  of  cases  have  been  recorded  in  which  menstruation  had 
taken  place  unaccompanied  by  maturation  and  rupture  of  an  ovarian 
vesicle,  and  these  cases  are  sufficient  to  show  that  menstruation  is 
independent  of  the  discharge  of  ova. 

It  was,  and  is  still,  generally  maintained  that  in  the  absence  of 
the  ovaries  menstruation  is  impossible,  but  since  ovariotomy  has  been 
so  widely  practised,  several  cases  have  been  observ^ed  in  which  both 
ovaries  have  been  removed,  and  yet  menstruation  has  continued  to 
recur  regularly  for  years.  Still  it  may  be  affirmed  as  a  general  law 
that  when  the  ovaries  are  extirpated,  or  become  atrophied,  men- 
struation does  not  reappear.  In  women  whose  ovaries  are  not 
developed,  or  where  they  have  been  removed  before  puberty,  men- 
struation does  not  occur.  This  may  be  explained  by  the  fact  that  a 
stimulus  to  the  nervous  system  originating  in  the  ovaries  is  requisite 
for  the  establishment  of  menstruation,  and  the  recurrence  of  this 
function  after  the  removal  of  the  ovaries  is  due  to  the  habit  of 
periodicity  acquired  during  the  ovarian  activity. 

Facts  have  been  observed  proving  that  ovulation  may  occur  with- 
out menstruation,  and  equally  that  menstruation  may  take  place 
without  any  evidence  of  ovulation  on  the  most  careful  examination 
post  mortem.  Women  who  have  never  menstruated  have  conceived, 
and  even  conception  during  lactation,  whilst  menstruation  is  sus- 
pended, is  not  uncommon. 

The  association  of  ovulation  with  menstruation,  although  by  no 
means  an  invariable,  is  still  the  general  rule.  The  maturation  of  ova, 
and  most  frequently  their  dehiscence,  although  revealed  generally 
by  the  appearance  of  the  catamenia,  may  still  occur  in  the  intei'- 
menstrual  intervals,  certain  conditions  accelerating  or  retarding  their 
development.  The  influence  of  the  hyperaemia  induced  by  coitus 
may  hasten  the  maturation  of  ova  and  especially  their  escape  from 
the  ovary.    Conception  is  possible  at  any  stage  of  the  intermenstrual 
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period,  though  menstruation  being  the  natural  epoch  for  the  escape 
of  ova,  conception  is  most  likely  to  occur  about  this  time. 

The  first  appearance  of  the  catemenia  generally  takes  place 
between  the  thirteenth  and  fifteenth  year  in  temperate  climates.  It 
may,  however,  appear  as  early  as  the  ninth  or  tenth  year,  or  be  de- 
layed until  the  twentieth  year,  or  even  later.  It  appears  earlier  in 
warm  than  in  cold  climates,  in  the  inhabitants  of  towns  than  in  those 
of  the  country,  in  brunettes  than  in  blondes,  and  in  certain  races 
than  others.  The  exact  time  of  its  advent  in  any  given  instance 
depends  on  the  state  of  the  general  health,  the  development  of  the 
system  generally,  and  the  organs  of  generation  particularly,  luxurious 
living  and  libidinous  excitement  tending  to  forestall  the  ordinary 
period,  whilst  the  contrary  conditions  of  hard  living  and  freedom 
from  sexual  emotion  tend  to  postpone  it. 

Coincid?ntiy  with  the  appearance  of  the  catamenia  we  have  other 
indications  of  puberty,  such  as  development  of  the  mammjB,  hair 
upon  the  pubes,  and  well-marked  changes  in  the  mental  condition  as 
well  as  the  disposition  and  bearing  of  the  girl.  Precocious  menstrua- 
tion is  occasionally  witnessed  in  very  young  girls  and  even  infants, 
the  pelvis  and  breasts  being  unusually  developed,  and  the  stature 
stunted.  Premature  menstruation  is  not  infrequent,  children  as 
young  as  eight  and  ten  years  having  before  now  borne  living  children 
at  full  term.  In  premature  menstruation  the  growth  of  the  body  is 
not  usually  interfered  with. 

The  first  appearance  may  vary  between  the  age  of  thirteen  and 
sixteen  and  a  half  years,  the  extremes  being  eight  to  twenty-five. 

The  cessation  of  menstruation,  which  is  generally  spoken  of  as 
the  climacteric  period,  the  menopause,  or  change  of  life,  generally 
occurs  about  forty-five,  the  average  of  menstrual  life  being  usually 
thirty  years.  A  healthy  woman,  living  the  full  span  of  her  life,  is 
so  organised  that  the  condition  necessary  for  continuing  the  race 
i'ecurs  with  her  nearly  four  hundred  times  during  the  years  of  her 
full  strength.  The  menopause  not  unfrequently  occurs  in  women 
who  present  no  other  signs  of  ill-health  as  early  as  twenty-five  or 
thirty,  and  instances  are  recorded  where  women  have  been  regular  up 
to  sixty  and  even  later.  The  earlier  menstruation  commences  the 
later  is  it  likely  to  be  prolonged,  the  ovarian  activity  in  these  cases 
being  often  well  marked.  The  converse  also  holds  good.  In  cases  of 
super-involution  following  parturition,  the  uterus  becomes  atrophied, 
and  thus  induces  premature  senility.  Instances  of  pregnancy  oc- 
curring late  in  life  are  not  uncommon,  but  '  the  laws  of  physiology, 
the  experience  of  mankind,  and  the  decision  of  courts  of  law  justiify 
a  medical  man  in  declaring  that  a  woman  over  fifty-five  years  of  age 
is  past  the  period  of  child-bearing. 

The  source  of  the  menstrual  blood  is  mainly  from  the  cavity  of 
the  body  of  the  uterus,  that  portion  of  the  internal  surface  of  the 
womb  which  is  lined  with  the  decidual  membrane.  Dr.  Barnes 
states :  '  This  intense  vascular  engorgement  involves  the  ovaries  and 
Fallopian  tubes  as  well  as  the  uterus  :  and  there  is  no  doubt  that 
blood  is  effused  from  the  whole  tract  of  the  tubo-uterine  mucous 
membrane.' 
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The  cervical  mucous  membrane  remains  intact  during  menstrua- 
tion, and  does  not  normally  contribute  in  any  way  to  the  discharge 
of  blood.  The  average  period  of  flow  is  from  three  to  five  days,  but 
it  may  be  prolonged  to  seven  or  eight  without  being  abnormal.  It 
continues  longer,  as  a  rule,  in  women  who  reside  in  towns  than  in 
those  who  live  in  the  country ;  longer  in  small,  delicate,  nervous 
women  than  in  those  who  are  tall,  robust,  and  of  a  sanguine 
temperament ;  longer  also  in  those  who  lead  a  sedentary,  easy,  volup- 
tuous life,  than  in  those  who  follow  active  occupations,  whose  diet  is 
conducive  to  health,  and  whose  manners  are  regular. 

The  typical  periodicity  is  every  twenty-eight  days,  but  varies  from 
three  to  five  weeks. 

The  amount  lost  varies  in  difierent  women,  and  even  at  difierent 
seasons  of  the  year,  or  under  varying  conditions  of  health.  It  is  esti- 
mated that  the  average  loss  is  from  three  to  four  ounces,  though  six 
to  eight  ounces  is  no  unusual  amount  in  some  women.  The  influence 
of  exercise,  and  especially  of  coitus,  in  increasing  the  discharge  is 
often  noticed.  Englishwomen  often  suffer  from  menorrhagia  as  long 
as  they  reside  in  India,  the  flow  diminishing  materially  on  their 
return  to  their  native  country.  Some  periods  are  naturally  profuse, 
others  scanty ;  there  is  no  invariable  uniformity. 

The  menstrual  discharge  consists  of  blood,  the  debris  of  the 
decidua,  mucus,  and  epithelium  from  the  uterus  and  vagina.  Mix- 
ture with  the  acid  vaginal  secretion  prevents  coagulation  as  a  rule, 
but  if  the  flow  be  excessive,  or  retention  within  the  uterus,  from 
stenosis  or  flexion,  occur,  clots  are  found.  Normally  there  should  be 
neither  shreds  nor  clots. 

Menstruation  being  normally  a  physiological  process,  little  or  no 
discomfort  is  experienced  by  women  in  a  state  of  health ;  but  where 
the  condition  of  the  general  health  is  deteriorated,  or  the  nervous 
system  very  impressionable,  certain  premonitory  symptoms  are  not 
unusual.  These  are  known  as  molimina  menstruationis,  and  consist 
of  a  sensation  of  weight  and  fulness  in  the  pelvis,  bearing  down  or 
dragging,  a  feeling  of  weariness  or  aching  in  the  loins,  radiating  down- 
wards to  the  perineum  and  occasionally  extending  down  the  thighs. 
There  is  slight  tenderness  over  the  hypogastric  and  inguinal  regions, 
with  not  infrequently  a  burning  sensation.  In  some  instances  there 
is  irritability  of  the  bladder,  frequency  of  micturition,  or  even  reten- 
tion. The  regularity  of  the  bowels  is  often  interfered  with,  constipa- 
tion or  diari-hoea  being  not  uncommon.  The  appetite  fails,  nausea  or 
sickness  is  occasionally  experienced,  and  the  patient  complains  of 
feeling  '  unwell.'  The  breasts  become  hard  and  tender,  and  in  some 
instances  severe  neuralgic  pains  are  experienced  in  them.  Dr. 
Barnes  has  pointed  out  that  menstruation,  and  probably  ovulation 
also,  are,  like  pregnancy,  preceded  and  accompanied  by  increased 
central  nerve  irritability  and  increased  vascular  tension.  Fretfulness, 
irritability  of  temper,  and  increased  tendency  to  attacks  of  hysteria, 
migraine,  or  epilepsy,  are  often  noticed  when  any  predisposition  exists. 

Vascular  Disorders  of  Uterus. — The  uterus  is  an  organ  pecu- 
liarly liable  to  alterations  in  its  vascular  supply.  Its  tissue  being  to 
a  certain  extent  erectile,  and  the  organ  being  surrounded  by  a  mass 
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of  blood-vessels  passing  in  every  direction  through  the  loose  connec- 
tive tissue  of  tlie  pelvis,  it  is  directly  affected  by  any  increase  or 
diminution  in  the  neighbouring  circulation.  Dr.  Barnes  distinguishes 
four  grades  or  conditions  characterised  by  excessive  blood-supply ;  viz. 
1.  Fluxion,  or  simple  determination  of  blood.  2.  Hypersemia.  3. 
Congestion  or  engorgement.  4.  Inflammation,  which  may  be  regarded 
as  the  climax  of  the  first  three  conditions.  Dr.  Barnes, in  his  cliiiical 
history  of  diseases  of  women,  has  discussed  these  several  conditions 
most  fully,  and  in  a  way  that  no  other  modern  author  has  attempted. 
The  following  observations  as  to  the  causes  and  symptoms  of  hyper- 
temia  are  almost  entirely  condensed  from  this  source. 

Fluxion  is  merely  a  transient  hypersemia,  or  flow  of  blood  to  the 
parts,  analogous  to  that  witnessed  in  the  rush  of  blood  to  the  cheeks 
under  the  emotions  of  shame  or  anger.  It  is  purely  a  physiological 
process,  and  if  it  occurs  in  healthy  organs  entails  no  ill  effects,  unless 
it  be  artificially  and  inordinately  stimulated.  Instances  of  fluxion  are 
witnessed  in  the  determination  of  blood  to  the  uterus  as  a  result  of 
ovulation  at  the  menstrual  j)eriods,  from  sexual  excitement,  from 
reflex  irritation,  as  when  the  child  is  put  to  the  breast,  and  in 
the  vascular  fulness  determined  by  the  developmental  attraction  of 
pregnancy,  the  growth  of  fibroid  tumours  or  polypi,  and  even  of 
cancer.  The  tendency  of  fluxion  is  increased  where  the  ovaries  or 
uterus  are  in  an  abnormal  condition,  whether  from  congestion,  inflam- 
mation, displacement,  or  from  being  the  seat  of  new  formations. 

The  symptoms  are  mostly  subjective,  the  patient  experiencing  a 
sensation  of  local  heat  and  fulness,  depending  upon  the  turgidity  of 
the  oi'gans  affected,  and  the  tension  of  the  plexuses  and  erectile 
portions  of  the  vascular  system.  If  varicose  veins  exist  in  the 
legs,  thighs,  or  groins,  the  effect  of  fluxion  is  seen  in  a  marked 
manner  at  the  menstrual  periods.  The  veins  visibly  swell,  become 
tumid,  deeper-coloured;  oedema  sometimes  occurs.  When  fluxion 
occurs  in  morbid  structures,  the  symptoms  are  commonly  more 
severe.  Pain  is  more  marked  ;  the  sense  of  fulness,  of  weight,  is  more 
oppressive ;  dragging  pain  is  felt  in  the  loins  and  groins ;  and  often 
sharp  colic  spasms  in  the  stomach  in  the  region  of  the  umbilicus.  The 
vascular  tension  seeks  relief  in  discharges ;  these  present  themselves 
as  haemorrhage,  leucorrhoeal  or  mucous  discharges,  and  escape  from  the 
mucous  membrane  of  the  uterus,  vagina,  bladder,  or  rectum. 

Certain  general  symptoms  precede  and  attend  thelocal  phenomena. 
There  is  a  state  of  tension,  marked  by  a  chill  or  even  by  a  rigor,  by 
spasm,  vague  nervous  phenomena,  irritability  or  depression  of  temper, 
restlessness,  perhaps  hysteria.  The  objective  signs  are  :  distension  of 
the  hypogastrium,  increase  of  heat,  and  slight  development  of  pain 
on  pressure.  The  vagina  is  relaxed,  the  uterus  increased  in  bulk, 
lower  in  the  pelvis,  and  is  tender  to  the  touch,  the  cervix  soft  and 
smaller. 

Hypercemia  consists  in  a  continuous  or  chronic  fulness  of  the  vessels 
of  a  part,  which  does  not  necessarily  imply  morbid  action  in  that  part, 
but  which  at  most  leads  to  languid,  passive  changes.  It  occurs  es- 
pecially in  connection  with  excessive  menstrual  congestion  ;  the  uterus 
is  full  of  blood,  dark-red,  swollen,  softened;  the  mucous  membrane 
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is  injected,  red,  swollen,  with  a  spongy,  flocculent  aspect,  from  the 
development  of  its  uterine  tubular  glands,  softened  and  bleeding. 

Hypersemia  of  the  uterine  mucous  membrane  occurs  in  the  course 
of  typhus,  cholera,  typhoid,  the  exanthemata,  and  scurvy. 

The  uterus  becomes  hyper?emic  and  swollen  when  the  pelvic  system 
of  veins  is  overloaded,  and  especially  when  flexions  or  displacements 
of  the  organ  exist. 

New  formations  cause  and  keep  up  hypersemia,  sometimes  more 
marked  in  the  uterine  substance,  sometimes  in  the  mucous  membrane. 
It  also  occurs  in  heart-disease,  from  obstruction  to  the  return  of  blood 
through  the  vena  cava. 

Persisting  hypersemia  leads  to  pei'sistent  secretion  of  mucus,  and 
to  hypertrophy  of  the  uterus,  commonly  of  the  excentric  form;  to 
hypertrophy  of  the  vaginal  portion,  with  predominance  of  the  connec- 
tive tissue ;  and  thence  to  induration,  the  so-called  infarctus.  Hyper- 
semia disposes  to  oedema  of  the  tissues,  and  to  haemorrhage  mostly 
due  to  portal  obstruction,  and  to  the  general  want  of  vascular  tone 
arising  from  obesity  and  want  of  exercise.  There  is  often  a  chronic 
pelvic  hypersemia  in  aged  women,  leading  to  haemorrhage  There  is  a 
sense  of  weight  and  heat,  often  some  degree  of  prolapsus,  and  also  a 
troublesome  form  of  pruiitus. 

Dr.  Galabin  has  directed  attention  to  the  fact,  that  among  the 
wealthy  passive  hypersemia  is  apt  to  be  promoted  by  the  excessive 
use  of  the  dorsal  reclining  position  in  cushioned  chairs  or  sofas,  as 
opposed  to  the  recumbent  posture,  and  by  the  use  of  feather  beds 
instead  of  firm  mattresses.  He  observes  that  in  the  dorsal  reclining 
position  the  pelvic  brim  is  rendered  nearly  horizontal,  instead  of  being 
inclined  about  55°  to  the  horizon,  as  it  should  be  in  the  upright 
position.  The  pelvis  is  thus  exposed  to  the  full  weight  of  the  abdo- 
minal viscera,  and  the  return  of  venous  blood  from  it  is  at  the  greatest 
disadvantage,  while  any  tendency  to  retroversion  or  retroflexion  is 
promoted  by  gravity.  At  the  same  time  the  use  of  soft  cushions 
obviates  the  natural  tendency  which  persons  resting  on  a  harder  seat 
have  to  change  their  position  frequently,  and  to  assist,  in  an  impor- 
tant degree,  the  venous  circulation.  In  lying  on  a  feather-bed  also, 
the  pelvis  sinks  in  and  becomes  the  lowest  part  of  the  body,  whereas, 
upon  a  hard  couch,  in  consequence  of  the  greater  width  of  the  hips, 
the  pelvis  is  somewhat  higher  than  the  shoulders. 

Congestion  or  Engorgement  of  the  Uterus  and  Ovaries. — This 
condition  implies,  according  to  Dr.  Barnes,  a  more  prolonged  fulness 
of  the  vessels  than  mere  fluxion ;  it  rai-ely  exists  without  some 
amount  of  retardation  of  the  blood  in  the  vessels,  that  is,  hypersemia ; 
and  this  retardation  almost  certainly  entails  more  or  less  effusion  of 
the  serous  or  aqueous  elements  of  the  blood  into  the  tissues  of  the 
organs  affected.  This  implies  sw.elling  or  tumefaction.  Once  set 
up,  this  condition  is  extremely  liable  to  persist. 

Congestion  may  arise  from  many  causes.  If  the  organs  are 
caught  whilst  under  the  influence  of  physiological  fluxion  by  con- 
stitutional shock,  by  exposure  to  cold,  or  protracted  fatigue,  fluxion 
may  pass  into  congestion. 

Congestion  of  the  uterus  very  frequently  takes  its  rise  in  the 
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state  of  imperfect  contraction  and  involution  following  pregnancy 
and  labouT'.  The  relaxed  tissues  and  dilated  vessels  form  a  ready 
i-eceptacle  for  the  blood,  and  the  want  of  tone  and  contractility 
obviously  favours  its  retention.  Congestion  is  soon  aggravated  by 
displacement  of  the  womb,  the  organ  almost  invariably  sinking 
lower  in  the  pelvis,  or  becoming  ante-  or  retro-verted  or  flexed. 
The  vessels  thus  becoming  twisted,  distorted,  or  compressed  at  the 
point  of  entry  and  exit,  blood  can  still  enter  the  uterus  by  virtue  of 
the  propelling  vis  a  tergo  through  the  arteries;  but  the  veins,  thin- 
walled,  flaccid,  and  valveless,  rendered  tortuous  and  compressed, 
aflbrd  but  a  difiicult  return. 

Uterine  congestion  complicates,  or  plays  an  important  part,  in  a 
large  proportion  of  cases  of  uterine  disease.  It  constitutes  one  of 
the  moat  serious  obstacles  to  their  cure.  It  tends  by  its  very  con- 
ditions to  perpetuate  itself.  It  exhibits  little  or  no  tendency  towards 
spontaneous  recovery.  The  organ  in  which  it  occurs  is  rendered 
permanently  larger,  its  tissues  are  infiltrated  with  serum  or  semi- 
plastic  extravasations,  its  contractile  force  and  the  tonicity  of  its 
vessels  are  impaired ;  the  blood  brought  to  the  uterus  either  by  the 
ordinary  distribution  or  by  intermittent  fluxion  is  delayed ;  a  kind 
of  liyemostnsis  is  induced  ;  and  these  conditions  are  aggravated  by 
time,  by  the  increasing  mechanical  impediment  to  the  course  of  the 
pelvic  circulation,  which  displacement  of  the  uterus  in  relation  to 
the  broad  ligament  induces. 

Uterine  congestion  may  be  primary,  and  for  an  indefinite  time 
constitute  the  chief  morbid  condition.  It  rarely  exists  long  without 
inducing  displacement  or  prolapse  of  the  uterus ;  and  sooner  or  later 
it  is  likely  to  lead  to  other  evils,  as  hypertrophy  and  inflammation. 

It  may  be  secondary  upon  other  couditions.  Fixing  of  the  uterus 
almost  infallibly  induces  congestion,  whether  this  be  from  perimetric 
adhesions,  from  compression  of  tumours,  from  pressure  against  the 
symphysis  pubis  by  retro-uterine  hsematocele,  or  other  cause.  But  the 
most  frequent  cause  is  retroflexion,  with  locking  of  the  fundus  beneath 
the  sacral  promontory. 

The  symptoms  are  essentially  the  same  as  those  which  mark  the 
combination  of  fluxion  and  hypersemia;  the  diagnostic  test  being 
the  persistence  of  the  symptoms,  and  the  accidental  intermittent 
character  of  the  fluxions  which  may  or  may  not  complicate  this 
congestion.  There  is  also  more  pain  than  in  hypersemia.  The 
enlarged  uterus,  by  its  proximity  to  the  bladder  and  rectum,  irritates 
these  organs,  and  thus  keeps  up  hypersemia  in  the  surrounding  pelvic 
tissues.  The  reflex  irritation  causes  frequent  desire  to  void  urine,  and 
dysuria.  Dysmenorrhcea  is  a  frequent  consequence  of  congestion, 
especially  if  displacement  of  the  uterus  be  also  present.  The  diffi- 
culty which  congestion  occasions  to  the  uterus  in  the  performance 
of  its  functions  becomes  a  source  of  aggravation  of  the  congestion. 
Menstruation  becomes  disordered,  occasionally  scanty,  frequently  ir- 
regular. 

Leucorrhcea  is  an  almost  constant  efiect  of  congestion  :  the  gorged 
vessels  of  the  uterus  seek  relief  by  secretion  of  mucus,  the  glands 
undergoing  enormous  development. 

I  2 
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The  local  signs  are  the  increased  bulk  and  weight  of  the  organ, 
involving  diminished  mobility  and  more  or  less  displacement — 
generally  prolapsus  or  retro-version  or  flexion.  The  vaginal  portion 
of  the  cervix  is  seen  to  be  swollen  and  red,  and  bleeds  readily  on 
examination. 

Treatment. — For  simple  fluxion  rest  is  very  important.  The 
observance  of  hygienic  precautions  calculated  to  obviate  or  avert 
the  irregular  fluxions  provoked  by  accidental,  emotional,  and  local 
irritation  should  be  attended  to  as  far  as  possible.  They  cannot 
always  be  foreseen  or  guarded  against,  but  familiarity  with  the 
idiosyncrasy  and  suri-oundings  of  the  patient  will  often  enable  us  to 
avert  some  of  these  irritations. 

There  is  one  very  efiective  agent  in  turning  away  the  fluxion 
from  the  organ  predestined  to  be  its  seat,  which  it  is  almost  hopeless 
to  recommend  at  the  present  time,  and  that  is  venesection.  The 
doctrine  of  revulsion  teaches  that  we  may  divert  the  torrent  of  the 
circulation  from  an  organ  towards  which  irritation  conducts  it,  by 
setting  up  an  artificial  fluxion  to  another  part.  A  small  bleeding 
from  the  arm,  timely  practised,  may  not  only  save  a  greater  effusion, 
by  turning  aside  the  current  from  the  morbid  surface,  but  by 
lessening  the  vascular  activity  in  the  diseased  organ  may  check  the 
progress  of  the  disease.  This  mode  of  revulsion  is  especially  useful 
in  young  plethoric  persons,  and  when  the  fluxion  is  recent  or  only 
impending. 

Another  form  of  revulsive  treatment,  less  powerful,  consists  in 
causing  derivation  to  the  skin  or  intestinal  canal.  By  epispastics, 
by  blisters,  or  fomentations,  we  can  excite  some  degree  of  local 
afflux  to  a  distant  part  of  the  body.  By  purgatives  we  can  cause  a 
derivation  to  the  intestine,  and  take  off*  some  degree  of  vascular 
tension  by  drawing  ofl*  a  portion  of  the  watery  element  of  the 
blood. 

A  revulsive  recommended  by  Hippocrates  is  the  application  of 
dry-cupping  to  the  breasts. 

Certain  medicines  possess  the  valuable  property  of  allaying  and 
regulating  vascular  excitation.  Of  these  the  most  useful  are  the 
acetate  of  ammonia,  nitrate  of  potash,  tartarated  antimony,  aconite, 
digitalis,  veratrum,  salicylic  acid. 

A  very  useful  formula  is  1^  liq.  ammon.  acet.  5 iij,  potass,  nitrat. 
gr.  XV,  vini  antim.  w\xy,  infusi  digitalis  5ij,  aquae  J  iij,  to  be  taken 
every  three  or  four  hours.  It  determines  to  the  skin  and  intestinal 
canal ;  it  may  possibly  provoke  nausea  or  vomiting,  but  this  has  a 
powerful  influence  in  checking  haemorrhage. 

Ergot,  strychnia,  digitalis,  bromide  of  potassium  and  ammonium, 
are  the  drugs  most  to  be  relied  upon  in  influencing  hypersemia  and 
congestion.  Ergot  in  the  form  of  ext.  ergotae  liq.  5ss,  given  with 
tinct.  cinch,  co.  trixx,  in  the  form  of  a  mixture,  thrice  daily,  exerts  a 
very  beneficial  influence  upon  the  muscular  walls  of  the  uterus,  as 
well  as  in  contracting  the  arteries  and  so  lessening  any  tendency  to 
haemorrhage. 

Strychnia  exercises  a  similar  effect  and  is  a  valuable  tonic  as 
well.    Digitalis  in  some  instances  seems  to  strengthen  the  heart's 
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action  and  diminish  general  venous  pressure,  and  may  be  given  in 
conjunction  with  either  of  the  others. 

Bromide  of  potassium  is  one  of  our  most  reliable  sedatives  for 
the  sexual  system,  acting  at  the  same  time  as  a  general  vascular 
and  nervous  sedative.  Owing  to  its  general  depressant  effect,  it  is 
well  to  combine  it  with  some  tonic.  Twenty  to  thirty  grains  given 
with  liq.  arsenicalis  nj^v,  thrice  daily,  produce  all  the  beneficial  effects, 
and  the  combination  of  potassium  is  less  likely  to  cause  bromic  acne 
in  susceptible  subjects.  Where  the  catamenia  are  suppressed  or 
scanty  it  may  be  well  to  give  the  syr.  ferri  bromid.  5j,  in  water, 
thrice  daily,  as  the  bromide  alone  tends  to  diminish  the  quantity  of 
the  menstrual  flow  and  lengthen  the  intervals. 

Where  hyperjemia  is  dependent  upon  ovarian  irritation,  the  iodide 
of  potassium  is  very  useful  combined  with  the  bromide. 

The  general  health  must  be  considered.  The  diet  should  be 
light  and  un stimulating,  alcohol  being  avoided  or  given  in  very 
small  quantities.  The  bowels  must  be  carefully  regulated,  so  as  to 
preclude  all  risk  of  venous  obstruction  from  fsecal  accumulation. 
The  Hunyadi  Janos  or  Piillna  water,  a  wineglassful  with  the  same 
quantity  of  hot  water,  taken  in  the  early  morning,  acts  very  well  in 
most  cases.  Any  of  the  saline  aperients,  siich  as  the  sulphate  of 
soda  or  magnesia,  may  be  given,  alone  or  combined  with  tonics,  in 
half  to  one  drachm  doses  twice  or  thrice  daily.  A  cold  hip  bath  of 
a  morning,  when  the  season  permits,  or  a  bath  at  a  temperature  of 
60°  F.  in  winter,  will  exercise  a  stimulating  influence  upon  the 
general  circulation  and  lessen  the  tendency  to  hypersemia. 

All  prolonged  standing,  sedentary  occupations,  and  lying  con- 
stantly on  the  back  should  be  avoided,  the  patient  being  encouraged 
to  assume  the  lateral  or  semi-prone  position  from  time  to  time  on  a 
flat  couch,  and  not  allowed  to  sit  propped  up  in  easy-chairs. 

Any  displacement  of  the  uterus  must  at  once  be  remedied  by  a 
suitable  form  of  pessary,  more  especially  any  flexion  or  prolapse. 
Care  must  be  taken  before  the  advent  of  the  menstrual  period  to 
avoid  all  risk  of  cold,  prolonged  exei'tion,  or  other  exciting  cause  of 
hypersemia. 

Local  Dei^letion. — This  will  often  be  requisite  where  the  conges- 
tion is  accompanied  by  intense  pain  and  sense  of  weight,  the  bulk  of 
the  uterus  being  sensibly  increased.  If  the  congestion  be  liable  to 
periodical  aggravation,  especially  if  attended  by  haemorrhage,  the 
principle  of  derivation  and  revulsion  should  be  invoked. 

The  methods  usually  adopted  for  depleting  the  uterus  are  punc- 
turing the  cervix,  scarification,  and  leeches. 

Puncturing  is  by  far  the  simplest  and  most  effectual  method  of 
relieving  congestion,  and  has  the  advantage  of  not  encouraging  a 
renewed  determination  of  blood  to  the  uterus,  as  not  infrequently 
happens  from  the  suction  of  leeches.  The  cleanliest  and  most  con- 
venient mode  of  depleting  by  this  means  is  to  pass  an  ordinary 
cylindrical  Fergusson's  speculum  so  as  to  expose  the  cervix,  the  patient 
lying  in  the  left  lateral  or  semi- prone  position.  Two  or  three  punctures 
are  then  made  with  a  spear- headed  needle  (fig.  92),  a  lance-headed  scari- 
ficator having  a  long  handle  (fig.  93),  a  triangular  surgical  needle  held 
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in  a  pair  of  torsion  forceps,  or  a  sharp-pointed  bistoury.  It  will  depend 
upon  the  condition  of  the  cervix,  and  the  amount  of  blood  desired  to 
be  withdrawn,  how  n^any  and  how  deep  the  punctqres  shall  be. 

It  is  well  at  first  to  puncture  the  left  side  of  the  cervix  in  two  or 
three  places,  an  eighth  to  a  quarter  of  an  inch  in  depth,  and  be  guided 
by  the  rapidity  and  the  quantity  of  the  flow  whether  we 
repeat  the  punctures  on  the  upper  or  right  side  of  the 
cervix.  By  this  plan  the  surface  is  not  obscured  by  the 
l:)lood,  as  would  be  the  case  if  we  punctured  indiscrimiu- 
ately.  A  small  piece  of  sponge,  held  in  a  mopholder, 
soaked  in  hot  water,  may  be  used  from  time  to  time  to 
remove  the  clots  from  the  punctures,  and  so  encourage 
the  bleeding,  or  if  necessary  a  stream  qf  hot  water  may  be 
injected  along  the  speculum  with  the  same  object.  If 
sufiicient  blood  be  not  extracted,  fresh  punctures  may  be 
made  until  one  or  two  ounces,  or  as  much  as  deemet] 
i-equisite,  has  been  obtained.  If  the  lance-shaped  scarifi- 
cator be  employed,  the  punctures  should 
radiate  from  the  centre,  the  edge  of  the 
instrument  being  directed  towards  the 
OS  uteri.  A  plug  of  cotton  saturated  in 
glycerine,  with  a  string  attached,  i^  then 
passed  up  to  the  cervix  and  the  speculum 
withdrawn,  the  plug  being  removed  the 
following  morning,  when  the  syringe 
should  be  employed. 

Should  haemorrhage  persist 
than  is  wished  ft^om  any  one  of  the 
punctures,  the  end  of  a  knitting  needle 
heated  in  a  flame  may  be  inserted  into 
the  orifice,  or  a  saturated  solution  of 
alum  injected  up  to  the  cervix. 

Scarification  is  more  useful  when 
marked  granular  degeneration  of  the 
cervical  mucous  membrane  exists.  A 
cylindrical  speculum  having  been  passed, 
as  just  described  in  speaking  of  punc- 
turing, a  spatula-shaped  knife,  or  bis- 
toury, or  scarificator  curved  like  a 
Syme's  knife,  is  carried  just  within  the 
OS  uteri,  and  drawn  across  the  face  of 
the  cervix  several  times,  thus  severing 
the  superficial  vessels,  and  so  afibrding 

^Tr  Punctu^r"^^^  ^^^^'^  where 

the  OS  is  pinhole  and  tends  to  keep  up 
the  congested  condition  by  preventing  free  exit  of  discharges,  the 
curved  scarificator  is  of  much  service  in  enlarging  the  os  by  a  series 
of  incisions  radiating  from  the  centre. 

In  cases  where  the  endometrium  of  the  cervix  is  specially  in- 
volved, scarification  by  means  of  linear  incisions  often  proves  very 
serviceable. 


longer 


Fig.  92. 


Fig.  93. 

Lance-headed 
Scarificator. 
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A  glycerine  plug  should  then  be  inserted  and  allowed  to  remain 
in  from  twelve  to  twenty-four  hours,  so  as  to  assist  and  prolong  the 
process  of  depletion. 

Leeches,  although  frequently  applied  with  the  object  of  depleting 
the  uterus,  are  really  of  more  service  in  cases  of  amenorrhoea,  as  they 
tend  by  their  suction  to  encourage  a  temporary  fluxion,  and  so  attract 
blood  to  the  pelvic  organs.  The  vascular  system  of  the  pelvis  has 
been  likened,  not  inaptly,  to  a  sponge.  The  free  anastomoses  between 
the  branches  of  the  internal  iliac  and  the  valveless  veins,  with  the 
numerous  plexiform  structures,  constitute  a  peculiar  formation  un- 
favourable to  local  bleeding  by  exhaustion.  If  we  draw  blood  from 
any  one  part  it  is  immediately  replaced  by  a  new  supply,  the  vessels 
can  hardly  be  emptied,  so  that  any  local  engorgement  is  but  little 
diminished.  Dr.  Barnes  remarks,  '  I  now  resort  to  this  practice  with 
very  great  circumspection.'  Regarded  from  a  practical  point  of  view, 
the  application  of  leeches  to  the  cervix  uteri  is  not  only  unsatisfac- 
tory, tedious,  and  troublesome,  but  also  very  uncertain  in  its  results. 
Occasionally  they  cause  severe  pain,  amounting  to  agony,  especially 
if  one  crawls  into  the  uterine  cavity  and  attaches  itself  there. 
Urticaria  not  unfrequently  results.  Sometimes  it  is  difficult  to  get 
them  to  bite,  at  others  to  arrest  the  bleeding,  and  the  quantity  ab- 
stracted is  always  uncertain.  If  their  application  bfe  entrusted  to  a 
nurse,  considerable  inconvenience  may  be  caused  by  the  prolonged  un- 
scientific attempts  to  get  the  cervix  into  the  field  of  the  speculum,  and 
more  harm  done  to  a  tender,  inflamed  uterus  than  any  good  likely  to 
be  derived  from  the  depletion.  For  these  reasons  I  very  rarely  em- 
ploy them  now,  but  resort  to  puncture  in  preference,  as  being  more 
certain,  less  troublesome,  and  much  safer. 

However,  if  it  be  decided  to  apply  leeches  to  the  cervix,  the  best 
way  of  doing  so  is  to  pass  as  large  a  Fergusson's  speculum  as  the 
vagina  will  accommodate,  and  get  the  cervix  well  in  view.  With  a 
mop  of  cotton  wipe  the  cervix  perfectly  clean,  plug  the  os  with  a 
small  piece  of  cotton  to  which  a  thread  is  attached  for  its  removal, 
and  then  puncture  or  scarify  the  cervix  lightly  so  as  to  draw  a  few 
drops  of  blood.  Four  to  six  leeches  will  generally  be  sufficient. 
Having  dried  them,  place  them  in  the  speculum  and  press  them  up 
towards  the  cervix  by  a  plug  of  cotton-wool,  or  apply  each  one  sepa- 
rately by  means  of  leeching  forceps,  keeping  the  speculum  pressed 
firmly  against  the  roof  of  the  vagina,  so  that  the  leeches  cannot 
insinuate  themselves  between  the  speculum  and  the  vaginal  walls. 
The  lower  end  of  the  speculum  will  need  to  be  carefully  watched  for 
a  quarter  of  an  hour  or  so,  until  the  leeches  have  taken  and  fallen  off, 
as  otherwise  they  may  refuse  to  bite  and  attempt  to  worm  their  way 
out  most  insidiously  between  the  wool  plug  and  the  speculum,  and  to 
escape  without  being  noticed.  At  the  end  of  twenty  minutes  the 
cotton  plug  may  be  removed,  any  leeches  that  have  filled  and  fallen 
off  withdrawn,  any  still  remaining  being  seized  by  a  pair  of  forceps. 
The  usual  plan  is  to  place  the  leeches  in  a  plate  or  saucer,  and 
sprinkle  salt  over  them  to  make  them  disgorge  their  contents.  They 
should  never  be  used  a  second  time. 

Should  by  any  possibility  a  leech  enter  the  cavity  of  the  uterus 
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through  a  patulous  os,  and  attach  itself  there,  becoraing  so  distended 
with  blood  as  to  preclude  its  return,  severe  uterine  colic  may  be  pro- 
duced, hfemorrhage  may  persist,  or  metritis  even  be  set  up.  As  a 
lule,  the  leech  is  soon  expelled  by  uterine  contractions.  Should  the 
haemorrhage  prove  excessive  or  prolonged,  the  cervix  may  be  pbigged. 
If  the  pain  be  severe,  opium  should  be  administered. 

When  the  leeches  have  been  removed,  a  stream  of  hot  water 
should  be  injected  into  the  speculum  to  wash  away  all  clots,  a  plug 
soaked  in  glycerine  passed  up  to  the  cervix,  and  the  patient  kept  lying 
down  for  the  remainder  of  the  day.  Should  haemorrhage  persist,  and 
the  injection  of  cold  water  fail  to  arrest  it,  the  better  plan  will  be  at 
once  to  pass  the  speculum  again,  cleanse  the  vagina,  and  apply  a 
dossil  of  cotton-wool  soaked  in  alum  or  the  perchloride  of  iron  to  the 
bite,  or  a  plug  soaked  in  a  strong  solution  of  alum  may  be  pressed  up 
against  the  cervix,  other  plugs  being  packed  behind  it  so  as  to  ensure 
pressure  as  well. 

If  these  means  fails,  the  point  of  a  knitting  needle  heated  in  a 
flame  may  be  passed  into  the  leech-bite,  when  the  bleeding  will  at 
once  be  arrested. 

As  a  general  rule,  leeches  should  not  be  applied  in  the  consulting 
I'oom,  but  only  when  the  patient  is  in  bed,  where  she  can  remain  as 
long  as  necessary.  Apart  from  their  application  often  proving  very 
tedious,  if  the  patient  be  allowed  to  walk  or  drive  home  shortly 
afterwards,  the  risk  of  prolonged  haemorrhage  is  thereby  increased, 
and  there  is  also  danger  of  the  patient  catching  cold. 

The  proper  time  to  apply  leeches,  as  regards  the  menstrual  period, 
will  vary,  depending  upon  the  nature  of  the  case.  It  is,  however, 
seldom  prudent  to  apply  them  within  a  week  of  the  expected  catamenia, 
unless  the  pain  and  discomfort  attending  the  flow  are  marked.  Where 
the  catamenia  are  scanty  and  there  is  much  discomfort  following  the 
cessation,  depletion  immediately  following  the  flow  is  frequently 
indicated. 

The  process  of  depletion  will  generally  need  to  be  repeated  at 
intervals  of  a  fortnight  or  so  until  the  condition  necessitating  such 
treatment  has  disappeared. 

The  employment  of  the  hot  water  vaginal  douche,  as  elsewhere 
indicated,  will  often  obviate  the  necessity  of  resorting  to  any  local 
depletion,  or  may  prove  a  useful  adjunct.  Another  extremely  useful 
and  convenient  method  of  depleting  the  uterine  vessels  is  by  means  of 
the  glycerine  plug.  A  tampon  of  cotton-wool,  with  a  string  attached, 
sufiiciently  large  to  soak  up  at  least  half  an  ounce  of  glycerine,  is 
passed  up  to 'the  cervix  and  allowed  to  remain  there  from  twelve  to 
twenty-four  hours.  A  copious  watery  discharge  from  the  cervix  and 
vagina  is  thus  produced,  thereby  relieving  the  congestion  and  pre- 
venting our  having  to  resort  to  more  direct  depletion. 
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CHAPTER  IX. 

INFLAMMATION  OF  THE  UTERUS. 

Inflammation  of  the  Uterus. — This  may  be  acute  or  chronic, 
limited  to  the  cervix  or  to  the  body,  or  affecting  both  conjointly. 
The  parenchyma  of  the  uterus  may  be  chiefly  involved,  or  the  lining 
membrane  mainly  affected. 

The  term  metritis  is  applied  to  inflammation  of  the  substance  or 
parenchyma  of  the  uterus  ;  endometritis  to  inflammation  of  the  lining 
mucous  membrane.  This  is  a  somewhat  arbitrary  distinction,  for 
the  inflammatory  process  is  never  entirely  confined  to  one  or  other 
structure,  but  involves  both  to  a  greater  or  less  extent.  In  the  very 
acute  form  of  inflammation  the  whole  of  the  tissues,  both  of  the  body 
and  cervix,  are  involved.  It  will  be  convenient,  therefore,  to  consider 
acute  metritis  and  acute  endometritis  conjointly. 

When  the  inflammation  is  of  a  less  acute  character  and  chronic 
in  its  duration,  it  may  be  limited  more  to  one  or  other  portion  of  the 
uterus,  the  body  or  cervix,  or  to  the  parenchyma  or  lioing  mucous 
membrane,  though,  as  before  observed,  both  structures  are  generally 
implicated.  Most  mucous  membranes  are  separated  from  the  struc- 
tures lying  beneath  them  by  a  layer  of  loose  areolar  tissue  ',  the 
mucous  membrane  of  the  uterus,  however,  is  itself  of  a  dense  cha- 
racter, consisting  mainly  of  closely-packed  round  or  slightly  elongated 
cells,  and  is  intimately  connected  with  the  muscular  wall,  without 
any  intervening  areolar  tissue.  The  extremities  of  the  glands  even 
dip  more  or  less  into  the  muscular  layer,  and  it  is  probable  that  a 
considerable  proportion  of  the  thickness  of  the  uterine  wall  really 
corresponds  in  development  to  the  muscularis  mucosje,  so  that  if 
endometritis  exist  it  is  not  likely  to  be  strictly  limited  to  the  mucous 
membrane,  but  will  affect  the  uterine  walls  to  some  depth. 

Acute  Metritis  and  Acute  Endometritis. — This  latter  condition 
is  sometimes  spoken  of  as  uterine  leucorrhoea  or  catarrh.  It  often 
runs  a  rapid  course,  and  is  overlooked  until  it  has  subsided  into  the 
more  chronic  form. 

Causation. — There  are  practically  three  grades  of  acute  inflamma- 
tion affecting  the  entire  uterus.  The  first,  most  intense,  and  rarest 
form,  is  that  due  to  septic  absorption  as  witnessed  in  cases  of  abortion 
and  parturition,  operations  upon  the  uterus,  such  as  enucleation  of 
fibroid  tumours  or  evacuation  of  I'etained  menstrual  fluid,  or  even 
from  the  use  of  sponge-tents,  or  mere  division  of  the  cervix. 

The  inflammatory  process  generally  extends  to  the  peritoneum 
and  surx-ounding  cellular  tissue,  involving  the  broad  ligaments. 
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The  next  occurs  for  the  most  part  independently  of  the  puerperal 
state,  and  seldom  runs  so  severe  a  course  as  the  former.  It  is  gen9- 
rally  dependent  upon  some  traumatic  injury,  such  as  the  application 
of  powerful  styptics  or  caustics  to  the  interior  of  the  uterus,  whether 
by  swabbing  or  as  intra-uterine  injections,  the  wearing  of  intra-uterine 
stem  pessaries,  &c.,  the  absorption  of  septic  material  in  some  cases 
being  more  than  probably  a  complicating  condition. 

The  third  variety,  where,  though  the  majority  of  the  tissues  are 
implicated,  the  inflammatory  process  is  rarely  so  intense  as  in  the  two 
former,  occurs  mostly  from  exposure  to  cold  during  menstruation, 
the  extension  of  gonorrhoeal  or  other  acute  inflammation  from  the 
vagina,  injury  from  intemperate  or  immoderate  coitus,  and  decompo- 
sition of  retained  menstrual  fl,uid  in  consequence  of  flexion  or  stenosis. 
As  a  sequela  of  the  exanthemata,  endometritis  is  not  at  all  infrequent. 

The  mere  passage  of  the  uterine  sound  in  some  cases  may  prove 
sufiicient  to  set  up  acute  metritis. 

Pathology. — rin  the  severe  acute  stage  we  have  ir^filtration  and 
softening  of  the  uterine  tissue,  especially  in  the  layers  subjacent  to  the 
mucous  membrane,  with  intense  and  acute  hypersemia  of  the  mucous 
lining  itself,  which  is  red,  swollen,  oedematous,  and  softened.  Ecchy- 
moses  are  not  infrequent,  and  even  small  collections  of  pus  may  be 
noticed  between  the  muscvilar  fibres,  in  the  uterine  veins,  or  in  those 
of  the  broad  ligaments,  but  abscesses  of  any  size  are  exceedingly  rare 
in  the  wall  of  the  uterus.  The  inflamn^ation  not  infrequently  extends 
from  the  uterine  mucous  membrane  along  the  Fallopian  tubes  to  the 
peritoneum,  causing  salpingitis  and  purulent  peritonitis,  with  pelvic 
cellulitis  and  even  abscess  of  the  ovary,  the  intensity  of  these  latter 
symptoms  often  preponderating  over  those  of  the  prin^ary  disease. 

Symjytoms. — In  the  septic  and  traumatic  varieties  of  metritis  the 
onset  of  the  attack  is  usually  evidenced  by  a  rigor,  acceleration 
of  pulse,  elevation  of  temperature,  and  other  well-marked  febrile 
symptoms.  The  patient  complains  of  a  feeling  of  heat  and  fulness ; 
bearing  down  or  dragging  in  the  pelvis  ;  pains  in  the  back  radiating 
to  the  groins  and  thighs ;  tenderness  over  the  lower  abdomen,  which 
is  more  or  less  tympanitic  ;  tenesmus  of  th^  bladder  and  rectum,  and 
not  infrequently  of  the  uterus  as  well.  The  pulse  soon  becomes 
very  rapid,  small,  and  compressible.  Where  peritonitis  is  marked, 
the  abdomen  becomes  very  tympanitic,  the  breathing  often  hurried, 
the  breath  having  the  peculiar  sweetish  odour  so  characteristic  of 
septicaemia. 

Where  septic  metritis  ensues  as  a  consequence  of  abortion  or 
parturition,  the  discharge  or  lochia  become  arrested.  In  some  cases  of 
traumatic  injury,  such  as  occurs  when  a  piece  of  solid  nitrate  of  silver 
is  inserted  or  falls  into  the  uterine  cavity,  a  profuse  haemorrhagic 
dischai  ge  arises,  constituting  the  ^  metritis  haemorrhagica '  of  West. 

Where  the  inflammation  is  chiefly  confined  to  the  lining  mem- 
brane of  the  uterus  and  to  the  subjacent  muscular  tissue,  the  peri- 
toneum and  surrounding  cellular  tissue  not  being  involved — acute 
endometritis  proper — the  symptoms  are  not  so  urgent.  The  patient 
experiences  throbbing,  with  a  sense  of  weight  or  bearing  down,  irri- 
tation of  the  bladder,  pain  and  tenderness  on  movement  or  pressure. 
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The  pain  in  some  instances  is  paroxysmal  from  uteyine  tenesmus,  and 
may  last  for  an  hour  or  two  at  a  time,  exhausting  the  patient  to  an 
extreme  degree.  The  bowels  are  usually  constipated,  but  occasional 
attacks  of  diarrhoea  from  reflex  irritation  of  the  rectal  nerves  at 
times  occur. 

The  discharge  in  the  first  instance  is  generally  very  slight  and  of 
a  serous  nature  ;  afteir  a  few  days  it  becomes  more  profuse  a^d  yauco- 
purulent,  often  tinged  with  blood.  It  is  more  or  less  acrid,  and  of 
an  offensive  odour,  setting  up  intense  ir^^itation  if  allowed  to  come  i,n 
contact  with  the  surrounding  parts,  and  may  produce  excoriatio^i 
with  pruritus  of  a  most  troublesome  character. 

Physical  Signs. — On  examination  the  vagina  is  fpund  %o  the  touch 
to  be  hot  and  dry,  the  uterus  bulky,  tender,  and  softened ;  the  os  uteri 
gaping,  the  cej;'vix  swollen,  very  sensitive  to  pressure,  and  lo.wer  tban 
normal  in  the  pelvis. 

By  the  aid  of  the  speculum  the  cervix  may  be  seen  to  be  cedema- 
tous,  enlarged,  and  of  a  livid  hue. 

The  discharge  exuding  froni  the  os  may  be  either  clear  and  albu- 
minous, muco-p virulent,  or  viscid,  hanging  opt  in  a  long  string, 

No  attempt  should  be  made  to  pass  the  uterine  sound  for  fear  of 
aggravating  the  already  existing  mischief,  and  even  the  speculum  must 
be  passed  with  the  greatest  care,  as  considerable  pain  is^  produced  by 
pressing  oi;i  the  \iterus. 

Biff&re^itiation. — The  slighter  degrees  of  acute  metritis  and  endo- 
metritis, unqomplic^ted  by  peritonitis  or  pelvic  cellulitis,  may  be 
recognised  by  the  increased  bulk  and  tenderness  of  the  uterus  on  con- 
joined manipulation,  and  its  mobility.  The  conditions  most  liable  to 
be  confounded  with  acvite  metritis  or  endometritis  are  pelvic  peri- 
tonitis and  cellulitis,  and  possibly  acute  vaginitis. 

The  constitutional  symptoms  of  the  two  former  are  generally  more 
marked  than  in  the  disease  we  are  now  considering.  The  initiatory 
rigor,  rapidity  of  pulse,  and  elevation  of  temperature  will  often  point 
to  the  nature  of  the  inflammation.  The  immobility  of  the  uterus 
from  surrounding  deposit,  without  any  unusual  increase  of  uterine 
discharge,  will  also  assist  us  in  forming  an  opinion.  In  vaginitis  the 
constitutional  disturbance  is  often  less  married,  the  situation  of  the 
pain  somewhat  difierent,  and  the  discharge  from  the  vagina  charac- 
teristic. 

Prognosis. — The  simpler  forms  may  end  in  recovery  within  five 
or  six  weeks  without  having  attracted  much  attention,  or  may  merge 
into  the  chronic  form,  relapses  not  infreq^uently  taking  place  at  succes- 
sive menstrual  periods. 

In  the  septic  form,  whether  puerperal  or  traumatic,  the  prognosis 
is  always  grave,  the  inflammation  extending  to  the  peritoneum,  and 
setting  up  purulent  peritonitis,  which  proves  rapidly  fatal. 

Treatment. — It  is  important  to  distinguish  the  diflerent  varieties, 
as  the  management  of  tbe  case  will  vary,  depending  upon  the  severity 
of  the  attack.  * 

In  septic  metritis,  the  symptoms  from  the  first  are  often  of  an 
adynamic  type.  Any  portion  of  retained  placenta  or  ovum,  clot, 
decomposing  tumour,  or  debris,  should  at  once  be  removed  if  possible. 
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A  stream  of  carbolised  or  iodi.^ed  water  should  first  be  injected,  or 
allowed  to  gravitate  into  the  uterus,  so  as  to  wash  away  any  debris 
or  decomposing  matter.  If  the  cervix  be  sufficiently  dilated  the 
finger  may  then  be  introduced,  and  the  cavity  of  the  uterus  carefully 
explored.  Should  this  be  found  impracticable,  anaesthesia  may  be 
induced,  and  then  the  finger  pushed  carefully  in,  or  we  may  dilate 
the  cervix  by  means  of  a  sponge  tent,  and  then  explore  the  interior. 
If  no  debris  be  detected,  it  may  still  be  advisable  to  wash  out  the 
cavity  of  the  uterus  at  least  twice  a  day,  oftener  if  the  discharge 
be  very  ofiensive,  as  the  system  may  be  enabled  to  withstand  a 
moderate  dose  of  the  poisonous  material,  but  prove  quite  unable  to 
tolerate  the  continuous  or  intermittent  imbibition  of  fresh  doses  of 
septic  matter. 

Internally  quinine  proves  most  valuable,  given  in  10,  15,  or  20 
grain  doses  every  four  hours,  until  the  temperature  comes  down  or 
intolei-ance  of  the  drug  is  established.  If  the  patient's  stomach  is 
irritable  and  such  doses  cannot  be  retained,  the  kinate  of  quinine  in  less 
quantity  may  be  injected  subcutaneously.  A  solution  of  fifteen  grains 
to  the  drachm  of  water  is  made,  and  the  injection  repeated  at  short 
intervals.  Warburg's  tincture  in  half  ounce  doses  every  three  or  four 
hours  for  two  or  three  doses  will  sometimes  be  retained  by  the  stomach 
when  quinine  itself  fails  to  be  so.  Turpentine  in  nj^xv-xx  doses,  given 
in  mucilage,  occasionally  acts  as  a  useful  stimulant,  where  much  tym- 
panitis is  present. 

Opium  in  some  form  will  generally  be  requisite  to  allay  pain  and 
quiet  nervous  disturbance.  A  pill  of  quinine  gr.  ij,  with  extract,  opii 
gr.  ss-j,  answers  well,  given  every  three  or  four  hours  if  necessary. 
Morphia,  as  suppository  or  hypodermically,  may  be  tried.  The  liquor 
opii  sed.  in  n^xv-xxx  doses  proves  very  useful  in  some  cases. 

Enemas  of  starch  and  laudanum  (it|^xx-xxx)  frequently  repeated, 
or  suppositories  of  morphia  (gr.  ^-i),  may  be  given  with  good  efiect. 

Where  the  temperature  runs  high  and  threatens  life  by  its  per- 
sistent elevation,  efforts  should  be  made  to  reduce  this  by  the  appli- 
cation of  cold.  This  may  be  effected  by  means  of  Thornton's  ice- water 
cap,  which  consists  of  coils  of  india-rubber  tubing,  through  which  a 
continuous  stream  of  ice-cold  water  can  be  made  to  circulate  round  the 
head,  or  by  Leiter's  pliable  metal  temperature  regulators. 

Another  method  is  to  employ  a  water-bed,  and  change  the  water 
repeatedly,  or  continuously  by  an  improved  method  whereby  cold 
water  runs  in  at  one  extremity  and  passes  out  by  another  tube  at 
the  other  extremity  of  the  bed.  Small  water- cushions,  filled  with  ice- 
cold  water,  may  be  packed  around  the  patient,  and  thus  serve  to 
diminish  the  temperature.  In  some  cases  small  doses  of  tincture  of 
aconite  or  of  tincture  of  veratrum  viride  frequently  repeated  may 
prove  of  service. 

No  aperient  medicine  should  be  prescribed  ;  if  any  accumulation 
be  present,  an  enema  of  olive  oil  will  accomplish  all  that  is  requisite. 

Some  authors  still  recommend  calomel  and  opium  in  the  early 
stage ;  1  gr.  of  the  former  with  1  gr.  of  the  lattei-,  given  in 
form  of  pill  every  four,  six,  or  eight  hours  for  the  first  forty-eight 
hours,  being  careful  to  stop  short  of  salivation ;  but  in  cases  of  severe 
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septic  metritis  it  is  of  the  first  importance  not  to  lower  still  further 
the  vital  powers;  mercury,  therefore,  can  not  be  recommended.  Opium 
alone  should  be  regarded  as  our  sheet-anchor,  and  given  suflSciently 
often  to  keep  the  patient  free  fi-om  pain. 

Leeches  are  seldom  indicated,  and  only  annoy  the  patient. 
Locally,  a  poultice  of  crushed  linseed  covered  by  oil-silk  should  be 
placed  over  the  hypogastrium,  and  changed  only  morning  and  even- 
ing. Where  even  the  weight  of  this  proves  too  much  for  the  patient, 
the  surface  of  the  abdomen  may  be  smeared  over  with  a  mixture  of 
the  extract  of  belladonna  (Jss)  and  glycerine  (giijss),  and  then 
covei-ed  over  with  a  thick  layer  of  cotton- wool  and  oil-silk  externally, 
or  with  spongio-piline.    This  often  affords  considerable  relief. 

Hot  fomentations  with  laudanum  or  turpentine  may  be  employed 
where  the  pain  is  very  severe,  or  the  inflammation  has  spread  to  the 
surrounding  structures. 

The  patient's  strength  in  the  meantime  must  be  supported  by 
means  of  milk,  beef-tea,  jellies,  eggs,  and  other  similar  forms  of 
nouiishment,  administered  at  short  intervals. 

Alcohol  in  some  form  will  generally  be  found  requisite,  brandy 
or  whisky  being  the  best  forms.  If  the  patient  is  unable  to  retain 
nourishment  on  her  stomach,  nutiient  enemata  must  be  given.  Two 
ounces  of  good  beef-tea  with  a  like  quantity  of  warm  milk,  one  table- 
spoonful  of  brandy,  and  vjj^xx  of  liq.  opii  sed.,  injected  every  eight 
hours,  will  be  sufficiently  often. 

In  the  simple  form  of  acute  metritis  and  endometritis,  uncom- 
plicated by  peri-uterine  inflammation,  the  patient  must  be  kept  per- 
fectly at  rest  in  bed.  After  the  diagnosis  has  once  been  made,  all 
further  examinations,  employment  of  speculum  or  internal  applica- 
tions of  any  kind,  should  be  avoided.  If  the  case  be  very  severe 
and  it  be  deemed  prudent  to  apply  leeches,  they  wiU  prove  equally 
serviceable  if  applied  round  the  anus  or  over  the  pubes.  From  six 
to  ten  will  generally  be  sufficient.  Hot  fomentations,  with  or  without 
laudanum  or  turpentine,  should  be  regularly  applied  to  the  lower 
abdomen,  or  glycerine  and  belladonna,  as  before  indicated,  covered  by 
cotton- wool  and  oil-silk.  Dr.  Barnes  recommends  a  plasma  consisting 
of  one  drachm  of  extract  of  belladonna  mixed  with  half  an  ounce  of 
mild  blue  ointment  and  two  ounces  of  simple  cerate,  spread  in  a  thin 
layer  upon  a  piece  of  lint  and  covered  with  cotton-wool. 

Pain  must  be  alleviated  by  means  of  opium  or  morphia  given  as 
suppository,  subcutaneously,  or  in  form  of  pill,  or  in  combination 
with  salines.  The  only  injections  likely  to  prove  serviceable  are 
copious  streams  of  warm  water  into  the  vagina  as  soon  as  there  is  any 
mucopurulent  discharge,  medicated  with  a  little  carbolic  acid,  1  in 
40,  or  made  soothing  with  laudanum,  5j  ad  Oj  aquae,  infusion  of 
bran,  linseed,  or  starch.  Warm  hip-baths  may  also  be  employed,  care 
being  taken  to  allow  the  water  to  gain  access  to  the  vagina  either  by 
means  of  the  bath  speculum  or  by  employing  the  syringe. 

Later  on,  saline  aperients  prove  of  service.  The  Hunyadi  Janos, 
Piillna,  or  other  natural  waters  answer  well. 

Hot  water  vaginal  injections  have  lately  been  strongly  advocated 
by  Emmet  and  others  as  proving  an  invaluable  aid  in  the  treatment  of 
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all  conditions  of  uterine  disease.  To  be  effectual  the  patient  should 
recline  in  the  dorsal  position,  with  the  hips  elevated,  and  at  least  half 
a  gallon  or  more  of  water  at  a  temperature  of  100°  to  110°  F.  be 
allowed  to  flow  into  the  vagina  in  a  continuous  stream.  This  may 
at  first  sight  seem  difficult  to  accomplish  in  private  practice,  but  is 
really  very  simple,  and  only  needs  a  little  practice  and  perseverance 
on  the  part  of  the  patient  to  accomplish  the  object  satisfactorily. 

An  oi-dinary  can,  such  as  is  used  for  holding  bath- water,  capable 
of  holding  one  or  two  gallons  of  hot  water,  is  placed  upon  a  table  or 
chest  of  drawers  near  the  bed  or  couch  upon  which  the  patient  lies. 
Three  to  six  feet  of  india-rubber  tubing  of  about  half  to  three-quarters 
of  an  inch  bore,  having  a  leaden  weight,  perforated  in  the  centre,  at 
one  end,  so  as  to  prevent  the  tube  falling  out  of  the  can,  and  a  vaginal 
tube  with  stopcock  or  tap  at  the  other  end,  is  then  inserted  through 
the  spout  of  the  can.  The  stopcock  being  opened  the  tube  is  im- 
mersed, all  but  about  six  or  eight  inches,  in  the  water  so  as  to  fill  it  ; 
the  tap  being  now  turned  the  tube  is  drawn  out  all  but  the  lower  twelve 
or  eighteen  inches.  When  the  vaginal  end  is  held  at  a  lower  level  than 
that  of  the  water  and  the  tap  turned,  the  natural  law  of  gravitation 
comes  into  play,  and  we  have  the  syphon  action  produced,  whereby  a 
continuous  steady  stream  of  water  can  be  made  to  flow  into  the  vagina 
without  any  effort  on  the  part  of  the  patient,  and  without  the  inter- 
vention of  any  skilled  nurse,  servant,  or  other  assistant.  By  regulat- 
ing the  height  at  which  the  can  is  placed  and  the  calibre  of  the  tube, 
we  can  modify  the  force  and  size  of  the  jet  at  pleasure.  To  prevent 
the  tube  collapsing  as  it  hangs  out  of  the  spout  of  the  can,  it  is  neces- 
sary to  have  a  coil  of  wire  inserted  in  the  final  two  feet  of  the  tubing. 

Dr.  W,  S.  Playfair's  can  douche  (fig.  94)  consists  of  an  ordinary 
hot  water  can,  provided  with  a  stopcock,  to  which  is  attached  nine 
feet  of  india-rubber  tubing,  with  stopcock  and  injection  tube.^  To 
use  it,  fill  the  can  with  hot  water  of  110°  F.,  and  attach  the  tubing. 
Place  it  on  a  height,  such  as  a  chest  of  drawers,  or  on  a  chair  on  a 
table.  Turn  on  the  stopcock  of  the  can  first,  and  next  the  stopcock 
of  the  injection  tube,  and  allow  a  little  water  to  flow  out;  thus  all 
air  is  expelled  from  the  tubes,  and  the  apparatus  is  ready  for  use. 
The  higher  the  can  is  placed  the  greater  is  the  force  of  the  douche. 
Dr.  Percival  has  also  invented  a  syphon  uterine  douche. 

It  is  impracticable  for  a  patient  to  use  a  syringe  herself  whilst 
reclining  on  the  back ;  but  this  if  necessary  can  be  entrusted  to  a 
nurse. 

A  certain  amount  of  benefit  may  doubtless  be  derived  by  the 
patient  employing  a  syringe  with  hot  water  whilst  sitting  over  a 
bidet  or  other  arrangement,  but  we  do  not  secure  the  advantages, 
claimed  by  Dr.  Emmet,  gained  by  his  method  of  injection.  Here  the 
difficulty  will  be  in  carrying  off  the  water  as  it  flows  from  the 
patient  without  wetting  the  bed  or  soiling  the  patient's  linen.  To 
accomplish  this  the  simplest  method  to  adopt  is  for  the  patient  to  lie 
crosswise  upon  the  bed.  or  at  the  end  of  a  couch,  with  the  hips  at  the 
edge,  a  pillow  under  the  back  so  as  to  elevate  the  hips  somewhat,  and 

1  Krohne  &  Sesemann,  of  8  Duke  Street,  Mancliester  Square,  W.,  keep  Dr.  Play- 
fair's  cans  in  stock. 
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her  feet  resting  npon  chairs.  A  piece  of  mackintosh  about  one  yard 
square  is  placed  over  the  pillow  so  as  to  protect  this  from  getting  wet, 
and  the  other  end  is  draped  into  a  tub  or  foot-pan  below,  so  that  the 
water  falls  into  this.  It  is  well  for  the  patient  to  be  undressed  ready 
for  bed,  but  care  must  be  taken  that  the  body  is  properly  covered  to 


Fig.  94.— Dr.  Playfair'g  Can  Douche. 


protect  her  from  cold,  the  legs  also  being  covered  by  a  couple  of 
shawls  or  small  blankets. 

Another  plan  is  to  place  a  properly  constructed  bed-pan  under  the 
hips,  and  to  employ  the  douche  whilst  lying  in  bed.  This  is  especially 
useful  in  cases  of  serious  inflammation,  where  it  is  desirable  to  avoid 
lifting  or  moving  the  patient  more  than  is  absolutely  necessary. 

An  ordinary  slipper  bed-pan  is  of  no  nse,  as  it  holds  so  little  that 
it  would  necessitate  constant  emptying ;  but  if  a  tube  be  attached  to 
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the  large  end  so  that  the  water  can  flow  freely  away  into  a  tub  or 
foot-pan  below,  the  difficulty  is  overcome. 

Various  devices  have  been  resorted  to  to  obviate  the  necessity  of 
employing  a  bed-pan  or  other  similar  arrangement.  They,  however, 
necessitate  the  assistance  of  a  second  person,  and  this  is  in  many  cases 
objectionable,  for  the  mere  fact  of  having  some  one  at  hand  who 
will  save  the  patient  all  personal  trouble,  seems  in  some  cases  to 


Fig.  95. — Improved  Uterine  Douche. 


remove  that  healthy  stimulus  to  self-exertion  which  is  at  times  such 
an  important  adjiivant  in  the  case  of  uterine  disorders.  Still,  there 
are  other  cases  where  it  would  be  out  of  the  question  for  the  patient 
herself  to  administer  a  continuous  injection  of  hot  water,  and  for 
such  the  cup  or  shield  apparatus  as  indicated  above  may  prove  of 
service. 

To  obviate  the  risk  of  the  water  being  injected  directly  into  the 
uterine  cavity,  the  nozzle  must  be  directed  along  the  recto-vaginal 
wall  until  it  has  reached  the  posterior  vaginal  cul-de-sac  and  the 
stream  allowed  to  flow  gently  at  first  until  the  vagina  has  become 
distended.  Still,  in  some  cases  where  the  cervix  is  lacerated  or  the 
cervical  canal  dilated,  there  is  great  risk  of  the  nozzle  being  passed 
directly  into  the  cervix  and  the  water  forcibly  injected  into  the 
uterus.  Such  an  accident  would  set  up  violent  uterine  contraction, 
severe  pain,  and  even  collapse.  Should  the  fluid  be  forced  up  through 
the  Fallopian  tubes,  acute  pelvic  peritonitis,  with  death  as  a  conse- 
quence, might  ensue.  To  prevent  this,  Thomas  suggests  the  employ- 
ment of  a  nozzle  with  a  reverse  current,  the  water  flowing  back 
towards  the  outlet  of  the  vagina,  and  not  directly  forwards,  as  occurs 
with  an  ordinary  nozzle. 

The  immediate  efiect  of  the  hot  water  is  to  cause  relaxation,  and 
to  increase  the  congestion  of  the  parts ;  but  if  its  application  be  pro- 
longed, reaction  ensues  and  contraction  takes  place.  The  capillaries 
are  excited  to  increased  action,  the  tonic  effect  extends  to  the  coats 
of  the  larger  vessels,  theii*  calibre  in  turn  becomes  lessened,  and  with 
this  approach  to  healthy  action  the  congestion  is  diminished .  The  blood 
being  thus  driven  from  the  local  parts,  the  weight  of  the  uterus  and 
its  appendages  is  reduced,  the  tenderness  due  to  congestion  is  re- 
moved, and  when  inflammation  is  present  it  is  relieved.  The 
absorption  of  products  of  inflammation  is  assisted,  and  the  normal 
mobility  and  elasticity  of  the  tissues  is  restored. 

Emmet  thus  describes  the  effect  of  hot  water  injections.  The 
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mucous  membrane  is  found  blanched  in  appearance,  and  the  usual 
size  of  the  canal  lessened  in  calibre,  as  after  the  use  of  a  strong 
astringent  injection.  As  the  patient  lies  on  her  back,  with  her  hips 
elevated,  the  action  of  gravity  will  be  brought  into  play,  by  which 
the  veins  will  be  rapidly  emptied,  sufficiently  to  relieve  the  over- 
distension. Then,  in  this  position  also,  the  vagina  will  become  fully 
distended  by  the  weight  of  water,  and  kept  so,  since  only  the  sur- 
plus amount  can  run  of£  into  the  bed-pan  beneath.  The  hot  water 
will  then  be  in  contact  with  every  portion  of  the  mucous  membrane, 
under  which  the  capillaries  lie. 

The  vessels  going  to  and  from  the  cervix  and  body  of  the  uterus 
pass  along  the  pelvis  on  each  side  of  the  vagina,  and  their  branches 
inclose  the  vagina  in  a  complete  network.  The  vessels  of  the  fundus, 
through  the  veins  of  which  the  blood  flows  to  the  liver  and  back 
into  the  general  circulation,  communicate  freely  by  anastomosis  with 
the  vessels  distributed  to  the  body  and  cervix  below.  If,  then,  we 
are  able  to  cause  the  vessels  of  the  vagina  to  contract,  through  the 
stimulus  of  the  hot  water,  we  can,  directly  or  indirectly,  influence 
the  whole  pelvic  circulation,  and  thus  reduce  it  almost  to  a  natural 
condition. 

Emmet  finds  the  best  mode  of  all  is  to  have  the  injections  given 
while  the  patient  is  placed  on  her  knees  and  elbows  or  chest.  But 
this  position  is  a  difficult  one  to  assume,  since  those  who  are  in  the 
greatest  need  of  hot  watei'  have  not  the  strength  to  remain  in  this  pos- 
ture long  enough  to  accomplish  the  purpose;  and  considerable  difficulty 
is  also  experienced  in  keeping  the  patient  dry.  The  hour  of  bedtime 
is  generally  the  best  in  which  to  seek  for  the  beneficial  efiects  of  hot 
water  on  the  reflex  systeni  in  allaying  the  local  irritation ;  for  pro- 
longed vaginal  injection  at  a  high  temperature  will  often  act  with 
more  promptness  than  an  anodyne  in  allaying  the  nervousness  and 
sleeplessness  of  an  hysterical  woman. 

In  rare  instances  cases  are  met  with  where  a  sense  of  weight  and 
an  uncomfortable  feeling  are  experienced  about  the  pelvis  after  an 
injection  of  water  at  the  usual  temperature. 
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CHAPTEE  X. 

CHRONIC  CERVICAL  ENDOMETRITIS. 

Chronic  Cervical  Endometritis. — This  term  has  been  applied  to 
chronic  inflammation  of  the  mucous  membrane  of  the  cervix,  or  that 
portion  extending  between  the  os  internum  and  the  os  externum. 
Other  names — such  as  endo-cervicitis,  cervical  catarrh,  or  leucorrhoea — 
have  been  employed  to  designate  this  condition. 

It  is  probably  the  most  frequent  of  all  diseases  of  the  uterus, 
judging  from  the  fact  that  it  is  almost  universally  present  in  the 
majority  of  patients  seeking  advice  for  uterine  disorders. 

Pathology. — To  understand  properly  the  pathology  of  this  affection, 
we  must  call  to  mind  the  minute  anatomy  of  the  mucous  membrane 
lining  the  cervix.  This  is  disposed  in  folds  and  ridges,  constituting 
the  arbor  vitse,  is  covered  over  by  cylindiical  and  ciliated  epithelium, 
and  studded  with  numerous  villi.  Between  the  folds  are  countless 
mucous  glands,  the  so-called  glands  or  follicles  of  Naboth,  the  number 
of  which  has  been  estimated  as  being  at  least  10,000.  When  this 
membrane  becomes  inflamed  it  is  found  to  be  swollen  and  hypersemic, 
the  mucous  glands  being  especially  involved,  pouring  out  a  glairy, 
viscid  mucus,  which  fills  up  the  cervical  canal  in  the  form  of  a  tena- 
cious plug. 

The  cervix  itself  is  more  or  less  swollen  and  softened.  The  villi 
or  papillae  on  the  vaginal  face  of  the  cervix  become  hypertrophied, 
giving  rise  to  an  appearance  termed  granular  degeneration. 

Later  on  the  mucous  membrane  itself  becomes  hypertrophied,  and 
we  get  eversion  of  the  os  and  lower  portion  of  the  canal. 

In  those  cases  following  on  parturition,  where  the  whole  thickness 
of  the  cervix  becomes  inflamed,  especially  if  laceration  has  taken 
place,  areolar  hyperplasia  with  induration  generally  occurs. 

Causation. — In  virgins  and  nulliparae  we  meet  with  a  form  of 
chronic  cervical  endometritis,  due  chiefly  to  catarrhal  inflammation  of 
the  lining  mucous  membrane,  where  the  tissue  of  the  cervix  is  only 
moderately  involved.  The  causes  predisposing  to  this  condition  are 
natural  feebleness  of  constitution,  especially  if  there  be  any  scrofulous 
or  tuberculous  tendency,  want  of  fresh  air  and  exercise,  insufficient 
nourishment,  and  other  similar  influences.  The  chief  exciting  causes 
will  general lly  be  found  to  be  the  effect  of  cold,  extension  of  vaginitis, 
whether  simple  or  specific,  uterine  displacements,  excessive  or  intem- 
perate intercourse,  and  the  employment  of  intra-uterine  stems. 

In  married  women  who  have  had  one  or  more  children,  the  whole 
thickness  of  the  cervix  is  apt  to  become  inflamed,  as  a  result  of  the 


CHKONIC  CERVICAL  ENDOMETRITIS. 


131 


bruising  or  laceration  during  parturition.  Here  the  lining  membrane 
of  the  cervix  not  only  becomes  inflamed,  but  hyperplasia  and  indura- 
tion of  the  tissue  of  the  cervix  ensue.  In  addition  to  the  causes 
already  alluded  to  as  predisposing  to  endometritis,  frequent  partu- 
I'ition,  subinvolution,  and  excessive  lactation  may  also  be  mentioned. 
The  exciting  cause  in  the  majority  of  cases  will  be  the  bruising  of  the 
cervix  during  parturition,  more  especially  where  laceration  also  occurs. 
Acute  puerperal  endometritis  may  terminate  in  this  way. 

Symptoms. — Owing  to  the  slight  amount  of  sensibility  possessed 
by  the  cervix,  inflammation  may  be  present  without  attracting  the 
patient's  attention  ;  even  the  presence  of  abundant  leucorrhceal  dis- 
charge may  pass  unnoticed,  although  on  examination  with  the  specu- 
lum the  canal  of  the  cervix  is  found  to  be  filled  with  a  glairy,  viscid 
mucous  secretion. 

This  leucorrhoea  is  often  the  first  symptom  leading  the  patient  to 
believe  anything  is  amiss.  She  then  begins  to  experience  dragging 
sensations  about  the  pelvis,  bearing  down  and  pain  in  the  back, 
aggravated  on  standing  or  walking,  and  generally  worse  towards  the 
menstrual  periods,  which  latter  become  altered  in  character,  often 
painful,  and  irregular  as  to  frequency  and  quantity. 

The  discharge  is  at  first  of  the  nature  of  boiled  starch,  thick, 
viscid,  albuminous.  If  villous  erosion  complicates  the  cervical  endo- 
metritis, the  discharge  is  more  mucopurulent,  tinged  with  blood, 
acrid  in  character,  producing  considerable  irritation  in  the  vagina  and 
vulva,  and  even  setting  up  inflammation. 

As  the  disease  becomes  established  constitutional  symptoms  be- 
come more  marked.  The  nutrition  becomes  impaired,  owing  to 
diminished  appetite  and  enfeebled  digestion;  nausea  and  vomiting 
are  not  infrequent.  The  patient  becomes  nervous  and  hysterical, 
despondent  and  fretful ;  complains  of  vertical  headache,  intercostal 
I  neuralgia,  and  other  anomalous  aches  and  pains.  The  abdomen  is 
1  often  distended,  the  bowels  confined,  the  urine  turbid,  micturition 
painful  or  dilSScult,  the  bladder  irritable  from  pressure  where  hyper- 
plasia with  ante-  or  retro- version  exists,  cystitis  itself  being  not 
infrequent. 

Where  hyperplasia  of  the  cervix  complicates  endometritis,  there  is 
often  dull  aching  pain  complained  of  on  sexual  intercourse,  and 
haemorrhage  as  well  if  any  villous  erosion  be  present. 

Physical  Signs. — On  digital  examination  we  may  fail  to  detect  any 
well-marked  evidence  of  any  existing  disease ;  the  uterus  may  not  be 
increased  in  bulk,  nor  tender  to  the  touch,  unless  pressure  be  applied 
so  as  to  push  up  the  uterus  somewhat.  The  os  uteri  may  be  enlarged, 
the  lips  swollen  or  roughened  if  any  granular  degeneration  exists,  or 
we  may  find  a  perfectly  normal  os.  If  now  the  speculum  be  passed 
and  the  cervix  exposed,  we  shall  generally  find  the  canal  filled  with 
a  tough  tenacious  mucous  plug,  resembling  unboiled  white  of  egg, 
which  resists  all  ordinary  attempts  at  removal.  On  extracting  this 
by  twisting  it  round  a  Playfair's  probe  coated  with  cotton-wool,  there 
may  be  no  marked  evidence  of  disease,  the  glands  alone  being  affected, 
md  no  granular  degeneration  present ;  or  there  may  be  found  an  in- 
tensely red  and  inflamed  condition  of  the  canal,  due  to  removal  of  the 
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epithelium  and  excessive  hypertrophy  of  the  villi.  If  the  bivalve,  or 
Sims's,  speculum  be  employed,  this  condition  is  more  readily  observed. 
Where  cervical  endometritis  occurs  as  a  result  of  injury  during  abor- 
tion or  parturition,  there  is  usually  marked  hyperplasia  of  the  cervix, 
with  irregularity  of  the  surface  from  lacerations  of  the  tissue. 

Prognosis. — Cervical  endometritis  as  a  rule  shows  little  tendency 
to  spontaneous  cure  ;  it  is  a  most  obstinate  disorder,  and  if  un- 
checked often  induces  hyperplasia,  with  consequent  displacement  and 
other  troubles.  The  less  viscid  and  less  in  quantity  the  mucous  dis- 
charge is,  the  more  favourable  is  the  prognosis.  Where,  however, 
the  granular  disease  is  slight,  and  the  amount  of  thick  tenacious 
mucus  blocking  up  the  cervical  canal  considerable,  the  prognosis  is 
much  less  hopeful.  Destruction  of  the  diseased  glands  by  some 
radical  method  here  offers  the  only  hope  of  relief.  Treatment  is  at 
all  times  very  tedious,  and  relapses  are  very  liable  to  occur. 

Treatment. — Although  chronic  cervical  endometritis  may  be  re- 
garded as  a  local  disorder,  the  judicious  combination  of  constitutional 
remedies  with  local  treatment  will  be  indispensable  to  secure  relief 
from  such  an  intractable  disorder.  The  general  health  must  be 
carefully  looked  to,  the  bowels  regulated  by  some  simple  saline  or 
chalybeate  aperient,  of  which  the  sulphate  of  magnesia,  the  doul)le 
tartrate  of  soda  and  potash,  Carlsbad  salts,  and  other  similar  prepara- 
tions in  combination  with  some  form  of  iron  prove  most  serviceable. 

For  this  purpose  a  mixture  as  follows  may  be  prescribed  : — 

§3  Ferri  tartrates  5ss,  sodpe  tartrates  §j-iss,  acid,  tartarici 
3j  -iss,  syr.  zingib.  Jj,  aquam  ad  Jvj. — M.  Two  tablespoonfuls  added 
to  half  a  tumblerful  of  warm  water,  to  be  taken  every  morning  the 
first  thing,  and  repeated  during  the  day  if  necessary. 

A  less  palatable  but  still  useful  mixture  is  : — ^  Magn.  sulph. 
gj-iss,  ferri  sulph.  gr.  xii,  acid,  sulph.  dil.  3ss-j,  syr.  zingib.  |j, 
aquam  ad  §vj.    Dose  as  above. 

If  pills  be  preferred,  a  useful  combination  consists  of  ext.  aloes 
aquosse  gr.  xij,  ext.  nucis  vom.  gr.  iij  (vel  extract,  belladon.  gr.  iij) ; 
pil.  rhei  co.  gr.  xxiv. — M.,  et.  div.  in  pil.  xij.  One  to  be  taken  every 
night  at  bedtime. 

A  mild,  unstimulating,  nutritious  diet,  regular  daily  exercise, 
short  of  fatigue,  plenty  of  fresh  air,  massage,  and  everything  conducive 
to  health  should  be  enjoined.  Occasional  warm  baths,  friction,  and 
wearing  of  flannel  should  be  resoi'ted  to,  in  order  to  keep  the  skin  in 
a  healthy  condition.  To  improve  the  appetite  and  promote  digestion 
a  mixture  as  follows  may  be  prescribed. 

§5  Acid.  nitr.  hydrochl.  dil.  5 iij,  liq.  strychnine  5j  (vel  tinct. 
nucis  vom.  5 ij -iij),  tinct.  cinch,  co.  gss,  tinct.  chlorof.  co.  5 iij,  syr. 
aurantii  J  iss,  aquam  ad  §vj.  One  tablespoonful  in  a  wineglassful  of 
water  twice  or  thrice  daily,  after  meals. 

In  some  cases  preparations  of  bismuth,  pepsine,  &c.,  are  indicated, 
and  should  be  prescril3ed. 

Bromide  of  potassium  proves  very  useful  where  much  nervous 
disturbance  co-exists,  but  should  not  be  given  for  too  long  a  time 
continuously. 

Where  any  doubt  of  syphilitic  infection  being  present  exists,  a 
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combination  of  the  hydr.  perchl.  with  pot.  iod.  often  proves  eminently- 
serviceable. 

Local  Treatment. — Where  the  external  os  is  contracted,  it  will 
be  better  at  once  to  obviate  this  by  making  a  crucial  incision,  either 
with  the  scissors  or  scarifier,  so  as  to  divide  freely  the  external  fibres 
of  the  OS,  touching  the  raw  edges  with  the  liq.  feri-i  perchl.,  so  as  to 
prevent  union  again  taking  place.  This  will  enable  us  to  command 
more  thoroughly  the  cervical  canal  for  the  application  of  remedies, 
and  will  also  permit  the  ready  exit  of  discharges.  In  cases  where  the 
cervix  is  acutely  painful  or  tender,  this  crucial  incision  allows  a  cer- 
tain amount  of  blood  to  flow,  and  so  lessens  the  engorgement  of  the 
cervix,  or  this  may  be  still  further  encouraged  by  stabbing  or  scari- 
fying the  cervix  as  elsewhere  indicated.  Where  the  cervical  glands 
are  much  enlarged,  we  may  accomplish  a  certain  amount  of  local 
depletion  as  well  as  obliteration  of  the  diseased  glands  by  scarifying 
freely  the  lining  membrane  of  the  cervical  canal  by  means  of  a  narrow- 
bladed  knife  drawn  in  parallel  lines  along  the  inner  surface  of  the  canal. 

If  the  external  os  be  already  sulficiently  dilated,  and  local  deple- 
tion be  not  deemed  necessary,  we  may  proceed  at  once  to  the  appli- 
cation of  remedies. 

Treatment  should  always  be  commenced  shortly  after  a  menstrual 
period  if  possible,  as  then  there  is  less  risk  of  setting  up  mischief  by 
local  interference. 

It  will  be  prudent  to  limit  our  applications  at  first  to  the  canal  of 
the  cervix  alone,  not  carrying  them  up  beyond  the  internal  os,  as, 
even  when  the  body  of  the  uterus  is  implicated,  if  the  inflammation 
of  the  cervix  be  cured,  that  of  the  body  often  disappears  in  conse- 
quence ;  but  should  this  not  happen,  treatment  can  subsequently  be 
directed  to  this.  Before  applying  any  of  our  remedies  the  cervical 
canal  must  be  thoroughly  cleansed  of  all  inspissated  mucus.  This 
may  readily  be  eflfected  by  passing  a  Playfair's  probe  coated  with 
cotton-wool,  slightly  curved,  up  the  canal,  and  then  twisting  the 
probe  round  so  as  to  entangle  the  viscid  mucus  and  then  withdraw  it. 
If  this  fail,  a  small  piece  of  sponge,  the  size  of  a  raspberry,  fixed  in  a 
holder,  or  held  in  long  dressing  forceps,  may  be  passed  up  and  twisted 
round,  the  sponge  being  then  thrown  away.  A  long-nozzled  syringe 
has  been  invented  for  this  special  object,  but  either  of  the  methods 
just  mentioned  will  generally  prove  suflicient. 

Should  the  method  indicated  still  fail  in  removing  the  tenacious 
plug  of  mucus,  it  will  be  well  to  pass  the  probe  saturated  with  car- 
bolic acid,  or  whichever  remedy  we  intend  applying,  and  twist  this 
round  several  times  ;  this  will  effectually  overcome  the  difficulty.  A 
second  application  should  then  be  made  so  as  to  ensure  thorough 
cauterisation  of  the  diseased  surface,  the  probe  being  left  in  suflSciently 
long,  so  as  to  irritate  the  uterus  into  contracting  upon  the  probe  and 
squeezing  out  the  fluid. 

In  some  cases  it  is  a  prudent  plan  to  pass  a  sponge-tent  up  as  far 
as  the  internal  os  uteri,  and  allow  it  to  remain  in  for  a  few  hours, 
and  then  make  the  application  on  its  removal.  By  this  means  we 
unfold  the  countless  convolutions  and  rugae  of  the  arbor  vitse,  and 
allow  the  caustic  to  come  into  direct  contact  with  the  entire  surface. 
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Yaginal  injections  of  warm  water,  borax,  &c. ,  night  and  morning 
should  always  be  resorted  to,  if  for  no  other  purpose  than  to  cleanse 
the  passage  from  all  secretions,  which  otherwise  keep  up  irritation. 

Mode  of  applying  Caustics  to  the  Cervical  Canal. — Having  en- 
larged the  external  OS  if  necessary,  punctured  the  cervix,  or  scarified  it 
to  produce  local  depletion,  if  requisite,  and  removed  the 
plug  of  inspissated  mucus  generally  found  blocking  up 
the  cervical  canal,  we  have  now  to  consider  how  best 
to  apply  our  remedies. 

These  may  be  employed  either  in  a  liquid  form,  or 
in  form  of  crayons  or  pencils.  The  more  usual  and 
probably  the  most  efficacious  method  is  in  the  form  of 
strong  solutions. 

A  Play/airs  Probe  (fig.  96),  the  terminal  three 
inches  of  which  is  made  of  aluminium,  so  as  to  resist 
the  effect  of  acids,  is  first  coated  with  a  thin  layer  of 
cotton  wool,  the  probe  being  roughened,  and  having  a 
slight  bulb  at  the  terminal  extremity  so  as  to  prevent 
the  cotton  slipping  off.  Absorbent  cotton  or  jeweller's 
cotton  should  be  employed,  as,  being  chemically  cleaned, 
it  takes  up  fiuid  more  readily,  and  the  fibre  being  long 
and  fine  the  cotton  is  less  hkely  to  become  detached 

A  thin  layer,  triangular  in  shape,  about  three  inches 
long,  is  held  lightly  between  the  finger  and  thumb  of 
the  left  hand,  the  point  of  the  probe  is  placed  at  one 
angle  of  this,  and  then  twisted  round  and  round  so  as 
to  dispose  the  cotton  firmly  and  evenly  over  the  probe. 
This  requires  some  little  practice  to  accomplish. 
Having  placed  the  patient  in  the  left  lateral  position, 
ascertained  the  direction  of  the  canal  by  means  of  the 
uterine  sound,  and  passed  a  Fergusson's  speculum,  the 
probe  is  then  dipped  for  about  two  inches  in  the  solu- 
tion we  intend  to  employ,  any  superfluity  being  care- 
fully squeezed  out  against  the  neck  of  the  bottle. 

The  OS  being  well  in  view,  the  probe  is  then  passed 
within  as  far  as  the  internal  os,  and  allowed  to  remain 
for  a  few  seconds,  or  even  for  a  minute,  until  the  cervix 
contracts  upon  the  probe  and  thus  secures  the  complete 
action  of  the  remedy.  The  probe  is  then  gently  rotated 
and  gradually  withdrawn,  any  excess  that  may  haverun 
down  into  the  vaginal  cul-de-sac  is  carefully  mopped  up, 
a  plug  of  cotton  wool,  with  string  attached,  saturated 
in  glycerine,  is  then  passed  up  to  the  cervix,  held  there 
by  a  sound  or  other  instrument  until  the  speculum  is 
withdrawn,  when  the  operation  is  completed.  If  this  treatment  be 
resorted  to  in  the  consulting-room  the  patient  should  as  a  rule  drive 
home  and  remain  quiet  for  the  rest  of  the  day.  The  plug  may  be 
removed  at  bedtime,  when  the  syringe  is  employed  for  vaginal  injec- 
tion, or  left  until  the  following  morning. 

If  nitric  acid  be  employed  it  is  well  to  inject  a  little  saturated 
solution  of  carbonate  of  soda  into  the  vaginal  cul-de-sac,  so  as  to  pre- 
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elude  any  of  the  acid  running  down  and  irritating  the  vagina ;  any 
excess  of  the  acid  must  also  be  carefully  neutralised  by  the  same 
agent. 

In  every  case  the  probe  should  be  accurately  curved  to  correspond 
with  the  direction  of  the  cervical  canal ;  no  force  should  be  employed, 
lest  the  tissue  of  the  cervix  be  injured.  To  remove  the  cotton  wool 
from  the  probe,  cut  along  the  convexity  of  the  curve  with  a  pair  of 
scissors,  then  dip  the  probe  in  water  and  again  use  the  scissors  until 
all  the  wool  be  displaced,  so  as  to  avoid  using  the  fingers. 

Sims  devised  an  instrument  by  means  of  which  a  roll  of  cotton 
soaked  in  any  medicated  solution  may  be  left  within  the  cervical 
canal  by  sliding  it  off  on  withdrawal  of  the  probe,  similar  in  construc- 
tion to  Barnes's  tent-introducer.  We  can  thus  leave  the  agent  em- 
ployed longer  in  contact  with  the  diseased  surface,  and  so  ensure  a 
more  thorough  and  lasting  application  of  it.  A  string  attached  to 
the  cotton  enables  the  patient  to  withdraw  it  in  the  event  of  the 
uterine  contractions  not  expelling  it  within  the  course  of  a  few  hours. 
The  same  object  may  be  attained,  if  the  operator  be  an  adept,  by 
rolling  the  cotton  lightly  on  a  smooth  probe,  and  reversing  this  latter 
as  soon  as  the  canal  contracts  upon  it,  so  as  to  loosen  the  hold  of  the 
cotton  and  allow  it  to  remain  within  the  cervix.  The  safer  plan,  how- 
ever, is  to  trust  to  Play  fair's  probe. 

The  agents  most  useful  in  modifying  the  condition  of  the  cervical 
canal  when  affected  by  endometritis  are  : — Carbolic  acid,  kept  liquid 
by  adding  5j  of  glycerine  to  Jj  of  the  pure  crystallised  acid,  liquefied 
by  heat  (a  few  grains  of  camphor  added  to  this  prevents  solidification 
again,  even  at  a  freezing  temperature)  :  carbolic  acid,  liquefied  as 
above,  with  equal  parts  of  linimentum  or  liquor  iodi  ;  liquor  ferri 
perchlorid.  fortior,  alone  or  diluted  with  an  equal  quantity  of  gly- 
cerine ;  acid,  nitric,  fortior  ;  nitrate  of  silver  solution  5j  ad  5j  aqufe  ; 
chromic  acid  5j  ad  5j  aquai ;  linimentum  iodi ;  glacial  acetic  acid ; 
acid  nitrate  of  mercury. 

Freqtiency  of  Aji'plication. — As  a  general  rule  it  will  be  neces- 
sary to  repeat  the  application  of  most  of  the  agents  employed  about 
once  a  week,  changing  them  from  time  to  time.  It  is  always  well  to 
begin  with  carbolic  acid,  as  being  less  powerful  than  some  of  the 
others  mentioned,  and  less  likely  to  produce  contraction  or  occlusion 
of  the  OS.  Moreover  it  exerts  a  marked  local  anaesthetic  effect,  and  so 
proves  less  painful  to  the  patient.  It  is  an  extremely  useful  agent, 
and  in  the  majority  of  simple  cases  will  alone  prove  sufficient  to 
effect  a  cure.  It  may  be  applied  within  a  few  days  of  the  cessation 
of  the  menstrual  period,  then  again  within  a  week,  and  a  third  time 
a  week  after,  thus  leaving  a  clear  interval  of  ten  days  before  the 
expected  appearance  of  the  next  catamenia. 

Iodine^  whether  in  the  form  of  liquor  iodi  (1  in  24),  hnimentum 
iodi  (1  in  9),  iodised  phenol  (iodine  §ss,  crystallised  carbolic  acid 
§ij,  water  ^ij  =  1  in  .5),  or  linimentum  iodi  and  carbolic  acid  in 
equal  parts,  is  a  most  valuable  application.  Iodine  is  not  only  a  local 
stimulant,  but  also  a  powerful  alterative,  stimulating  the  absorbents, 
and  being  taken  up  into  the  general  circulation  thus  produces  a 
double  action. 
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Patients  will  often  detect  the  taste  of  iodine  within  a  very  short 
time  of  its  application. 

It  has  the  advantage  also  of  not  losing  its  efficacy  by  frequent  em- 
ployment, and  acts  promptly  in  causing  contraction  of  all  the  blood- 
vessels within  range  of  its  influence. 

If  carefully  used  the  combination  of  the  linimentum  iodi  with 
liquefied  carbolic  acid  is  the  most  efficacious  in  severe  cases,  and  may 
be  safely  employed. 

Nitric  Acid  should  never  be  applied  to  the  cervical  canal  until 
other  remedies  have  first  been  employed  to  test  the  toleration  of 
caustics,  as  it  sometimes  produces  a  considerable  amount  of  pain  with 
reflex  nervous  symptoms  which  may  last  for  some  days.  It  should 
be  reserved  for  very  severe  and  intractable  cases,  where  other  reme- 
dies have  been  tried  and  failed,  and  then  only  applied  once  shortly 
after  a  period,  other  agents,  as  a  rule,  being  employed  in  the  interval. 
If  necessary  the  acid  may  again  be  used  after  the  next  period,  and  so 
on,  once  a  month,  for  two  or  three  months.  It  is  well  to  state  that 
the  acid  causes  destruction  of  tissue,  and  may  lead  to  contraction  of 
the  cervix  or  occlusion  of  the  os  uteri.  I  have  met  with  instances 
where  retention  of  the  menstrual  fluid — hfematometra — has  ensued, 
and  an  operation  been  requisite  to  restore  the  patency  of  the  os 
uteri. 

In  appropriate  cases,  when  properly  applied  and  not  repeated  too 
frequently,  it  is  unquestionably  a  very  useful  application,  but  should 
never  be  employed  by  those  who  are  not  thoroughly  familiar  with  the 
practice  of  gynecology. 

Liquor  Ferri  Fercliloridi  fortior  is  a  very  powerful  styptic,  and 
in  cases  where  the  endometrium  is  seen  to  be  in  a  state  of  extensive 
granular  degeneration,  may  be  applied  with  benefit,  but  not  too  often. 
It  is  well  to  inject  a  little  saturated  solution  of  carbonate  of  soda  into 
the  cul-de-sac  of  the  vagina  previously  to  applying  the  iron,  so  as  to 
neutralise  any  excess  that  may  run  down,  as  it  has  a  very  irritating 
effect  upon  the  vagina. 

The  acid  nitrate  of  mercury  offers  no  advantages  over  the  nitric 
acid,  and  is  liable  to  produce  salivation  if  the  patient  be  at  all  sus- 
cepti]3le. 

Chromic  acid  is  even  more  painful  and  irritating  in  its  effect  than 
nitric  acid,  and  is  less  generally  applicable. 

Glacial  acetic  acid  has  been  recommended  as  a  painless  applica- 
tion in  these  cases. 

Crayons  or  pencils  made  of  the  following  substances  have  been  re- 
commended for  insertion  into  the  cervical  canal  either  by  means  of  a 
porte-crayon,  Barnes's  tube,  or  by  the  aid  of  a  speculum  and  forceps  : — 

Nitrate  of  silver  alone,  or  reduced  by  admixture  with  equal  parts 
of  nitrate  of  potash,  fused  into  moulds.  Sulphate  of  zinc  fused,  so 
as  to  make  zinc  points.  Tannin,  one  drop  of  glycerine  added  to  ten 
grains  of  tannin,  rolled  out  into  a  crayon.  Iodoform  gr.  yv,  pulv. 
acacise  and  mucilage  quantum  suff.  made  into  a  cylinder  \\  inch  long. 

In  special  cases  crayons  may  be  indicated,  but  they  are  fiir  less 
generally  useful  than  the  liquid  caustics. 

The  application  of  the  solid  nitrate  of  silver,  either  by  passing  the 
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caustic  in  a  holder  up  the  canal  or  by  leaving  a  small  piece  to  dis- 
solve there,  is  not  to  be  recommended ;  the  former  method  is  quite 
inefficient,  the  latter  not  unattended  by  danger,  and  in  any  case  liable 
to  set  up  considerable  irritation  as  the  dissolved  caustic  runs  down 
into  the  vagina.  If  the  case  be  really  one  of  chronic  cervical  endome- 
tritis, such  as  we  are  now  considering,  the  only  applications  at  all 
likely  to  be  brought  into  contact  with  any  extent  of  the  lining  mem- 
bi^ane  of  the  cervix  are  those  in  a  fluid  form,  applied  by  means  of  a 
Playfair's  probe  coated  with  cotton  wool,  sufficiently  bulky  to  distend 
the  canal  somewhat  and  to  secure  a  thorough  application  of  the 
remedy. 

In  practice  the  method  of  fusing  nitrate  of  silver  in  a  small  cup 
over  a  spirit  lamp,  and  then  coating  a  specially  constructed  probe 
with  it,  proves  far  too  tedious  to  be  of  anything  more  than  excep- 
tional service. 

In  very  intractable  cases  of  endometritis,  where  the  mucous 
glands  are  severely  affected,  and  nitric  acid  even  fails  to  cure,  our 
Only  resort  is  to  proceed  to  the  destruction  of  the  glands  by  still  more 
powerful  measures. 

The  galvano-cautery,  as  well  as  the  actual  cautery,  has  been 
employed  in  these  cases,  and  with  success,  but  there  is  always  a  risk 
of  subsequent  contraction  of  the  cervix. 

Potassa  fusa  and  potassa  cum  calce  are  liable  to  the  same 
objection. 

Where  the  careful  application  of  the  nitric  or  chromic  acid  fails  in 
destroying  the  glands,  the  only  way  of  effecting  a  cure  is  by  removal 
of  the  glands  by  means  of  the  sharp  steel  curette. 

A  second  operation  may  be  necessary  at  some  few  weeks'  interval. 
It  should  be  undertaken  shortly  after  a  period,  and  the  patient  con- 
fined to  bed  for  a  few  days,  precautions  being  taken  as  in  any  other 
operation  upon  the  cervix. 
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CHAPTER  XI. 

CHRONIC  CORPOREAL  ENDOMETRITIS. 

Chronic  Corporeal  Endometritis. — This  is  the  term  commonly 
employed  to  express  inflammation  of  the  mucous  membrane  of  the 
body  of  the  uterus.  This  latter  has  been  described  as  being  thin, 
soft,  pale,  smooth,  glandular,  and  closely  adherent  to  the  subjacent 
tissue.  It  varies  at  different  periods  in  thickness,  consistence,  and 
vascularity,  and  may  be  even  absent.  Dr.  John  Williams  thinks  the 
mucous  membrane  of  the  uter-us  is  of  great  thickness,  a  considerable 
portion  of  the  muscular  wall  of  the  organ  being  formed  by  muscu- 
laris  mucosae,  which  corresponds  to  the  stratum  of  muscular  fibre- 
cells  resting  upon  a  layer  of  areolar  tissue,  termed  '  submucous,'  in 
ordinary  mucous  membranes. 

Pathology. — Bearing  these  anatomical  details  in  mind,  it  will 
readily  be  understood  that  the  inflammatory  process  is  not  confined 
to  the  mucous  lining  of  the  uterus,  but  extends  to  a  greater  or  less 
extent  into  the  actual  substance  of  the  organ.  The  term  endome- 
tritis is  limited  to  those  cases  where  the  inflammation  preponderates 
in  the  mucous  membrane,  that  of  chronic  metritis  to  those  cases  where 
the  parenchyma  of  the  uterus  is  chiefly  affected. 

In  the  early  stage  the  mucous  membrane  is  found  to  be  swollen 
and  congested,  the  uterine  wall  thickened,  and  the  bulk  of  the  uterus 
consequently  increased.  The  secretion  consists  of  an  alkaline,  thin 
mucous  fluid,  or  when  the  case  is  more  severe  it  is  muco-purulent, 
rusty,  or  sanguinolent.  Partial  exfoliation  of  the  mucous  membrane 
often  occurs,  the  subjacent  tissue  being  elevated  in  the  form  of  granu- 
lations or  villous  proliferations,  which  bleed  readily,  constituting  the 
disease  known  as  fungoid  or  villous  endometritis.  Later  on,  especially 
where  the  inflammation  involves  the  parenchyma  of  the  organ,  the 
mucous  membrane  becomes  atrophied,  the  utricular  glands  obliterated, 
the  epithelial  covering  lost,  or  the  cylindrical  or  ciliated  epithelium 
i-eplaced  by  pavement  epithelium. 

Causation. — The  predisposing  causes  most  liable  to  give  rise  to 
chronic  endometritis  are  the  strumous  diathesis,  general  debility,  ex- 
haustion from  parturition  or  lactation,  and  prolonged  mental  depres- 
sion. Syphilis,  in  that  it  interferes  materially  with  the  develoj^ment 
of  the  uterine  mucous  membrane  in  early  pregnancy,  must  be  re- 
garded as  an  important  predisposing  cause.  Abortion  frequently 
ensues,  and  the  membrane  remains  diseased. 

Among  the  exciting  causes  may  be  mentioned  exposure  to  cold 
during  menstruation,  with  consequent  sudden  arrest  of  the  flow ;  ex- 
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tension  of  vaginitis,  whether  simple  or  specific  ;  cervical  endometritis, 
acute  endometritis  and  metiitis,  puerperal  or  not ;  retention  of  por- 
tions of  decidua,  clots,  or  placenta  following  abortion  or  parturition  ; 
obstructions  to  the  escape  of  secretions  from  flexions  or  stenosis  of  the 
cervical  canal;  congestion  from  displacements  or  the  presence  of 
uterine  fibroids  or  polypi,  or  from  the  abuse  of  sexual  intercoui-se  ; 
mechanical  injuiies  from  passage  of  the  uterine  sound,  wearing  of 
intra-uterine  pessaries,  or  from  attempts  to  induce  aboition ;  the 
exanthemata ;  phthisis. 

Sudden  arrest  of  the  menstrual  flow  from  exposure  to  cold  during 
menstruation,  at  a  time  when  the  uterus  is  in  a  state  of  intense 
hypersemia,  would  naturally  tend  to  produce  acute  endometritis  ter- 
minating in  the  chronic  affection. 

The  extension  of  vaginitis,  more  especially  when  of  a  specific 
nature,  is  often  witnessed  in  the  newly  married,  the  inflammation 
extending  not  only  to  the  cervix  and  body  of  the  uterus,  but  also  to 
the  Fallopian  tubes,  involving  even  the  ovaries,  and  setting  up  acute 
peritonitis.  Dr.  Noeggei-ath  has  shown  that  a  latent  gonorrhoea  or 
gleet  in  the  husband  may  infect  the  newly  married  wife  with  a  low 
grade  of  inflammation,  the  symptoms  of  which  are  not  sufficiently 
acule  in  the  early  stage  to  attract  much  attention,  but  which  never- 
theless eventuate  in  chronic  endometritis  and  consequent  sterility. 
Abuse  of  sexual  intercourse  may  in  some  cases  aggravate  any  lurking 
uterine  disorder,  and  account  for  the  production  of  endometritis.  The 
acute  inflammatory  conditions,  in  place  of  ending  in  complete  recovery, 
may  terminate  in  the  more  chronic  aflfection. 

Retention  of  portions  of  the  placenta,  of  the  decidua,  or  of  clots, 
and  their  subsequent  decomposition,  may  lead  to  acute  septicsemic 
metritis,  which,  if  the  patient  survive  the  attack,  may  terminate  in 
chronic  endometritis,  the  body  of  the  uterus  being  chiefly  affected. 

Obstruction  to  the  escape  of  secretions  from  the  uterus,  whether 
menstrual  or  otherwise,  from  flexion  or  stenosis  of  the  cervical  canal, 
is  probably  one  of  the  most  frequent  causes  of  endometritis  among 
those  who  have  never  been  pregnant,  as  also  in  virgins.  It  is  in  these 
cases  that  the  mischief  is  more  especially  limited  to  the  fundus,  the 
cervix  in  many  cases  not  being  involved.  Under  ordinary  circum- 
stances, when  the  menstrual  blood  escapes  freely  from  the  uterus, 
coagulation  is  prevented  by  admixture  with  the  acid  vaginal  mucus, 
but  if  retained  for  any  length  of  time,  or  in  any  considerable  quan- 
tity, in  the  uteiine  cavity,  it  very  soon  becomes  clotted.  These  clots 
are  unable  to  pass  the  constricted  cervix ;  the  uterine  cavity  thus 
becomes  distended  ;  expulsive  pains  described  as  spasms  or  colic  are 
induced.  The  accumulation  meanwhile  undergoing  more  or  less 
decomposition  sets  up  irritation  and  inflammation  of  the  lining  mem- 
brane of  the  body.  When  expulsion  is  at  length  effected,  it  is  apt  to 
occur  Yvith  a  rush,  the  patient  perhaps  stating  that  an  abscess  or 
gathering  in  her  inside  suddenly  burst,  after  which  the  pain  subsided. 

In  membranous  dysmenorrhoea,  where  the  lining  membrane  of 
the  body  of  the  uterus  is  expelled  in  one  piece,  or  in  shreds,  the  men- 
strual decidua  not  undergoing  complete  disintegration,  violent  expul- 
sive pains  are  often  induced,  similar  to  those  we  are  now  considering. 
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In  cases  of  flexion  or  stenosis  the  discharges  are  not  infrequently 
exceedingly  offensive,  causing  much  irritation  in  their  passage  over 
the  vagina  and  vulva,  in  some  cases  setting  up  a  blenorrhagic  dis- 
charge in  the  wall  and  leading  to  the  supposition  of  unchastity  in  the 
female. 

Cases  of  septic  peritonitis  or  septicaemia  are  occasionally  wit- 
nessed from  esca^pe  of  the  decomposing  secretions  through  the  Fallopian 
tubes  into  the  peritoneal  cavity. 

Mechanical  injuries  are  too  often  responsible  for  attacks  of  endo- 
metritis, more  especially  if  any  tendency  to  inflammation  previously 
existed. 

Symjotoms. — These  vary  very  considerably.  In  some  instances 
they  are  so  slight,  or  so  masked  and  obscure,  as  not  even  to  excite  the 
suspicion  of  the  patient,  or  her  medical  attendant,  of  anything  being 
amiss.  Sometimes  the  disease  may  exist  for  years,  the  only  evidence 
of  it  being  leucorrhcea,  menstrual  disorders,  and  nervous  derange- 
ments; at  others  displacement,  with  dysmenorrhoea,  dyspareunia, 
pruritus  vulvse,  and  serious  inconvenience  may  result,  rendering  the 
patient's  life  one  of  continued  discomfort. 

The  most  prominent  and  most  frequent  symptom  of  corporeal 
endometritis  is  leucori  hoea.  This  is  either  a  profuse  glairy  mucus, 
much  less  viscid  than  that  occurring  in  cervical  endometritis,  or  an 
acrid  muco-purulent  secretion  which  irritates  the  passages  and  gives 
rise  to  the  most  troublesome  pruritus  vulvae.  A  peculiarity  of  the 
discharge  is  that  it  is  often  stained  with  blood  and  resembles  the 
rusty  sputa  so  characteristic  of  pneumonia,  more  especially  shortly 
after  a  menstrual  period,  leading  the  patient  to  regard  it  as  a  prolon- 
gation of  the  catamenia. 

In  elderly  women  who  have  passed  the  climacteric,  the  discharge 
is  more  of  a  watery  or  creamy  purulent  character.  It  is  in  these 
cases,  when  stenosis  of  the  cervix  occurs,  that  accumulations  of  fluid 
in  the  interior  of  the  uterus  take  place — hydrometra.  In  some  in- 
stances the  pent-up  secretion  suddenly  escaping  gives  rise  to  the  sup- 
position that  an  abscess  has  burst. 

Menstrual  disorders,  such  as  menorrhagia,  dysmenorrhoea,  or  irre- 
gularity, are  commonly  noticed  in  the  early  stages.  In  the  fungoid 
variety  of  endometritis,  profuse  and  often  intractable  haemorrhage  is 
often  the  prominent  symptom.  Dysmenorrhoea  is  frequently  more 
marked  in  the  latter  stages,  when  induration  of  the  uterine  tissue 
and  degeneration  of  the  mucous  membrane  have  taken  place,  men- 
struation being  scanty  and  not  infrequently  ceasing  prematurely.  In 
some  cases  exfoliation  of  the  entire  lining  membrane  of  the  uterus 
occurs,  the  so-called  dysmenorrhoeal  membrane. 

Sterility  is  an  almost  invariable  result  of  endometritis,  in  many 
cases  being  the  only  symptom  that  has  induced  the  patient  to  submit 
to  a  local  investigation.  This  is  partly  due  to  the  leucorrhoeal  dis- 
charge proving  inimical  to  the  life  of  the  spermatozoa,  and  partly  to 
the  diseased  condition  of  the  lining  membrane  precluding  the  normal 
development  of  the  ovum. 

Pain  is  almost  invariably  present,  its  intensity,  varying  in  dif- 
ferent patients,  depending  upon  their  susceptibility  to  its  influence  as 
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well  as  upon  the  extent  of  the  uterine  tissues  involved.  Dragging 
pain  in  the  back,  groins,  and  hypogastrium,  often  extending  down  the 
inner  sides  of  the  thighs,  is  usually  experienced,  worse  on  standing, 
walking,  or  coitus.  In  the  large  majority  of  cases  the  pain  is  worse 
on  the  left  side,  the  reason  of  which  is  difficult  to  explain,  unless  it 
be  the  distention  of  the  rectum  pressing  upon  the  tender  and  often 
inflamed  ovary. 

The  uterus  itself  is  generally  tender  on  pressure,  much  distress 
being  often  experienced  from  the  bearing-down  efforts  made  when  the 
bladder  or  rectum  is  relieved,  as  well  as  from  the  passage  of  hardened 
faeces  through  the  rectum  pressing  upon  the  inflamed  uterus. 

Dysuria,  frequent  micturition,  and  even  cystitis  are  not  infre- 
quently observed.  As  a  rule  the  bowels  are  constipated,  but  diairhoea 
may  alternate  with  this  condition. 

Nervous  disturbances  of  one  kind  or  another  are  almost  in- 
variably present  in  cases  of  chronic  uterine  catarrh.  Headache,  limited 
more  or  less  to  the  vertex,  of  a  neuralgic  character,  is  often  noticed. 
The  patient  becomes  fretful,  despondent,  and  hysterical,  cryiDg  upon 
very  slight  provocation,  and  is  quite  incapable  of  concentrating  her 
attention  or  of  undergoing  any  prolonged  mental  effort.  In  severe 
cases,  where  any  hereditary  tendency  to  such  affections  exists, 
hystero-epilepsy  or  melancholia  may  ensue. 

Minor  neuralgic  pains  are  often  experienced,  along  the  edge  of 
the  false  ribs  extending  up  to  the  shoulder ;  in  the  right  hypochon- 
driac region,  leading  to  the  supposition  of  the  liver  being  affected 
under  the  left  mamma;  down  the  inner  side  of  the  thighs;  in  the 
soles  of  the  feet,  and  in  other  unexpected  j^ositions. 

Disorders  of  nutrition  are  generally  well  marked ;  the  appetite 
becomes  impaired,  capricious,  and  even  entirely  wanting,  the  patient 
loathing  the  sight  of  food ;  nausea,  vomiting,  eructation,  gastralgia, 
flatulent  distention  of  the  abdomen — meteorism — with  dyspepsia,  are 
often  most  distressing,  in  some  cases  leading  to  the  supposition  of 
pregnancy — pseudo-cyesis  or  spurious  pregnancy.  The  urine  fre- 
quently becomes  turbid,  loaded  with  phosphates  or  lithates.  The 
bowels  are  generally  confined,  occasional  attacks  of  diarrhoea  alternat- 
ing with  this  condition.  In  some  cases,  owing  to  the  constant  dis- 
charge and  impaired  nutrition,  the  body  becomes  more  or  less 
emaciated,  dark  areolae  form  around  the  orbits,  the  complexion 
becomes  muddy  or  sallow,  the  countenance  dull  and  apathetic,  and 
the  bo-called  fades  lUerina  developed. 

Disorders  of  the  skin  and  its  appendages  are  not  infrequently 
observed,  such  as  pigmentation  on  the  forehead  or  abdomen,  around 
the  orbits  or  the  nipples  ;  eczema  and  acne  are  often  very  trouble- 
some, Hypersesthesia  of  the  skin  and  mucous  membrane  is  occa- 
sionally noticed  in  the  form  of  pruritus  vulvae  and  vaginse.  The  hair 
of  the  head  also  is  apt  to  fall  out  and  become  very  thin. 

Certain  reflex  neuroses  have  been  observed  as  complicating 
chronic  endometritis,  such  as  asthma,  bronchitis,  amaurosis  fi'om 
chronic  optic  neuritis,  partial  or  complete  paraplegia. 

Diagnosis. — In  cases  of  uterine  leucorrhoea  it  is  important  to 
distinguish  cervical  endometritis  proper  from  corporeal  endometritis, 
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as  also  to  determine  whether  the  two  affections  are  present  at  the 
same  time,  the  treatment  of  the  two  conditions  varying  in  many 
important  particulars. 

In  corporeal  endometritis  the  discharge  is  more  of  a  mucoid  or 
muco-purulent  character,  and  not  infrequently  of  a  rusty  tint.  The 
uterus  is  increased  in  size,  the  sound  entering  beyond  the  normal 
distance  producing  pain  on  reaching  the  fundus  and  slight  haemor- 
rhage on  withdrawal.  On  conjoined  manipulation  the  uterus  is  found 
to  be  bulky  and  very  tender.    Menstrual  disorders  are  frequent. 

In  cervical  endometritis  the  discharge  is  thick,  glairy,  tenacious, 
adhering  to  the  cervical  canal ;  there  is  little  or  no  pain  or  tender- 
ness of  the  body  of  the  uterus.  Menstrual  irregularities  are  seldom 
marked,  and  nervous  disturbances  are  far  less  frequent  than  in  the 
former  aifection. 

Prognosis. — Chronic  endometritis,  if  recognised  early  and  treated 
actively,  may  possibly  end  in  recovery,  but  in  by  far  the  larger 
number  of  cases,  although  some  partial  improvement  may  take 
place,  the  disease  is  practically  incurable  and  resists  every  plan  of 
treatment,  although  much  may  be  done  to  alleviate  symptoms. 

The  prognosis  is  more  favourable  in  recent  cases,  where  the 
discharge  consists  chiefly  of  mucus  and  is  not  purulent,  where  no 
displacement  of  the  utsrus  exists,  where  the  patient  is  naturally  of  a 
strong  constitution,  and  the  general  health  has  not  been  broken  down. 
Where,  however,  the  case  is  one  of  long  standing,  the  discharge  is 
muco-purulent,  displacement  of  the  uterus  exists,  the  cavity  is  in- 
creased in  size,  the  constitution  is  naturally  feeble  or  the  general 
health  has  been  shattered  by  prolonged  suffering,  there  is  very  little 
hope  of  improvement,  and  relapses  are  very  liable  to  occur. 

Treatment, — Chronic  endometritis  is  one  of  the  most  obstinate 
and  intractable  disorders  we  are  called  upon  to  treat.  Before  at- 
tempting any  active  or  heroic  treatment  we  should  first  familiarise 
ourselves  with  all  the  details  as  to  the  history,  apparent  cause, 
duration,  severity,  complications,  toleration  of  interference,  and  any- 
thing at  all  calculated  to  assist  us  in  our  management  of  the  indi- 
vidual case. 

If  there  be  evidence  of  previous  attacks  of  peritonitis  or  cellulitis, 
if  the  patient  be  unable  to  rest  up  and  take  proper  care  of  herself,  or 
if  there  has  been  hitherto  marked  intolerance  of  interference,  we 
should  be  extremely  careful  in  resorting  to  active  treatment.  Every 
possible  complication  calculated  to  keep  up  or  aggravate  the  condition 
should,  as  ftir  as  practicable,  be  removed.  If  any  granular  degene- 
ration of  the  -cervix  be  present,  this  must  first  be  attended  to  in  the 
manner  described.  If  cervical  endometritis  exist,  appropriate  treat 
ment  must  be  resorted  to.  If  the  os  uteri  be  constricted,  this  should 
be  enlarged  by  a  crucial  incision. 

If  any  marked  displacement  be  detected,  more  especially  if  it  be 
retroversion  or  retroflexion  of  the  uterus  or  prolapse  of  this  oi-gan,  a 
vaginal  pessary  should  be  inserted  as  soon  as  it  is  considered  probable 
that  it  will  be  tolerated.  Any  inflammation  or  engorgement  of  the 
uterus  should  first  be  relieved  by  local  depletion,  rest  in  the  recum- 
bent position,  the  hot  water  douche,  glycerine  tampons,  the  adminis- 
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tration  of  saline  aperients,  bromide  or  iodide  of  potassium,  and  other 
appi'opriate  drugs. 

The  general  health  should  be  improved  as  much  as  possible  by 
attention  to  diet,  exercise,  recreation,  regulation  of  the  secretions,  and 
everything  likely  to  conduce  to  the  end  in  view.  The  diet  should  be 
simple  and  nutritious,  at  the  same  time  not  too  restricted,  as  the 
appetite  is  generally  deficient  or  capricious.  Alcohol,  in  strict 
moderation,  may  prove  of  service  in  assisting  digestion  if  taken  at 
meal-times,  but  should  never  be  allowed  to  replace  food  or  to  be 
taken  at  odd  times  if  the  patient  feels  low  or  sinking.  In  many 
cases  it  will  be  found  better  to  limit  the  quantity  very  strictly  or  to 
enjoin  total  abstinence,  at  least  for  a  time,  if,  as  not  infrequently 
happens,  there  is  a  marked  predisposition  to  abuse  the  employment  of 
stimulants. 

As  treatment,  to  be  effectual,  will  occupy  several  months  at  least, 
the  patient  should  on  no  account  be  confined  to  bed  or  to  the  couch, 
nor  even  to  the  house.  Regular  exei'cise,  short  of  fatigue,  should 
always  be  enjoined — walking,  driving,  or  riding,  according  to  circum- 
stances. It  is  prudent  even  to  intermit  treatment  for  a  time  and  let 
the  patient  go  to  the  sea-side  or  to  the  country  for  a  change,  or  in 
some  instances  to  one  or  other  of  the  spas  where  she  can  take  the 
mineral  waters  containing  iodine,  bromine,  iron,  &c.  It  is  not  abso- 
lutely necessary  to  compel  our  patient,  if  married,  to  lead  a  single 
life,  but  it  is  well  to  suggest  extreme  prudence  in  this  particular, 
more  especially  during  the  time  active  treatment  is  being  pursued. 
Every  effort  should  be  made  to  distract  the  patient's  attention  from 
hei'self,  and  to  encourage  her  to  look  at  the  bright  side  "of  things. 
The  practitioner  who  can  not  only  inspire  confidence,  but  encourage 
hope  of  ultimate  recovery,  is  far  more  likely  to  succeed  than  another 
who  regards  it  as  a  foregone  conclusion  that  no  treatment  will  be  of 
any  avail. 

Medicinal  tonics  are  often  of  service  in  improving  the  appetite, 
such  as  the  nitrohydrochloric  acid,  with  nux  vomica  and  cinchona  ;  the 
hydrobromate  of  quinine,  arsenic,  strychnia,  and  other  similar  agents. 

Iron  is  seldom  tolerated  if  much  local  tenderness  be  present  or 
the  tongue  be  coated,  showing  the  liver  is  not  acting  well,  until  these 
conditions  have  been  relieved;  but  where  the  general  health  is  much 
deteriorated  the  citrate  of  iron  and  quinine  or  other  preparation 
sometimes  proves  of  much  service. 

Basham's  mixture  of  liq.  amm.  acet.  giss,  acid.  acet.  dil.  gss, 
tinct.  ferri  perchl.  5ij,  syrupi  giss,  aquam  ad  gvj,  is  a  very  agreeable 
and  efficacious  combination.  One  tablespoonful  with  two  of  water 
thrice  daily. 

Another  useful  form  is  mag.  sulphnt.  gss,  acid,  sulph.  dil.  5j, 
tinct.  ferri  perchl.  5ij,  tinct.  nucis  vom.  5ij,  syr.  zingib.  |iss,  aquam 
ad  Jvj.    Dose,  Jss  in  water  thrice  daily. 

Some  prefer  liq.  amm.  cit.  giss,  acid,  phosph.  dil.  5iij,  tinct.  ferri 
perchl.  5ij,  syrupi  limonis  giss,  aquam  ad  gvj.  Dose,  '|ss  in  water 
thrice  daily.    This  makes  a  very  pleasant  mixture. 

Bland's  pills  have  been  highly  extolled  by  Meineyer.  They 
consist  of  pulv.  ferri  sulph.  exsic,  pot.  carb.  purse,  aa  5ij,  syrupi  q.s. 
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— Fiat  mass. ;  div.  in  pil.  xlviii.  Dose,  one  pill  after  each  meal, 
gradually  increased  to  three  after  each  meal. 

Where  endometritis  follows  parturition  and  a  certain  amount  of 
subinvolution  co-exists,  it  will  be  well  to  give  ergot  in  combination 
with  bromide  of  potassium,  &c.  Ext.  ergot,  liq.  Jss,  pot.  bromid. 
Jss,  tinct.  cinch,  co.  §ss,  tinct.  chlor.  co.  "^ij,  syr.  aurantii  Jiss, 
aquam  ad  §vj.    Dose,  |ss  in  water  thrice  daily. 

This  will  tend  to  check  any  menorrhagia  and  produce  a  healthier 
condition  of  the  organ. 

Arsenic  in  some  cases  acts  very  beneficially  as  a  nervine  tonic. 

Strychnia  is  one  of  our  best  tonics,  and  in  many  cases  may  replace 
ergot. 

Where  any  specific  history  be  detected,  it  will  be  well  to  ad- 
minister some  such  mixture  as  the  following  :  Liq.  hydrarg.  perchl. 
Jj-iss,  potass,  iodid.  5ss-j,  potassii  bromid.  5ij-iv,  spir.  amm.  arom. 
§ss,  glycer.  purif.  Jj-iss,  aquam  ad  Jvj.  Dose,  Jss  in  water  thrice 
cljuly  after  meals. 

It  is  of  great  importance  to  secure  regular  relief  to  the  bowels. 
Half  a  cup  of  rather  strong  coffee,  with  the  same  amount  of  hot  milk, 
taken  the  first  thing  in  the  morning,  a  draught  of  cold  water,  or  an 
apple  eaten  whilst  getting  up,  porridge  for  breakfast,  a  little  boiled 
bacon,  marmalade,  &c.,  often  act  very  beneficially. 

The  habit  of  soliciting  the  action  of  the  bowels  regularly  after 
breakfast,  whether  there  be  any  inclination  or  no,  should  be  insisted 
upon.  Their  action  may  still  further  be  encouraged  by  mental  an- 
ticipation and  compressing  the  abdomen  gently  with  the  fingei  s.  • 

The  habit  of  indulging  in  tea,  so  prevalent  among  some  patients, 
aggravates  materially  the  tendency  to  constipation,  and  should  there- 
fore be  restricted. 

Where  attention  to  diet  proves  inadequate,  there  are  various 
methods  we  may  resort  to  for  this  purpose.  A  wineglassful  of  the 
Hunyadi  Janos,  Friedrich shall,  or  other  mineral  water,  with  the 
same  amount  of  warm  water,  taken  on  first  rising,  or  half  a  teaspoon- 
ful  of  Carlsbad  salts,  a  Seidlitz  powder,  or  an  appropriate  dose  of  any 
of  the  saline  apeiients,  may  first  be  tried,  but  should  not  be  taken  too 
frequently. 

A  very  useful  and  inexpensive  artificial  mineral  water  may  be 
made  by  combining  the  following  ingredients  :  M>ig.  sulph.  gj,  sodae 
sulph.  Jj,  sodii  chlorid.  9ij,  sod.  bicarb,  gr.  xvj,  aquam  §xvj.  A 
wineglassful  or  more  for  a  dose. 

The  compound  liquorice  powder  of  the  Prussian  Pharmacopoeia 
proves  invaluable  in  many  cases,  and  has  the  great  advantage  of  not 
losing  its  eflfect  by  repetition.  It  is  composed  of  pulv.  glycyrrh.  rad., 
pulv.  sennse,  aa  Jss  ;  sulphur,  sublim.,  pulv.  foeniculi,  aa  5ij  ;  saccliar. 
purif.  giss.  One  teaspoonful  in  half  a  teacup  of  milk  or  water  at 
bedtime  acts  as  a  gentle  aperient. 

Pills  are  often  preferred  by  patients.  A  very  useful  form  is  Ext. 
aloes  aquosse  gr.  xii,  ext.  bellad.  gr.  iij,  pil.  rhei  co.  gr.  xxiv. — M.,  div. 
in  pil.  xij,  cap.  j,  pro  re  nata.  Another  rather  stronger  is  Ext.  aloes 
Socrot.  gr.  xii,  ext.  nucis  vom.  gr.  iij,  pil.  colocy.  et  hyoscy.  gr.  xxx. 
— M.,  et  div.  in  pil.  xij. 
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The  pil.  aloes  et  assafoetidse,  aloes  et  myrrhse,  rhei  co.,  &c.,  are 
often  useful.  The  confection  of  senna  or  of  sulphur  acts  well  in 
some  cases. 

Enemata  of  cold  water  are  often  of  more  service  than  even 
aperient  medicine  in  securing  a  daily  evacuation.  Warm  water  is 
less  efficacious.  Soap  and  water  is  more  stimulating,  but  plain  water 
is  generally  sufficient. 

Arnold's  simplex  enema  apparatus  (fig.  97),  being  made  entirely 
of  metal,  the  spring  being  of  plated  steel  to  prevent  its  rusting, 
is  a  very  useful  form.  It  is  so  simple  as  to  require  only  one  hand 
to  work  it,  and  can  be  taken  to  pieces  to  clean  and  put  together 
again  in  a  few  seconds.  It  is  next  to  impossible  for  it  to  get  out  of 
order,  and  for  India  and  the  colonies  it  is  invaluable. 

Where  pain  is  a  prominent  symptom,  the  menstrual  periods  being 
attended  by  great  discomfort,  much  inconvenience  being  caused  by 
local  applications,  or  the  patient  is  restless  at  night  and  unable  to 
procure  sleep,  we  must  be  prepared  to  suggest  some  efficient  relief. 

It  is  well  to  avoid  as  far  as  possible  resorting  to  the  employment 
of  opiates  until  other  methods  have  first  been  tried. 


Fig.  97.— Arnold's  Simplex  Enema. 


A  warm  hip  bath  at  bedtime  has  often  a  very  soothing  influence, 
its  effect  being  materially  increased  by  combining  with  it  the  hot 
vaginal  douche.  By  means  of  a  syringe,  syphon,  or  irrigator,  a  con- 
tinuous stream  of  hot  water,  commencing  at  a  temperature  of  95°  F. 
and  gradually  increasing  this  up  to  110°  F.,  may  be  injected  into  the 
vagina  continuously  for  ten  or  fifteen  minutes.  This  not  only  allays 
nervousness,  and  restlessness,  but  produces  contraction  of  the  vessels 
and  promotes  absorption,  thereby  diminishing  the  bulk  of  the  uterus. 

In  some  cases  a  tablespoonful  or  two  of  mustard  difiVised  in  the 
bath  water  increases  the  soothing  efifect  of  the  hip  bath,  and  tends  to 
promote  sleep. 

As  sedatives  proper  we  have  a  long  list  to  choose  from,  and  it  is 
well  to  have  several  to  fall  back  upon,  inasmuch  as  some  patients  are 
intolerant  of  one  remedy,  but  can  take  another  readily.    By  constant 
•  repetition  one  drug  may  lose  its  beneficial  influence,  and  will  therefore 
need  to  be  changed  from  time  to  time. 

Bromide  of  potassium  in  scruple  doses  twice  or  thrice  daily,  given 
in  some  aromatic  infusion,  such  as  the  inf.  aurantii  co.,  calumbse 
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caryophylli,  chiratse,  gentianae  co.,  &c.,  proves  most  valuable  in  all 
cases  of  nervous  disturbance  due  to  uterine  iriitation. 

Bromide  of  ammonium  in  scruple  doses  acts  in  a  similar  manner, 
and  is  especially  indicated  where  headacbe  is  a  prominent  symptom. 

Bromide  of  camphor  in  four-grain  doses  three  or  four  times  a  day 
has  been  strongly  recommended.  It  may  be  made  into  pills  with  the 
ext.  taraxaci  ;  or  Dr.  Clin's  capsules,  which  contain  four  grains  in 
each,  may  be  given. 

Belladonna  is  a  powerful  narcotic.  Given  in  one-quarter  grain 
doses  of  the  extract,  twice  or  thrice  daily,  gradually  increasing  the 
dose,  as  suppository  containing  one  to  two  grains,  or  applied  to  the 
abdomen  in  the  form  of  the  extract  rubbed  down  with  glycerine,  it 
proves  very  useful.  It  acts  specially  upon  the  sympathetic  system,  and 
is  indicated  whenever  there  is  any  vesical  tenesmus. 

Camphor  in  five  to  ten  grain  doses,  dissolved  in  rectified  spirit 
or  ether,  and  given  on  a  lump  of  sugar  or  in  milk,  exerts  a  valuable 
sedative  as  well  as  anaphrodisiac  effect,  promoting  diaphoresis  and 
allaying  nervous  iri-itation.  Some  patients  prefer  keeping  a  small 
lump  in  their  pocket  and  nibbling  it  from  time  to  time. 

Care  must  of  course  be  exercised  that  too  much  be  not  taken  at 
one  time.  A  drachm  has  been  known  to  produce  giddiness,  sickness, 
muscular  weakness,  coldness  of  extremities,  loss  of  consciousness,  and 
even  death. 

Chloral  in  scruple  doses  at  bedtime,  or  combined  with  camphor 
or  bromide  of  potassium,  is  very  useful  in  procuring  sleep. 

Cannabis  Indica  in  quarter-grain  doses  of  the  extract,  gradually 
increased  to  one  grain,  in  the  form  of  pill,  or  as  a  mixture  containing 
five  to  fifteen  or  twenty  minims  of  the  tincture  with  mucilage,  often 
agrees  when  opium  is  not  tolerated.  It  acts  as  a  soporific  or  hypnotic 
in  conciliating  sleep,  as  an  anodyne  in  calming  irritation,  as  well  as  a 
nervine  stimulant  in  removing  languor  and  anxiety.  It  has  no 
constipating  tendency  and  leaves  no  unpleasant  after-effects,  as  too 
often  happens  with  opium.  It  exerts  a  special  influence  in  cases  of 
neuralgia  and  headache,  as  well  as  being  a  general  sedative. 

Conium  is  a  powerful  narcotic  and  anodyne,  as  well  as  a  sedative 
to  the  sexual  organs.  The  succus  conii  in  5j-ij  doses  is  the  best  mode 
of  administering  the  drug,  but  it  may  also  be  given  in  the  form  of 
the  extract  as  suppository  or  as  pill. 

Hyoscyamus  is  intermediate  in  its  action  between  opium  and 
belladonna,  acting  as  a  narcotic  and  exerting  an  influence  upon  the 
sympathetic .  nervous  system  secondary  only  to  that  possessed  by 
belladonna-  itself.  It  increases  the  hypnotic  action  of  opium,  and 
also  prevents  the  constipating  effects  of  the  latter.  It  may  be  given 
in  the  form  of  pill  in  doses  of  two  to  three  grains  of  the  extract,  either 
alone  or  combined  with  camphor  or  opium. 

Opium  in  some  form  or  another  in  many  cases  will  be  found  to  be 
requisite.  At  first  we  should  try  suppositories  either  of  the  extract, 
opii  (gr.  ss-j);  morphia  (gr.  J-j);  morphia  (gr.  J)  and  atropine  (gr. 
uV~2V)^  tinct.  opii  (iri_xx-5j)  and  starch  enema.  A  drachm  of 
laudanum  with  twice  the  quantity  of  glycerine  may  be  used  to  satu- 
rate a  tampon,  which  is  then  passed  up  the  vagina  as  far  as  the 
cervix. 
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The  hypodermic  injection  of  morphia  (gr.  j  ad  Wivj),  two  to 
three  minims  of  the  solution  being  sufficient  to  commence  with,  may 
be  used ;  but  its  employment  should  never  be  commenced  unless  the 
practitioner  is  prepared  to  go  on  with  it  regularly,  the  patient  soon 
becoming  so  dependent  upon  it  as  to  make  the  injection  at  stated  in- 
tervals a  very  irksome  duty. 

The  stomach  should  never  be  employed  as  the  vehicle  for  the  ad- 
ministration of  opium  until  other  methods  have  been  exhausted.  A 
pill  of  quinine  (gr.  j-ij)  and  opium  (gr.  J-j  of  the  extract)  with  ext. 
belladon.  (gr.  ^-J)  to  obviate  constipation,  is  a  useful  form ;  Dover's 
powder  (gr.  x  =  gr.  j  of  opium) ;  liq.  opii  sed.  (rri^xv-xxx)  with 
spir.  a^th.  sulph.  (n^^xxx-lx)  in  form  of  a  draught,  or  any  of  the 
numerous  combinations  found  useful  under  special  circumstances,  may 
be  given.  The  practitioner  will  need  to  vary  his  pre>criptions,  and 
may  try  in  turn,  fomentations,  lotions,  liniments,  ointments,  pills, 
draughts,  j)]asters,  and  suppositories. 

Counter-irritation  will  generally  be  found  of  service  in  relieving 
pain,  as  also  in  allaying  vomiting  and  checking  tympanitic  distention. 

Mustard  poultices  and  tui-pentine  stupes  to  the  abdomen,  lini- 
mentum  ammonias,  camphors,  crotonis,  saponis  co.,  or  terebinth inse, 
rubbed  in  over  the  seat  of  pain,  and  a  poultice  subsequently  applied, 
or  sprinkled  on  spongio-piline  and  kept  applied  for  six  or  eight  hours, 
will  often  be  of  service. 

The  liquor  e^^ispasticus  may  be  painted  over  a  surface  as  large  as  a 
five-shilling  piece,  so  as  to  produce  a  tlying  blister,  and  repeated  when 
necessary.  The  linimentum  aconiti  c.  ojiio,  belladonnre,  chloroformi, 
or  the  two  latter  in  equal  proportions,  will  often  produce  a  marked 
sedative  effect.  Patients  often  derive  great  comfort  from  plasters 
applied  to  the  back,  kept  on  for  several  consecutive  weeks,  or  renewed 
as  often  as  necessary.  Of  these  the  emplastrum  belladonnse,  cale- 
faciens,  or  roborans  are  generally  most  serviceable.  The  direct  appli- 
cation of  counter-iri'itation  to  the  cervix  uteri  by  means  of  linimentum 
iodi  or  even  strong  caustics,  in  many  cases  proves  even  more  effi- 
cacious than  when  applied  externally. 

Intra-uterine  Medication. — This  should  never  be  undertaken 
unadvisedly,  as  it  is  by  no  means  unattended  by  risk.  Dr.  Thomas, 
of  New  York,  in  his  last  edition  says,  '  Observation  and  experience 
have  so  changed  my  own  practice,  that  I  find  myself  very  rarely 
resorting  at  present  to  applications  above  the  os  internum  uteri.'  The 
various  methods  employed  are — 1st,  swabbing  the  interior  of  the 
uterus  with  strong  solutions  of  caustic ;  2nd,  passing  ointments  up 
into  the  cavity  and  allowing  them  to  melt  there ;  3rd,  injecting  fluids 
into  the  cavity  of  the  uterus ;  4th,  passing  solid  caustics  into  the 
uterus  and  allowing  them  to  dissolve  there. 

The  first  method,  viz.,  swabbing  out  the  interior  of  the  uterus 
with  strong  solutions  of  caustic,  is  that  most  usually  followed,  being 
the  most  convenient,  and  attended  by  less  risk  than  injecting  fluids 
into  the  cavity. 

Preliminary  treatment,  to  lessen  congestion,  remove  constriction, 
and  secure  patulousness  of  the  cervical  canal,  should  always  first  be 
resorted  to.    In  cases  where  cervical  endometritis  is  marked,  but  the 
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symptoms  lead  to  the  conclusion  that  the  body  of  the  uterus  is  also 
affected,  it  may  be  well  to  commence  treatment  by  passing  a  Play- 
fair's  probe,  properly  coated  and  charged,  rapidly  through  the  cervix, 
leaving  it  in  sufficiently  long  for  the  uterus  to  contract  upon,  and 
squeeze  out  the  fluid,  so  that  it  may  come  in  contact  with  the  interior. 
Where,  however,  the  mischief  is  chiefly  confined  to  the  body  of  the 
uterus,  the  cervix  not  being  involved  or  already  cured  by  previous 
treatment,  it  will  be  necessary  to  protect  this  latter  canal  by  means 
of  a  delicate  cervical  speculum  or  intra-uterine  canula,  so  as  to  prevent 

the  fluid  being  squeezed  out 
in  passing,  and  also  to  pre- 
vent the  cervix  contracting 
forcibly  on  the  probe,  and 
_    so  shutting  off  the  channel 

Fig.  G8.-Atthill's  Canula  for  Intra-uterine  ^^^^  ^r  the  fluid.  The 

Medication.  speculum  may  be  made  oi 

platinum  or  vulcanite ;  a 
long  handle  should  be  attached  to  this,  so  as  to  hold  it  in  position 
when  inserted.     Its  introduction  will  be  facilitated  by  having  a 

guide  as  well.  The  patient 
being  placed  in  the  semi- 
prone  position,  and  Sims's 
or  a  short  cylindrical  specu- 
lum employed,  the  cervix  is 
cleansed  if  necessary,  and 

Fig.  99.-The  same,  showing?  canula  and  ^^^^^"^^^  inserted.  Any 

stilette  separated.  further    accumulation  of 

mucus  is  then  removed  by 
a  long  probe  coated  with  cotton  wool,  and  Playfair's  probe,  duly 
coated  and  charged,  is  then  inserted  through  the  canula,  and  the  in- 
terior of  the  body  of  the  uterus  swabbed  over.  The  canula  is  then 
withdrawn,  any  excess  of  the  agent  carefully  neutralised,  and  a 
tampon  soaked  in  glycerine  passed  up  to  the  vaginal  cul-de-sac. 

The  fluids  best  calculated  to  alter  the  condition  of  the  endometrium 
and  to  cure  the  disorder  are — 

Acid,  carbolic,  either  saturated  solution  or  diluted  with  an  equal 
quantity  of  glycerine. 

Iodine,  in  form  of  strong  tincture  or  liquor  iodi. 
A  combination  of  equal  parts  of  the  liquor  iodi  and  carbolic  acid. 
Solution  of  nitrate  of  silver,  9j-5ij  to  §j  of  water. 
Solution  of  chromic  acid,  5j  to  the      of  water. 
Tincture  of  the  perchloride  of  iron,  alone,  or  with  equal  parts  of 
glycerine. 

Liquor  ferii  perch loridi  fortior,  alone,  or  diluted  as  above. 
Acid,  nitric,  fortior. 

The  relative  merits  of  these  various  agents  have  already  been 
considered  when  speaking  of  cervical  endometritis. 

Carbolic  acid  is  probably  the  safest  and  most  reliable  agent  in 
ordinary  cases.    Iron  is  most  serviceable  in  cases  of  haemorrhage. 

Nitric  acid  has  been  strongly  recommended  in  severe  cases,  more 
especially  where  the  haemorrhage  is  very  profuse,  the  discharge  pui-u- 
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lent  or  muco-purulent,  and  other  remedies  have  failed  to  afford 
relief.  Its  application,  however,  should  never  be  lightly  undertaken, 
as  in  unskilled  hands  it  is  liable  to  produce  most  serious  symptoms. 
Under  any  circumstances  it  should  only  be  employed  shortly  after  a 
menstrual  period,  and  not  repeated  until  every  trace  of  irritation  set 
up  has  subsided.  In  cases  where  the  application  of  the  acid  is  indi- 
cated, the  cervical  canal  is  sufficiently  patulous  without  having  to 
resort  to  artificial  dilatation  by  means  of  tents,  a  procedure  always  to 
be  avoided  where  possible. 

Another  method  of  applying  astringents,  caustics,  solvents,  or 
alteratives  to  the  interior  of  the  uterus,  is  in  the  form  of  ointment  or 
pasma.  In  this  way  almost  any  substance  may  be  applied.  Where 
grease  is  objectionable  as  a  vehicle,  a  pasma  of  suit- 
able consistence  made  be  made  by  glycerine,  vaseline, 
or  other  substances.  In  this  form  we  may  use  re- 
medies which  cannot  easily  be  applied  in  any  other 
way.  For  instance,  we  can  hardly  use  bromine,  or 
iodine,  or  mercury  in  a  solid  shape. 

The  uterine  ointment-positor  (fig.  100)  consists  of  a 
long  silver,  nickel,  or  vulcanite  catheter,  having  two 
long  eyelet  holes  at  the  end,  and  a  conical  well-fitting 
piston  or  rod.  It  is  charged  by  dipping  the  end  into 
the  ointment,  any  superfluity  being  wiped  off.  It  is 
then  passed  through  the  os  uteri  without  the  aid  of 
the  speculum,  the  piston  is  pushed  home,  and  the 
'ointment  thus  deposited  in  the  interior  of  the  uterus. 
Ointments  composed  of  iodide  of  mercury  or  lead ; 
nitrate  of  silver  51],  ext.  bellad.  5j,  ung.  cetacei  5j  ; 
acetate  of  lead  5ij,  morphia  gr.  iv,  ung.  cetacei  5j  ; 
bismuthi  51],  ung.  zinci  3j,  or  any  other  agent  desired, 
may  thus  be  employed. 

Intra-uterine  injections  should  be  restricted  within 
the  narrowest  limits,  on^  account  of  the  danger  of 
the  fluid  finding  its  way  along  the  Fallopian  tubes 
and  so  causing  death  by  shock  or  peritonitis.  Nume- 
rous fatal  cases  have  been  recorded.  Many  of  our 
leading  men  rarely  employ  them  now,  except  in  cases 
of  urgent  danger  from  metrorrhagia.  Although,  in 
experienced  hands,  when  proper  precautions  are 
taken,  the  danger  may  be  slight,  yet  in  careless, 
inexperienced,  or  unskilful  hands  the  perils  are  very 
great.  The  operation  should  therefore  never  be 
undertaken  by  any  one  who  is  not  thoroughly  familiar 
with  the  details,  only  acquired  by  much  practice, 
of  the  treatment  of  uterine  disorders.  Dr.  Bennet 
believes  that  serious  accidents  would  be  far  more 
common  '  were  it  not  that  the  natural  coarctation  Fig.  100. 
of  the  OS  internum  must  have  generally  prevented  ^.  harness 
4.x.    n   •  1  •   ■    ^  J  r  ^-  Omtment-positor. 

tne  nuid  injected  from  penetrating  into  the  uterine 

cavity.' 

The  danger  of  employing  intra-uterine  injections  consists  gene- 
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rally  in  the  fluid  finding  its  way  along  the  Fallopian  tubes,  either 
from  the  force  with  which  the  fluid  is  injected,  or  from  the  spasmodic 
contraction  of  the  uterus  closing  the  channel  of  exit  around  the  tube 
and  thus  driving  the  fluid  onward.  Where  the  tubes  are  in  a  healthy 
condition  the  entrance  of  fluids  is  resisted,  but  where  they  are  un- 
duly dilated,  as  occurs  from  salpingitis,  fluid  readily  enters. 

The  general  conclusion  ariived  at  by  most  gynecologists  is  that 
uterine  injections  should  not  be  resorted  to  except  in  cases  of  uncon- 
trollable haemorrhage,  their  employment  being  likely  to  cause  very 
dangerous  symptoms,  such  as  severe  uterine  colic,  collapse,  and  peri- 
tonitis. In  severe,  obstinate,  and  protracted  cases  of  endometritis, 
more  especially  when  menorrhagia  is  a  prominent  symptom,  we  are, 
however,  compelled  occasionally  to  resort  to  this  method  of  treat- 
ment, inasmuch  as  the  cavity  being  enlarged  the  swab  cannot  be 
applied  to  the  whole  of  the  surface,  nor  can  sufficient  quantity  of  the 
agent  employed  be  inserted  into  the  uterus  to  arrest  the  haemorrhage. 

To  lessen  the  risks  of  danger  as  much  as  possible,  the  following 
points  should  be  attended  to  : — 

Avoid  injecting  unless  the  cervix  be  well  dilated,  either  naturally 
or  artificially,  so  that  the  fluid  can  escape  readily.  A  double  canula, 
so  as  to  secure  a  return  current,  is  advisable,  though  this  does  not 
absolutely  guarantee  safety,  inasmuch  as  the  aperture  intended  to 
serve  for  the  return  current  may  become  blocked  by  clot  or  coagu- 
lated albumen. 

Never  inject  when  a  menstrual  period  is  pending  or  present,  nor 
if  there  be  evidence  of  recent  pelvi-peiitonitis  or  cellulitis. 

In  cases  of  marked  flexion  this  must  be  first  reduced,  and  care 
taken  that  the  canal  is  patulous  at  the  angle  of  flexion,  the  fluid 
being  again  withdrawn  into  the  syringe  within  a  short  period  from 
its  injection. 

Before  using  strong  solutions,  wash  out  the  cavity  of  the  uterus 
first  with  warm  water,  slowly  and  carefully  injected,  taking  special 
precaution  to  exclude  any  air  from  the  syringe,  so  as  to  test  the 
tolerance  of  the  uterus. 

The  solution  selected  must  be  injected  by  an  appropriate  instru- 
ment, in  graduated  quantities,  very  gently  and  slowly. 

The  solutions  employed  are  chiefly  the  following  : — 

Tincture  of  iodine  diluted  with  equal  parts  of  water,  or  stronger, 
as  in  Churchill's  tincture  (iodin.  5j,  pot.  iod.  gr.  xij,  alcohol.  Jj). 
This  acts  as  a  stimulant,  alterative,  counter-irritant,  caustic,  and 
hsemostatic. 

Acid,  carbolic,  crystallised,  dissolved  in  equal  quantity  of  glycerine 
or  diluted  still  further  with  water.  It  does  not  cause  pain,  nor  does 
it  cauterise  or  destroy  tissue. 

Sulphate  of  zinc  gr.  x  ad  ^j  aqure. 

Tinct.  ferri  perchlor.  5ij-iv  ad  Jj  aqu?e. 

Acid,  chromic.  5j-ij  ad  §j  aquse. 

Acid,  nitric,  after  other  remedies  have  been  tried  and  failed  has 
been  employed,  but  is  safer  when  used  with  the  swab. 

Nitrate  of  silver  should  not  be  used  for  intra-uterine  injections, 
as  even  in  weak  solutions  it  gives  rise  to  violent  uterine  colic,  often 
of  long  duration. 
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The  method  of  injecting  fluids  into  the  cavity  of  the  uterus  is  as 
follows  : — A  small  india-rubber  ball  syringe  with  a  pointed  nozzle  is 
fitted  on  to  a  long  gum-elastic  catheter,  about  No.  8  or  10  size,  with 
several  small  openings  at  the  distal  end ;  or  an  instrument,  specially 
constructed,  as  in  fig.  101,  may  be  employed.  This  is  carefully  filled 
with  warm  water,  the  end  of  the  tube  held 
uppermost  and  every  particle  of  air  expelled, 
the  ball  being  completely  filled  before  using 
it.  Having  inserted  the  end  of  the  catheter 
within  the  uterus,  the  water  is  very  gently 
and  slowly  injected.  If  any  severe  pain  or 
colic  be  induced,  the  water  is  at  once  sucked 
up  again,  or  the  catheter  withdrawn  and  the 
fluid  allowed  to  follow,  or  the  ball  removed, 
the  tube  remaining  in  to  facilitate  expulsion 
of  the  fluid. 

Molesworth's  double  canula  and  bulb 
syringe  is  a  very  convenient  instrument  for 
this  purpose. 

A  small  glass  syringe  attached  by  means 
of  a  piece  of  tubing  to  a  long  tube  or  cathe- 
ter answers  the  purpose. 

Where  strong  solutions  are  employed,  ten 
or  twelve  drops  are  quite  sufiicient. 

Injections  into  the  uterus  should  never 
be  attempted  unless  the  patient  be  in  bed, 
where  she  should  remain  until  all  risk  from 
the  operation  has  passed  over. 

If  any  pain  be  produced,  give  opium. 
The  hypodermic  injection  of  morphia  relieves 
any  uterine  colic  more  certainly  and  more 
rapidly  than  any  other  method. 

The  first  injection  should  be  given  a  few 
days  after  the  menstrual  period,  warm  water 
being  first  tried  to  test  the  tolerance  of  the 
uterus.  "  If  strong  solutions  be  employed  they 
should  not  be  repeated  for  a  week  or  ten  days, 
and,  as  a  rule,  only  twice  during  the  inter- 
menstrual period. 

The  fourth  method,  of  passing  solid  caus- 
tics into  the  uterus  and  allowing  them  to  Fig.  101.— Vulcanite  Intra- 
dissolve  there,  is  not  one  to  be  recommended.  uterine  Syringe,  with  re- 
T-T-,     ,       p    -1        1       1         XI  1       1     -x       current  stream. 

JNitrate  or  silver  has  been  thus  employed  ;  it 

often  gives  rise  to  intense  agony  and  haemorrhage.  When  reduced  by 
fusiLig  it  in  moulds  with  equal  parts  of  nitrate  of  potash,  it  is  less 
dangerous.  The  sulphate  of  zinc  points  have  been  employed  in  a 
similar  manner.  Persulphate  of  iron,  tannim,  alum,  chlorate  of 
potash,  and  other  agents  may  also  be  used,  made  into  crayons  with 
mucilage  or  glycerine. 

A  long  tube  with  a  piston,  open  at  the  extremity,  is  employed  to 
deposit  these  within  the  uterus  without  the  aid  of  the  speculum. 
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Simpson's  porte-caustique  or  Barnes's  ointment-positor  (fig.  100)  may 
be  used  for  this  purpose. 

A  long  probe  roughened  at  the  extremity  and  coated  with  fused 
nitrate  of  silver  may  be  tried,  but  it  is  a  tedious  process,  and  very 
inferior  to  strong  solution. 

Fungoid  or  Villous  Endometritis  is  really  a  severe  form  of  chronic 
endometritis,  resulting  from  shedding  of  the  superficial  layers  of 
mucous  membrane  of  the  uterus,  and  by  irregular  proliferation  villous 
or  polypoid  masses  are  developed.  Under  the  head  of  uterine  fuugo- 
sities  Thomas  includes  these  fungous  projections  from 
the  endometrium,  the  result  of  prolonged  congestion 
from  any  cause,  or  of  the  organisation  of  portions  of 
placenta  remaining  attached  to  the  surface.  As 
the  symptoms  and  treatment  of  the  two  conditions 
are  identical,  and  there  is  no  means  of  differentiat- 
ing one  from  the  other,  we  think  it  better  for  prac- 
tical purposes  to  consider  them  together.  He 
speaks  of  the  aflfection  as  one  of  great  frequency, 
one  which  plays  the  part  of  an  important  factor  in 
menorrhagia  and  metrorrhagia,  and  which  often 
saps  the  health  of  patients  in  whom  its  existence 
remains  for  years  unsuspected.  "When  resulting 
from  prolonged  congestion,  they  are  found  to  consist 
of  hypertrophied  elements  of  the  mucous  mem- 
brane, dilated  follicles,  enlarged  blood-vessels,  and 
exaggerated  cell-growth.  Emmet  states  that  the 
favourite  seat  for  these  is  in  one  or  both  cornua  of 
the  uterus,  from  which  cause  their  presence  is  fre- 
quently overlooked. 

Causation. — Any  condition  which  keeps  up  en- 
gorgement of  the  uteiine  lining  membrane  tends  to 
produce  them,  such  as  endometritis,  laceration  of 
the  cervix,  subinvolution,  displacements,  or  the 
presence  of  submucous  or  interstitial  fibromata. 
AVhere  abortion  or  parturition  at  full  term  precedes 
their  appearance,  they  are  generally  traceable  to 
retained  portions  of  adherent  placenta. 

Symptoms.- — Uterine  hsemorrhage  is  the  chief 
and  often  the  only  symptom.  There  may  be  also 
some  uterine  leucorrhoea,  and  incidentally  spanse- 
mia  and  sterility.  In  some  cases  the  fungosities 
are  thrown  off*  during  menstruation,  but  generally 
remain,  neither  increasing  nor  diminishing  for  years, 
annoying  and  weakening  the  patient  until  the  meno- 
pause. 

Fm  102  —Simpson's  Treatment. — Removal  of  the  grow^ths  by  means 
Uterine  Scoop.  of  the  blunt  wire  curette  can  be  readily  eflfected, 
provided  the  cervix  be  patulous  enough  to  admit 
it.  Recamier's  sharp  curette  is  too  dangerous  an  instrument  to  be 
emjjloyed.  The  copper  wire  loop,  slightly  flattened  at  its  edges, 
devised  by  Thomas,  is  a  far  safer  instrument.  It  removes  the  growths 
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by  looping  them  off,  not  by  cutting  or  tearing  the  endometrium.  The 
operation  is  a  very  simple  one ;  it  is  not  usually  necessary  to  produce 
anaesthesia,  but  the  patient  should  remain  perfectly  quiet  in  bed  for 
three  or  four  days  in  order  to  avoid  any  risk  of  secondary  haemor- 
rhage, peritonitis,  or  pelvic  cellulitis.  Simpson  employed  a  scoop,  as 
in  fig.  102.  Sims's  curette  (fig.  110)  may  also  be  employed.  Emmet  pre- 
fers a  pair  of  forceps  with  cutting  edges.  The  great  advantage  of  the 
instrument  is  that  it  can  remove  only  what  projects  above  the  common 
level.  This  it  crushes  off  sufficiently  close,  without  dragging  upon  or 
injuring  the  surrounding  tissues.  As  a  rule  the  cervical  canal  is 
sufficiently  patulous  to  admit  of  the  passage  of  the  curette  forceps, 
but  if  further  dilatation  be  recjuired,  the  judicious  use  of  the  forceps 
themselves  will  frequently  accomplish  it.  Before  introducing  the 
forcejDS,  the  uterus  must  be  gently  drawn  down  near  the  outlet  by 
means  of  a  tenaculum  caught  in  the  anterior  lip.  The  forceps  having 
then  been  introduced,  the  blades  are  to  be  gently  separated,  then 
closed  firmly  together,  and  withdrawn,  the  operation  being  repeated 
until  the  whole  surface  has  been  systeniatically  passed  over.  The 
canal  is  then  gently  washed  out,  so  as  to  remove  all  the  debris,  and  a 
free  application  of  iodine  to  the  fundus  made  to  excite  contraction  of 
the  uterus. 

In  cases  where  the  cervical  canal  is  not  sufficiently  patulous,  a 
sponge-tent  may  be  passed.  This  serves  as  a  temporary  plug  to 
arrest  haemorrhage,  often  destroys  the  growths  by  entangling  them  in 
the  meshes  of  the  sponge,  and  in  any  case  facilitates  further  treat- 
ment, if  necessary,  by  means  of  the  curette  or  the  application  of  nitrio 
acid  or  other  strong  caustic. 
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CHAPTER  XII. 

SUBINVOLUTION,  HYPERTROPHY,  AND  HYPERPLASIA   OF  THE  UTERUS,  OR 
CHRONIC  METRITIS. 

Subinvolution,  Hypertrophy,  and  Hyperplasia  of  the  Uterus,  or 
Chronic  Metritis.' — In  thus  grouping  together  what  may  at  first  sight 
appear  to  be  distinct  and  separate  conditions,  it  will  be  found  as  we 
pi'oceed  that  they  are  in  reality  but  stages  of  the  same  afiection,  and 
will  be  best  considered  together,  not  only  to  avoid  needless  repetition, 
but  also  to  prevent  confusion. 

Subinvolution  is  the  initiatory  stage  of  a  large  majority  of  the 
cases  where  on  examination  a  congested,  voluminous,  tender,  dis- 
placed uterus  is  found,  a  condition  hitherto  generally  described  as 
chronic  metritis. 

FatJtological  Anatomy. — In  the  early  stages  of  subinvolution 
following  parturition,  hypertrophy  of  the  muscular  structure  equally 
with  that  of  the  connective  tissue  may  be  found ;  but  later  on,  in  the 
large  majority  of  cases,  on  microscopic  examination,  the  amount  of 
fibrous  tissue  preponderates  over  that  of  the  muscular  fibre.  This 
condition  is  due  almost  invariably  to  interference  with  the  retro- 
grade metamorphosis  occurring  in  the  puerperal  uterus.  Within  a 
few  days  of  parturition  the  fully  developed  muscular  fibres  undergo 
a  fiitty  degeneration,  the  fatty  globules  being  absorbed,  and  the 
uterus  thus  rapidly  diminishes  in  size  and  weight.  Should  any 
untoward  influences  retard  or  check  this  process,  and  the  organ 
i-emain  flabby  and  lai-ge,  we  get  what  is  termed  a  condition  of  sub- 
involution, or  arrested  retrograde  evolution.  At  first  the  tissue  is 
softer  than  normal,  owing  to  infiltration  with  serum ;  but,  as  Thomas 
points  out,  '  in  process  of  time  the  uterine  walls  diminish  in  size, 
their  tissue  grows  less  vascular,  the  blood-vessels  become  smaller, 
and  the  uterine  cavity  assumes  smaller  dimensions.  But  the  organ 
does  not  assume  its  original  size  ;  it  remains  large,  dense,  firm,  and 
sensitive,  for  years  presenting  the  characteristic  appearances  of  the 
so-called  chronic  parenchymatous  metritis.'  This  condition  may 
arise  without  any  evidence  whatever  of  any  preceding  inflammatory 
process.  Gallard  even  speaks  of  the  commencement  of  chronic 
metritis  as  being  so  insidious  that  it  is  often  diflicult  to  determine 
its  date  in  each  particular  case,  this  acute  stage  often  passing  un- 
noticed among  the  sequelae  of  labour. 

How  much  more  reasonable  to  look  upon  this  condition  as  de- 
pending upon  arrest  of  involution  of  the  puerperal  uterus  than  to 
regard  it  as  the  termination  of  a  latent,  undemonstrative,  acute  in- 
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fJammation,  the  symptoms  of  which  were  so  obscure  as  not  even  to 
have  been  observed  ! 

Dr.  Thomas  has  directed  special  attention  to  this  condition, 
described  by  him  as  areolar  hyperplasia,  and  which  until  very  recently 
was  regarded  as  chronic  parenchymatous  metritis;  but,  as  he  justly 
observes,  '  cases  which  were  formerly  regarded  as  instances  of  in- 
flammation, on  account  of  the  existence  of  enlargement,  congestion, 
and  tenderness  upon  pressure,  the  microscope  now  proves  to  have 
been  instances  of  excessive  growth  of  the  connective  tissue  of  the 
uterus,  with  congestion  and  resulting  hypersesthesia  of  its  nerves.' 
The  tendency  of  modern  pathologists  is  evidently  to  regard  the 
subject  from  a  similar  standpoint. 

Klob  asserts  that  '  diffuse  growth  of  connective  tissue  constitutes 
the  so-called  induration,  hitherto  considered  as  a  result  of  parenchy- 
matous inflammation  of  the  utei'us,  and  that  it  arises  from  over- 
excitation of  the  vaso-motor  and  excito-nutritive  nerves,  a  formative 
ii'ritation  as  it  were.'  Even  when  increase  of  the  muscular  substance 
occurs,  that  of  the  connective  tissue  considerably  predominates. 

Causation. — The  uterus  is  more  liable  to  alteration  in  size,  within 
strict  physiological  limits,  than  any  other  organ  in  the  body.  From  a 
normal  weight  of  little  more  than  an  ounce  in  the  virgin  state,  it 
becomes  developed  during  pregnancy  to  such  an  enormous  size  as  to 
weigh  as  much  as  twenty-eight  ounces,  leturning  again  after  partu- 
rition to  almost  its  normal  size  within  six  or  eight  weeks,  in  a  state 
of  health.  Should  any  cii-cumstances  interfere  with  this  process  of 
involution,  this  retrograde  metamorphosis  of  the  puei'peral  uterus,  we 
then  have  the  condition  termed  subinvolution,  v,?hich  is  an  occurrence 
of  ve}y  great  frequency,  and  constitutes  the  chief  cause  of  all  chronic 
uterine  disorders. 

In  oi-der  that  the  process  of  involution  may  proceed  naturally  it 
is  requisite  that  the  supply  of  blood  to  the  organ  should  be  materially 
diminished,  and  that  the  process  of  absorption  should  go  on  actively. 
Anything  that  interferes  with  either  of  these  conditions  will  therefore 
predispose  to  subinvolution.  If  the  general  health  be  much  de- 
preciated, whether  from  constitutional  weakness,  tendency  to  scrofula 
or  tubercle,  prolonged  nervous  depression,  frequent  parturition,  or 
other  similar  causes,  the  tone  of  the  muscular  system  is  lowered, 
and  the  usual  rhythmical  contractions  of  the  uterus  are  too  feeble  or 
too  infrequent  to  effectually  diminish  the  blood-supply  to  the  organ. 
If  lactation  be  not  performed  this  defect  is  still  further  increased,  the 
application  of  the  child  to  the  breasts  producing  well-marked  con- 
tractions of  the  uterus  by  reflex  stimulation. 

It  is  essential  also  for  the  process  of  absorption  that,  the  body  be 
in  a  state  of  health  ;  where  the  system  is  enfeebled  by  constitutional 
debility  or  other  depressing  causes,  nutrition  and  the  due  interchange 
of  waste  and  repair  do  not  occur  as  actively  as  in  health. 

Apart  from  theee  predisposing  causes,  other  exciting  causes  are 
often  present,  such  as  retention  of  a  portion  of  the  placenta,  membranes, 
or  clots,  which  keeps  up  a  state  of  active  hypersemia  and  so  favours 
subinvolution. 

Laceration  or  bruising  of  the  cervix  during  parturition,  inflam- 
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matory  conditions  of  the  uterus  or  adjacent  tissues  following  partu- 
rition, will  also  prove  exciting  causes. 

The  mere  act  of  getting  up  too  soon  after  delivery,  at  a  time  when 
the  uterus  is  excessively  bulky  and  the  ligaments  that  should  support 
it  are  relaxed,  favours  prolapse  of  the  organ,  and  so  induces  passive 
hyperjemia,  which  will  thus  interfere  with  involution.  This  will  of 
course  be  aggravated  by  prolonged  standing  or  severe  muscular 
efforts.  It  is  not  a  good  plan,  however,  to  keep  the  patient  reclining 
on  the  back  for  too  long  a  period  and  to  apply  a  pad  and  tight 
binder,  as  the  uterus  becomes  thus  retro  verted  or  retrollexed,  and 
therefore  necessarily  congested.  The  presence  of  any  cardiac  mischief, 
a  fibroid  of  the  uterus,  or  the  pressure  of  any  abdominal  tumour,  will 
also  tend  to  keep  up  passive  hypersemia,  and  so  favour  subinvolu- 
tion. 

Abortion  has  a  still  greater  influence  in  the  production  of  sub- 
involution than  even  parturition  at  full  term.  This  is  readily 
explained  by  the  fact  that  the  dehiscence  of  the  decidua  at  an  early 
stage  of  pregnancy  is  often  impei-fect,  owing  to  the  close  attachment 
to  the  uterine  mucous  membrane,  the  unpreparedness  of  the  uterus 
to  throw  off  the  ovum,  and  the  frequent  occurrence  of  some  morbid 
process  which  determines  the  abortion.  The  stimulus  of  lactation  is 
absent,  the  patient  generally  gets  about  again  too  soon,  and  not  only 
favours  congestion  of  the  uterus  by  connubial  intercourse,  but  incurs 
the  risk  of  another  pregnancy  before  the  process  of  involution  has  had 
time  to  take  place. 

Abortions  being  apt  to  occur  in  patients  who  are  the  subjects  of 
some  cachexia  or  constitutional  weakness,  the  process  of  absorption  is 
also  interfered  with. 

Thomas  considers  that  '  the  woman  who  has  never  been  pregnant 
is  much  less  liable  to  areolar  hyperplasia  than  she  whose  uterus  has 
undergone  the  tissue-changes  of  utero-gestation  ;  nulliparity  securing, 
to  a  very  great  extent,  an  immunity  from  the  disease,  and  multiparity 
constituting  a  most  important  predisposing  cause.  Still  the  uterus 
may  become  considerably  enlarged  independently  of  pregnancy,  as  in 
cases  of  stenosis,  or  flexion  of  the  uterus,  the  muscular  tissue  becoming 
hypertrophied  from  the  violent  efforts  made  to  expel  the  contents. 
Moreover,  it  must  be  remembered  that  the  uterus  is  constantly 
undergoing  changes  from  puberty  until  the  menopause,  its  vascularity 
and  functional  activity  being  increased  by  emotional  influences  as 
well  as  by  the  ever-recurring  menstrual  congestion.  Any  alteration 
in  these  conditions  may  give  rise  to  hypertrophy  or  hyperplasia. 
And  here  it  may  be  well  to  note  that  hypertrophy  signifies  excessive 
growth  of  the  elements  of  a  tissue  already  existing  ;  hyperplasia  sig- 
nifies the  development  of  new  tissue.' 

Varieties. — Hyperplasia  may  be  limited  to  either  body  or  cervix, 
or  may  aflecfc  both  conjointly,  but  of  all  forms  of  the  affection  the 
cervical  variety  is  the  most  frequent.  This  is  explained  by  the  fact 
of  the  cervix  being  particularly  exposed  to  mechanical  injury  during 
parturition,  by  its  liability  to  laceration  nt  this  time,  and  by  the 
greater  risk  of  injury  from  friction,  coition,  cold,  &c. 

When  involution  is  retarded,  but  at  length  is  accomplished,  it 
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sometimes  takes  place  in  the  body  but  £ails  to  do  so  in  the  neck,  from 
the  exposure  to  injurious  influences. 

Cervical  endometritis,  which  in  multiparous  women  proves  a  not 
infrequent  source  of  the  disorder,  is  more  common  than  the  kindred 
affection  of  the  body. 

Sijmptoms. — Those  of  subinvolution  are  chiefly  a  feeling  of  weight, 
discomfort,  or  bearing  down  or  dragging  in  the  pelvis.  As  lacei'ation 
or  granular  degeneration  of  the  cervix  frequently  complicates  subin- 
volution, we  have  in  addition  the  presence  of  leucorrhcea,  hsemor- 
rhage  on  coition,  the  recurrence  of  menstruation  even  during  lactation, 
irritability  of  the  bladder,  pain  in  the  back  and  loins,  and  other 
evidence  of  local  discomfort.  The  general  health  suffers,  the  appe- 
tite is  capricious  or  defective,  nausea  is  not  infrequent,  the  bowels  are 
confined,  the  digestion  disordered,  and  the  spirits  often  very  de- 
pressed. Owing  to  the  increased  weight  of  the  uterus,  and  the  soft- 
ness of  its  tissue  at  this  stage,  displacement  is  pretty  sure  to  occur ; 
partial  prolapse,  retro-version,  or  -flexion  taking  place,  when  fresh 
symptoms  arise  and  call  for  attention.  There  is  difficulty  in  getting 
about,  a  sense  of  pressure  on  the  bladder  or  rectum,  nausea  on  lirst 
putting  the  feet  to  the  ground  in  the  morning,  inability  to  stand  for 
long,  or  even  to  sit  upright,  the  patient  feeling  as  if  her  back  would 
break.  Besides  the  leucorrhcea,  there  is  often  a  continuovis  sanguineo- 
purulent  discharge,  which  weakens  the  patient  still  more. 

When  the  subinvolution  has  passed  into  the  stage  of  areolar 
hyperplasia  the  symptoms  may  be  less  acute,  but  nevertheless  well 
marked,  being  naturally  more  prominent  in  those  cases  where  the 
body  of  the  uterus  is  mainly  affected.  There  is  a  constant  sense  of  a 
dull,  heavy,  dragging  pain  through  the  pelvis,  increased  on  standing 
or  walking,  pressure  on  the  rectum  and  bladder,  often  accompanied  by 
tenesmus,  pain  on  defsecation  and  coition,  dull  heav}''  pain  before  and 
during  menstruation,  pain  in  the  mammse  being  not  infrequent  at  these 
times,  the  flow  being  generally  excessive,  except  in  the  advanced 
stage,  when,  owing  to  the  degeneration  of  the  endometrium,  the 
amount  is  considerably  lessened. 

Owing  to  the  patient  being  unable  to  take  a  proper  amount  of  ex- 
ercise the  bowels  often  become  very  confined,  the  appetite  diminished, 
dyspepsia  with  headache,  languor,  sleeplessness,  and  other  distressing 
nervous  symptoms  arise,  and  the  patient  becomes  a  confirmed  invalid. 
She  not  infrequently  imagines  that  she  is  pregnant,  the  nausea,  bearing 
down,  pain  in  the  breasts,  darkening  of  the  areolae,  &c.,  seeming  to 
support  this  hypothesis. 

Physical  Signs. — Where  the  cervix  is  chiefly  involved,  it  will  be 
found  to  be  large,  swollen,  and  painful,  the  os  patulous.  On  con- 
joined manipulation  the  cervix  is  found  to  be  unduly  sensitive,  more 
especially  if  it  be  lifted  up  by  the  finger.  There  is  usually  some 
amount  of  laceration  or  granular  degeneration  present. 

In  the  early  stage  of  subinvolution  there  is  a  softness  of  the 
tissues,  which  is  less  noticeable  in  the  more  advanced  forms  of  hyper- 
plasia. 

In  corporeal  hyperplasia,  on  conjoined  manipulation  the  body  of 
the  uterus  is  found  to  be  much  enlarged,  the  thickening  of  the  walls 
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being  greater  than  the  increase  in  length  of  the  uterus.  The  organ 
is  lower  in  the  pelvis,  and  less  mobile  than  normal,  from  its  intrinsic 
bulk ;  more  sensitive  to  pressure  than  in  health. 

Diffey^entiation. — Subinvolution,  when  the  uterus  is  very  bulky,  is 
often  very  difficult  to  distinguish  from  early  pregnancy,  more  espe- 
cially if  the  patient  be  suckling  at  the  time,  and  no  information  can 
be  gained  by  the  absence  of  the  catamenia.  The  points  most  likely 
to  assist  us  in  forming  an  opinion  will  be  that  in  early  pregnancy  the 
uterus  is  more  globular,  of  a  softer  consistence,  and  gives  to  the  sense 
of  touch  on  conjoined  manipulation  the  feeling  of  being  tense,  as  if 
the  contents  were  of  a  fluid  nature.  If  pressure  be  carefully  but 
steadily  maintained,  the  consistence  of  the  organ  will  be  found  to 
vary,  owing  to  the  rhythmical  contractions  and  relaxations  which 
take  place  in  the  pregnant  uterus,  and  less  tenderness  will  be  ob- 
served than  if  the  case  were  one  of  subinvolution.  The  subjective 
symptoms,  such  as  nausea,  pressure  upon  the  neck  of  the  bladder, 
irritation  of  the  breast,  &c.,  are  often  as  well  marked  in  the  one  con- 
dition as  in  the  other,  and  will  not  therefore  help  us  much.  Even  the 
recurrence  about  once  a  month  of  a  sanguineous  discharge,  simulat- 
ing menstruation,  may  be  due  to  a  granular  condition  of  the  cervix 
allowing  of  passive  haemorrhage  during  the  early  months  of  utero- 
gestation. 

Fibroid  tumour  of  the  uterus,  especially  if  it  be  imbedded  in  the 
uterine  wall  or  bulge  internally,  may  occasion  more  or  less  symme- 
trical enlargement  of  the  uterus  closely  simulating  areolar  hyper- 
plasia. The  only  method  of  differentiating  the  two  conditions  is  to 
dilate  the  cervix  by  means  of  a  laminaria  tent,  and  explore  the 
interior  of  the  uterus  with  the  sound  and  finger,  assisted  by  the 
bimanual  exploration.  In  cases  of  fibroid  there  is  more  likely  to  be 
a  history  of  menorrhagia  being  a  prominent  symptom.  The  difficulty 
of  diagnosing  is  often  very  great. 

In  the  later  stage  of  areolar  hyperplasia,  when  the  cervix  is 
chiefly  afl'ected,  and  the  tissues  have  become  dense  and  firm — the  so- 
called  sclerosis — it  is  often  difficult  to  discriminate  between  this  and 
scirrhous  cancer  of  the  cervix.  The  mistake  has  unquestionably 
frequently  been  made. 

In  hyperplasia,  the  history  is  often  one  of  long  standing  (following 
parturition)  ;  the  condition  is  not  at  all  infrequent.  The  cervix  is 
movable,  unless  fixed  by  surrounding  deposit  from  previous  pelvic 
inflammation  ;  it  feels  dense,  but  at  the  same  time  there  is  a  feeling 
of  elasticity  about  it,  and  the  mucous  membrane  can  be  made  to  glide 
over  the  surface.  If  a  sponge-tent  be  passed  the  cervix  softens  and 
dilates  ;  the  body  of  the  uterus  is  generally  implicated.  Menstruation 
is  usually  scanty,  the  pain  being  worse  at  these  times.  There  is  no 
cachexia. 

In  scirrhus  of  the  cervix,  the  history  is  seldom  of  many  months' 
duration  ;  it  is  comparatively  rare.  The  cervix  soon  becomes  fixed ;  it  is 
very  hard  like  cartilage  or  wet  india-rubber,  the  hardness  extending 
to  the  very  surface.  A  sponge-tent  has  no  effect  in  softening  or 
dilating  the  cervix;  the  body  of  the  uterus  is  seldom  implicated. 
Menorrhagia  is  a  common  symptom,  and  is  apt  to  occur  at  irregular 
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times,  the  pain  being  relieved  by  the  hsemorrhage.  Cachexia  is  soon 
manifested. 

Prognosis. — Where  the  body  alone,  or  the  entire  nterns  is  affected, 
the  prol3ability  of  curing  the  disorder  is  very  remote,  although  much 
may  be  done  to  relieve  symptoms  and  promote  the  patient's  comfort. 
Where  the  cervix  is  alone  involved,  being  a  much  less  sensitive  and 
important  part  of  the  organism,  and  also  being  much  more  accessible 
to  local  treatment,  the  prognosis  is  more  favourable,  if  the  patient 
will  only  persevere  sufficiently  long  with  treatment.  Towards  the 
menopause  the  probabilities  of  the  symptoms  becoming  less  urgent, 
or  even  of  atrophy  of  the  uterus  occurring,  should  be  borne  in  mind, 
though  there  is  no  certainty  of  either. 

The  possibility  of  hyperplasia  of  the  cervix  degenerating  into 
malignant  disease  is  appai-ently  very  slight. 

Numerous  complications  may  be  met  with,  such  as  displacements, 
endometritis,  cellulitis,  menorrhagia,  &c.,  which  will  influence  the 
23rognosis. 

Treatment. — Bearing  in  mind  that  arrest  of  involution  of  the 
puerperal  uterus  is  an  occurience  of  very  great  frequency,  aud  con- 
stitutes the  chief  cause  of  all  chronic  uterine  disorders,  we  cannot  be 
too  careful  in  doing  everything  in  our  power  to  promote  the  normal 
physiological  involution  of  the  uterus  following  delivery.  We  may 
therefore  divide  our  remarks  into  the  pi-ophylactic  or  preventive  and 
the  curative  treatment. 

ProjjJu/lactic. — The  mere  fact  of  allowing  a  patient  to  expend  her 
efforts  in  fruitless  attempts  to  expel  her  offspring,  thereby  exhausting 
the  nerve-force  and  wearing  out  the  muscular  energy  of  the  uterus, 
so  that  it  is  with  difficulty  sufficient  contraction  of  the  organ  is 
excited  to  expel  the  placenta  or  prevent  subsequent  relaxation,  may 
prove  sufficient  to  interfere  materially  with  the  process  of  involution, 
and  thus  sow  the  seed  of  much  future  discomfort.  Much  may  be 
done  to  obviate  uterine  disorders  by  a  little  timely  assistance  in  the 
lying-in  room.  The  application  of  the  forceps  in  a  case  of  tedious 
labour  may  prevent  the  necessity  of  resorting  to  subsequent  treatment 
for  subinvolution,  retroflexion,  and  other  uterine  disorders. 

Care  should  be  taken  to  secure  efficient  contraction  of  the  uterus 
after  the  expulsion  of  the  placenta  :  any  clots  that  may  have  formed 
should  be  removed,  the  vagina  syringed  out  twice  daily  with  tepid 
water,  containing  a  little  Condy's  fluid  or  carbolic  acid,  the  patient 
allowed  to  sit  up  for  a  few  moments  daily  even  from  the  first,  so  as  to 
allow  any  clots  in  the  vagina  to  be  expelled  ;  the  child  should  be  put 
to  the  breast  at  stated  intervals  for  at  least  the  first  month  or  six 
weeks,  involution  proceeding  much  more  rapidly  if  lactation  be  per- 
formed. The  patient  should  not  keep  too  rigorously  to  the  dorsal 
position,  but  be  encouraged  to  turn  on  her  side  from  time  to  time. 
For  the  first  month  it  is  well  to  avoid  standing  or  walking  as  far  as 
possible.  The  general  health  should  be  attended  to,  fresh  air  and 
daylight  being  freely  admitted  to  the  room,  all  soiled  Imen  imme- 
diately removed,  the  bowels  regulated,  the  appetite  seen  to,  and  sleep 
secured.  If  lactation  be  not  resorted  to,  a  mixture  of  ergot  and 
cinchona,  or  nux  vomica  and  quinine,  should  be  administered  for  the 
first  month  or  six  weeks,  to  promote  uterine  contraction. 
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If  there  be  the  least  suspicion  of  the  placenta  not  having  been 
completely  and  entirely  expelled ,  or  of  any  portion  o*f  the  membranes 
being  retained,  or  of  a  clot  having  formed  in  the  uterus,  this  should 
at  once  be  seen  to,  the  uterus  being  washed  out  regularly  if  necessary, 
so  as  to  avoid  the  least  risk  of  septic  absorption.  If  the  lochia  are 
offensive,  it  is  a  prudent  plan  to  wash  out  the  interior  of  the  uterus 
with  some  antiseptic  solution,  such  as  tinct.  iodi  5j  ad  vj  aquae. 

Before  concluding  his  attendance  the  practitioner  should  take  some 
opportunity  of  examining  to  see  whether  the  cervix  be  granular  or 
lacerated,  the  organ  misplaced,  or  any  condition  present  necessitating 
local  treatment. 

Ciirative. — In  the  event  of  these  preventive  measures  not  having 
been  attended  to,  and  the  uterus  is  found  to  be  considerably  larger 
than  normal,  some  months  after  abortion  or  parturition,  our  first 
object  should  be  to  ascertain,  as  far  as  possible,  whether  any  portion 
of  the  placenta  has  been  left  in  utero.  If  haemorrhage  has  been  a 
prominent  symptom,  and  the  os  uteri  remains  unduly  open,  this  sup- 
position will  generally  prove  to  be  correct.  If  the  os  be  not  suffi- 
ciently patulous  to  admit  the  finger,  the  cervix  should  be  dilated  by 
laminaria  tents.  If  the  patient  be  very  nervous  or  sensitive,  or  the 
vagina  unusually  small  or  lengthened,  it  will  be  well  to  produce 
anfesthesia,  as  the  operation  is  often  a  tedious  and  difficult  one. 

The  bladder  having  been  emptied,  the  patient's  hips  brought  well 
to  the  edge  of  the  bed,  the  dorsal  position,  with  the  knees  drawn  up, 
being  generally  the  most  convenient  one,  the  left  forefinger  is  passed 
into  the  vagina  and  so  into  the  cervix  uteri.  The  fundus  being  then 
depressed  by  the  right  hand  externally  pressing  over  the  lower  abdo- 
men, the  forefinger  is  enabled  to  explore  the  fundus,  and  ascertain  if 
any  projecting  portion  of  placenta  be  present.  If  this  can  be  detected 
it  may  be  scraped  ofi"  with  the  finger-nail,  or,  in  some  cases,  a  pair  of 
ovum  forceps,  having  a  catch  at  the  handles,  may  be  passed  up,  and 
the  portion  of  placenta  extracted.  The  finger  is  by  far  the  better 
instrument  to  employ  as  a  rule,  and  if  the  fundus  be  well  depressed 
the  finger  will  generally  prove  sufficient :  should  this  not  prove  to  be 
the  case  the  ovum  forceps,  or  dull  wire  curette,  may  be  employed. 
Ergot  should  then  be  administered,  and  the  patient  kept  perfectly 
quiet.  The  vagina  should  be  washed  out  daily,  and  should  the  dis- 
charge from  the  uterus  become  in  the  least  ofiensive,  or  the  tempera- 
ture become  elevated,  it  will  be  well  to  wash  out  the  cavity  of  the 
uterus  with  some  antiseptic  injection  of  carbolic  acid  or  iodine.  A 
mixture  of  bark  and  acid  with  ergot  will  generally  prove  of  service  in 
favouring  involution. 

Abortions  are  even  a  more  frequent  cause  of  subinvolution  than 
parturition  at  full  term.  Care  must  be  taken  that  the  whole  of  the 
ovum  be  removed,  when  it  is  not  expelled  entire ;  the  cause  that  pro- 
duced the  abortion  should  be  inquired  into  and  obviated  if  possible, 
any  retroflexion  being  remedied  by  a  Hodge's  pessary  and  appro- 
priate position.  Strict  rest  should  be  enjoined  for  the  first  week  or 
ten  days,  and  the  patient  should  not  return  to  the  marital  couch,  nor 
to  her  usual  occupations,  for  at  least  a  month.  A  mixture  of  ergot 
and  cinchona  will  favour  the  process  of  involution.    If  the  cervix  be 
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granular,  suitable  applications  should  be  resorted  to.  "Where  the  habit 
of  abortion  has  been  established,  it  is  of  great  importance  to  allow 
time  for  the  uterus  to  recover  perfectly  before  incurring  the  risk  of 
further  conception. 

Thomas  lays  special  stress  upon  examining  for,  and  removing  if 
discovered,  the  five  following  complications  which  very  often  accom- 
pany areolar  hyperplasia,  and  establish  symptoms  which  greatly 
increase  the  evils  attending  it : — - 

1st.  Laceration  of  the  cervix  uteri,  which  creates  intense  nervous 
irritation,  both  immediate  and  reflex,  and  consequent  uterine  conges- 
tion and  neuralgia. 

2nd.  Displacement  of  the  uterus,  which  results  in  vascular  en- 
gorgement, dragging  upon  uterine  ligaments,  mechanical  interference 
with  surrounding  parts,  and  difficulty  in  locomotion. 

3rd.  Fungoid  degeneration  of  the  endometrium,  which  results  in 
profuse  leucorrhoeal  and  bloody  discharges. 

4th.  G-ranular  and  cystic  degeneration  of  the  cervix,  which  pro- 
duces nervous  and  vascular  derangement  of  the  uterus,  leucorrhoea, 
and  menorrhagia. 

5th.  Vaginitis,  which  is  excited  by  the  discharge  dependent  upon 
engorgement  of  the  endometrium. 

In  some  cases  the  benefit  derived  from  an  appropriate  pessary  will 
be  the  chief,  perhaps  the  only,  relief  which  we  can  bestow,  and  even 
where  we  cannot  cure  the  disease,  we  may  render  life  much  more 
tolerable  by  the  alleviation  of  discomfort.  Relief  of  displacement 
favours  free  venous  return,  and  prevents  congestion,  which  feeds  and 
perpetuates  hyperplasia. 

General  Treatment. — Everything  conducive  to  improvement  of  the 
general  health,  removal  of  any  obvious  exciting  cause  of  uterine  dis- 
order, and  attention  to  the  ordinary  requirements  of  the  system,  must 
be  carefully  attended  to.  The  diet  should  be  simple  and  nutritious, 
stimulants  taken  in  stiict  moderation  or  entirely  forbidden,  the  action 
of  the  skin  encouraged  by  warm  baths  or  sea-bathing,  the  bowels  . 
regulated  by  suitable  aperients,  mental  depression  obviated  by  cheer- 
ful society,  change  of  air,  or  a  stay  at  the  seaside.  If  possible,  a 
resort  to  one  of  the  spas  or  mineral  wateiing-places,  such  as  Kreuznach 
in  Germany,  where  the  water  contains  bromide  of  magnesium,  should 
be  encouraged.  Failing  this,  a  visit  to  a  well-conducted  hydropathic 
establishment,  where  pure  air,  plain  and  nutritious  food,  and  agree- 
able society  can  be  obtained,  often  proves  of  great  service. 

Ferruginous  tonics,  combined  with  saline  aperients,  will  be  indi- 
cated where  anaemia  exists.  In  the  early  stages  ergot,  nux  vomica, 
and  cinchona,  given  continuously  for  many  weeks  or  months,  exercise 
a  beneficial  influence  in  exciting  contraction  of  the  uterine  tissue,  thus 
dimi'iishing  hypersemia  and  so  lessening  the  bulk  of  the  uterus.  The 
bromide  of  potassium  alone,  or  in  combination  with  ergot,  &c.,  is  also 
useful  in  these  cases. 

Rest  in  the  recumbent  position,  either  continuously  or  for  many 
consecutive  hours  each  day,  has  generally  been  resorted  to  by  the 
patient  herself  before  applying  for  assistance  from  the  physician. 
This  will,  however,  need  to  be  regulated  according  to  the  nature  of 
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the  case.  Absolute  rest  is  seldom  requisite,  the  general  health  be- 
coming much  deteriorated  where  this  is  enforced.  The  patient  should 
go  out  daily  for  health's  sake,  driving  if  she  cannot  walk,  but  in  any 
case  getting  out  when  the  weather  permits.  An  abdominal  belt 
may  prove  of  service  in  taking  off  the  superincumbent  weight  of  the 
intestines.  Skirt-supporters  and  other  arrangements  to  prevent  the 
clothing  pressing  unduly  upon  the  lower  abdomen  will  also  assist ; 
the  corset  being  strictly  forbidden. 

If  much  sense  of  bearing  down  or  dragging  be  experienced,  or  if 
the  uterus  be  displaced,  a  well-adjusted  Hodge's  pessary  will  afford 
marked  relief,  by  insuring  rest  and  preventing  congestion. 

Physiological  rest,  coitus  being  either  interdicted  or  permitted 
but  rarely,  should  be  enjoined. 

Depletion. — Where  the  uterus  is  not  only  excessively  bulky  but 
also  tender,  and  the  periodical  menstrual  discharge  proves  inadequate 
to  relieve  the  congestion  of  the  orgfan, 


the  abstraction  of  an  ounce  or  two  of 
blood  by  means  of  puncture  or  scari- 
fication will  be  indicated.  Leeches 
often  produce  much  pain,  are  at  all 
times  troublesome  of  application, 
and  are  not  adapted  for  cases  of 
hyperplasia.  A  more  expeditious 
method  is  to  make  three  or  four 
stabs  with  a  small  spear-pointed 
scarificator  (fig.  104),  or  an  ordi- 
nary three-sided  surgical  needle,  the 
number  of  incisions  being  increased 
if  requisite.  When  sufiicient  blood 
has  been  allowed  to  flow,  a  glycerine 
plug  is  inserted  close  up  to  the  cer- 
vix, and  allowed  to  remain  for  the 
next  twelve  hours  or  so,  the  patient 
meanwhile  retaining  the  recumbent 
position.  Another  plan  is  to  pass 
a  bistury  up  as  far  as  the  os  in- 
ternum, cutting  through  the  mucous 
membrane  as  the  blade  is  withdrawn 
through  the  os  externum. 

In    advanced  cases  of   hyper- ^^^•.1?^-~^P^^^ 
.        ,  pointed  fecan- 

plasia  depletion  is  not  oiten  success-  ficator. 

fill — either  as  to  the  amount  of 
blood  extracted  or  as  to  the  benefit  derived. 

Glycerine  applied  to  the  cervix  uteri  on 
plugs  of  cotton- wool  (fig.  105)  to  which  a  string 
is  attached,  is  a  valuable  method  of  depleting 
the  uterus,  the  watery  discharge  induced  serving  to  diminish  ma- 
terially the  bulk  of  the  uterus.  Barnes's  Tampon  Introducer 
(fig.  103)  may  be  employed  to  enable  the  patient  to  introduce  them 
night  and  morning.  Vaginal  injections  of  hot  water,  morning 
and  evening,  by  means  of  the  syphon  douche,  as  desciibed  later  on,  are 


Fig.  103.— Barnes's 
Vulcanite  Tampon 
Introducer. 
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of  much  service  in  allaying  pain,  removing  discharges,  controlling 
the  pelvic  circulation,  and  promoting  absorption.  To  be  of  any  real 
service  the  injection  must  be  continued  for  at  least 
a  quarter  of  an  hour,  and  repeated  regularly  and 
systematically  for  several  consecutive  weeks,  or 
months,  as  the  case  may  be. 

Local  Applications.  —  Much  may  be  accom- 
l^lislied  in  reducing  the  bulk  of  the  uterus  by  the 
persistent  employment  of  various  agents  to  the 
vaginal  portion  of  the  cervix,  or,  in  some  cases 
even,  when  endometritis  exists,  to  the  cervical  canal. 
Of  these,  iodine  in  some  form  generally  proves 
most  useful.  The  liquor  iodi  (  =  1  in  24)  or,  in 
very  chronic  cases,  the  linimentum  iodi  (  =  1  in  9)       105.— Tampon  or 

u  ^^  A  \!  4?       -Di     ^  ■  '  u      Pl^^S  of  cotton-wool, 

may  be  applied  by  means  oi  a  JPlayian-s  probe 

coated  with  cotton- wool  to  the  cervical  canal,  as  well  as  to  the 
whole  of  the  vaginal  cervix.  A  plug  of  cotton- wool  saturated  with 
glycerine  is  then  passed  up  to  the  cervix,  and  allowed  to  remain  in 
sitic  for  twelve  hours,  when  it  is  withdrawn  by  the  aid  of  the  string, 
and  the  hot  M^ater  douche  applied.  This  application  may  be  repeated 
once  a  week,  or  oftener — avoiding  any  risk  of  setting  up  irritation 
just  before  the  menstrual  period  is  due. 

Observation  has  led  to  the  conclusion  that  hyperplasia  associated 
with  erosion  of  the  cervix  is  more  amenable  to  treatment  than  when 
no  such  complication  exists.  Following  up  this  hint,  various  methods 
have  been  resorted  to  for  the  production  of  artificial  erosion.  The 
application  of  vesicating  collodion — which  is  a  compound  of  ordinary 
collodion,  acetic  acid,  and  cantharides— to  the  whole  of  the  vaginal 
cervix  is  a  simple  method  of  accomplishing  this  object.  It  is  effected 
by  the  aid  of  a  Fergusson's  speculum,  sufficient  time  being  allowed 
for  it  to  dry,  when  another  coating  is  applied,  any  excess  running 
down  on  to  the  vagina  being  carefully  avoided.  Within  the  course  of 
eight  to  twelve  hours  the  epithelial  covering  of  the  cervix  is  entirely 
removed,  a  fine  secretion  of  serum  taking  place  from  the  surface  as  in 
case  of  an  ordinary  blister.  The  same  result  may  be  obtained  by 
rubbing  the  solid  nitrate  of  silver  freely  over  the  cervix;  the  epithelial 
covering  soon  sloughs  off,  leaving  a  granulated  surface  beneath, 
^Glycerine  plugs  should  be  inserted  morning  and  evening,  so  as  to  en- 
courage the  flow  of  serum,  and  prevent  the  discharge  becoming  acrid 
or  offensive. 

As  soon  as  the  surface  heals  another  application  may  be  made,  or 
the  iodine  may  be  painted  over  the  cervix. 

Where  the  cervix  is  mainly  affected,  the  introduction  of  laminaria 
or  sponge-tents  at  successive  intervals  of  a  few  days  will  soften  the 
tissue  and  produce  a  copious  watery  discharge,  thereby  altering  the 
nutrition  of  the  cervix.  The  application  of  strong  caustics,  such  as 
carbolic  or  nitric  acid,  or  the  linimentum  iodi,  to  the  cervical  canal 
has  often  a  similar  effect  in  inducing  a  process  analogous  to  that  of 
involution. 

Amputation  of  one  or  other  lip  of  the  cervix  by  the  galvanic 
ecraseur,  and  the  employment  of  glycerine  plugs  until  the  surface  has 
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healed,  will  reduce  materially  the  bulk  of  the  cervix  and  alter  its 
nutrition. 

Where  the  methods  indicated  have  been  tried  and  failed  there  are 
other  means  at  our  disposal,  but  these  should  always  be  reserved  for 
severe  and  very  persistent  cases,  as  their  employment  is  not  unat- 
tended by  risk.  The  three  methods  usually  resorted  to  are  the  apph- 
cation  of  potassa  fusa,  the  actual  cautery  and  amputation  of  the  cervix. 
Previously  to  the  employment  of  either  the  potassa  fusa  or  the 
cautery,  it  is  well  to  lessen  the  congestion  as  far  as  possible  by  punc- 
turing the  cervix  and  using  hot  water  vaginal  injections. 

The  time  chosen  for  commencing  treatment  should  be  shortly 
after  a  menstrual  period.  The  patient,  being  in  bed,  is  placed  either 
in  the  dorsal  or  left  lateral  position,  the  latter  being  generally  the 
more  convenient.  As  large  a  size  Fergusson's  speculum  as  the  vagina 
Avill  tolerate  is  then  passed,  and  the  cervix  brought  well  into  the  end 
of  the  speculum  and  wiped  dry.  Cotton- wool  steeped  in  vinegar  is 
then  packed  carefully  under  the  cervix,  so  as  to  neutralise  at  once  any 
excess  of  the  caustic  potash  that  may  run  down ;  a  little  vinegar,  in- 
jected so  as  to  make  a  small  pond  under  the  cervix,  answers  the  same 
purpose.  A  portion  of  the  fused  stick  of  caustic  potash  being  held 
firmly  in  a  porte-caustique  is  then  rubbed  slowly  and  firmly  over  a 
surface  not  larger  than  a  sixpence,  on  one  or  both  lips  of  the  cervix, 
avoiding  carefully  the  os  uteri  on  account  of  subsequent  contraction. 
The  mucous  membrane  is  thus  completely  destroyed.  A  stream  of 
vinegar  and  water  is  then  injected,  to  wash  away  and  neutralise  any 
excess  of  the  potash,  any  cotton  packing  removed,  and  a  tampon 
saturated  with  glycerine  passed  up  to  the  cervix.  The  patient  must 
remain  quiet  until  the  slough  has  separated,  this  usually  occurring  in 
about  a  w^eek,  some  antiseptic  injection  being  used  morning  and 
evening.  The  potassa  is  again  freely  applied  to  the  raw  cup-like 
depression,  the  same  precautions  being  observed  as  before.  If  the 
induration  be  localised,  the  contractions  of  the  uterine  tissue,  aided  it 
may  be  by  the  exhibition  of  ergot  internally,  may  serve  to  extrude 
the  indurated  nodule,  the  potassa  being  reapplied  until  the  whole  of 
it  is  destroyed.  The  more  sensitive  the  tissues  become  to  the  action 
of  the  potassa  the  more  clear  is  the  indication  that  the  healthy  struc- 
tures have  been  reached.  The  excavation  produced  heals  by  granu- 
lation, and  may  take  many  weeks  to  fill  in,  the  cervix  then  presenting 
a  normal  appearance,  with  no  cicatrix  or  evidence  of  the  tissues  having 
been  destroyed.  The  patient  should  be  carefully  watched  during  the 
healing  process,  to  see  that  no  contraction  of  the  cervical  canal  or  ob- 
literation of  the  OS  uteri  ensues. 

The  potassa  fusa  causes  a  deeper  destruction  of  tissue  than  the 
potassa  cum  calce,  and  being  more  deliquescent  is  more  apt  to  run 
down  into  the  vagina ;  but  still  it  is  far  more  effective,  and  accom- 
plishes the  object  in  much  less  time. 

Chloride  of  zinc  is  also  a  powerful  form  of  caustic,  but  produces 
more  pain  than  the  potassa,  and  is  less  generally  useful. 

There  is  always  a  certain  amount  of  risk  of  setting  up  pelvic 
cellulitis ;  strict  care  should  be  taken  therefore  to  preclude  any  risk 
of  catching  cold,  or  of  the  patient  exerting  herself  impi-udently. 
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The  actual  cautery  is  another  method  of  producing  an  eschar  upon 
the  cervix.  Paquelin's  benzoline  cautery  is  probably  the  most  con- 
venient form  we  can  employ.  A  platinum  button,  heated  to  a  dull 
red  or  nearly  white  heat,  is  pressed  momentarily  upon  one  or  both 
lips  of  the  cervix,  so  as  to  produce  a  superficial  or  deep  slough,  as 
may  be  desired.  A  wooden,  ivory,  or  horn  speculum  should  be  em- 
ployed, though  a  large  cylindrical  metal  one  may  be  used  if  care  be 
taken  not  to  allow  it  to  become  overheated.  The  surface  of  the 
cautery  being  polished,  there  is  less  radiation  of  heat  than  w^ith  the 
ordinary  cautery,  and  it  does  not  adhere  to  the  tissues.  A  stream  of 
cold  water  should  then  be  injected,  and  a  glycerine  tampon  applied  as 
before  directed. 

The  galvanic  cautery  may  be  employed  where  we  wish  to  produce 
more  extensive  sloughing. 

Amputation  of  a  portion  of  the  cervix,  when  the  length  as  well  as 
the  breadth  is  increased,  by  means  of  the  galvanic  ecraseur,  has  been 
recommended  with  a  view  to  inducing  involution.  If  a  small  portion 
of  the  hypertrophied  organ  be  removed,  a  marked  tendency  to  diminu- 
tion in  the  bulk  of  the  remaining  tissues  shows  itself.  One  or  other 
lip  of  the  cervix  may  thus  be  removed,  either  by  excision  with  curved 
scissors  and  the  subsequent  application  of  the  actual  cautery,  or  by 
the  galvanic  ecraseur,  thus  saving  much  time  in  treatment.  It  is 
generally  advisable  to  administer  an  anaesthetic,  and  every  precaution 
should  be  taken  to  prevent  any  exposui-e  to  cold  or  retention  of  dis- 
charges in  the  vagina. 
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CHAPTER  XIII. 

GRANULAR  AND  CYSTIC  DEGENERATION  OF  THE  CERVIX  UTERI. 

Granular  Degeneration  of  the  Cervix  Uteri. — This  condition 
almost  invariably  complicates  affections  of  the  uterus  where  leucor- 
rhoea  is  a  prominent  symptom.  It  may  exist  independently  of  other 
well-marked  disease  of  the  uterus  and  give  rise  to  little  or  no  incon- 
venience beyond  the  leucorrhoea.  In  other  cases  it  induces  such  a 
condition  of  hypersemia  in  the  uterus,  and  reflex  irritation,  as  to  in- 
terfere materially  wioh  the  patient's  comfort  and  well-being. 

It  has  been  described  as  epithelial  abrasion,  granular  ulcer  or 
erosion  of  the  cervix,  but  the  term  granular  degeneration  best  describes 
the  actual  character  of  the  affection. 

Pathology. — The  smooth  mucous  membrane  covering  the  cervix, 
which  is  continuous  with  that  of  the  vagina,  passes  up  the  cervical 
canal  as  far  as  the  internal  os  uteri.  Numerous  papillje  may  be 
detected  on  the  surface  of  this  membrane,  formed  by  vascular  loops 
covered  with  squamous  epithelium.  Either  from  the  extension  of 
catarrhal  endometritis,  or  from  the  effect  of  other  sources  of  irritation, 
the  squamous  epithelium  proliferates,  becomes  softened  by  maceration 
in  the  ichorous  cervical  discharge,  and  finally  desquamates,  either 
gradually  or  en  masse,  only  one  layer  of  cells  remaining,  giving  the 
surface  the  appearance  of  being  congested  and  slightly  granular. 
From  this  epithelial  layer  prolongations  project  inwards  so  as  to  form 
glandular  crypts,  villous  prominences  arising  by  the  growth  of  the 
vascular  connective  tissue,  these  projections  being  new  formations 
and  not  hypertrophied  papillae.  They  are  covered  with  epithelium 
and  richly  supplied  with  superficial  blood-vessels.  This  condition  has 
been  termed  villous  or  papillary  erosion,  varicose  and  bleeding  ulcer, 
and  cockscomb  granulation. 

The  term  '  ulceration '  is  still  frequently  employed  to  describe 
this  granular  degeneration,  but  although  at  first  we  have  loss  of  tissue, 
there  is  no  progressive  ulceration  or  gradual  destruction  of  tissue 
such  as  is  met  with  in  true  ulceration,  and  therefore  the  term  is  not 
a23propriate. 

Causation. — Anything  that  impairs  the  general  health,  more 
especially  if  there  be  a  strumous  diathesis,  predisposes  to  this  affec- 
tion. The  actual  exciting  causes  are  anything  tending  to  produce  or 
keep  up  congestion  of  the  uterus,  such  as  immoderate  coitus,  dis- 
placements, habitual  constipation,  &c.  The  extension  of  gonorrhoea 
from  the  vagina,  or  the  mere  fact  of  the  cervix  being  constantly 
bathed  in  an  ichorous  secretion,  or  the  chafing  of  a  vaginal  or  intra- 
uterine stem  pessai-y  against  the  cervix,  will  often  be  found  to  set  up 
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granular  degeneration.  It  may  occur  in  virgins,  giving  rise  to  so 
much  discharge  as  in  some  cases  to  raise  suspicion  of  disease  having 
been  communicated.  It  is,  however,  a  condition  more  frequently  met 
with  in  married  women  and  those  who  have  borne  children.  In  these 
latter  cases  there  is  often  some  laceration  of  the  cervix  complicating 
the  granular  degeneration,  and  we  must  be  careful  to  distinguish  the 
two  conditions,  as  in  extensive  laceration  of  the  cervix  there  is  often 
such  an  amount  of  eversion  of  the  mucous  membrane  as  well  as 
destruction  of  the  epithelial  covering  of  the  cervix  from  injury  during 
labour  as  to  lead  to  error  unless  care  be  taken. 

Symptoms. — In  simple  uncomplicated  cases  there  may  be  no 
evidence  of  the  presence  of  the  disorder  beyond  leucorrhoea.  In  cases, 
however,  associated  with  cervical  endometritis  and  other  inflamma- 
tory conditions  of  the  uterus,  where  the  bulk  of  the  organ  is  increased 
and  displacement  results,  a  new  train  of  symptoms  ensues,  such  as 
dragging  sensations  in  the  pelvis,  pain  in  the  back  and  loins  (worse 
on  standing  or  walking,  as  also  after  intercourse),  menorrhagia, 
haemorrhage  on  coitus  or  exertion,  profuse  sanguineo-pui'ulent  leucor- 
rhoea, together  with  nervous  symptoms  such  as  previously  mentioned 
as  complicating  endometritis. 

Granular  degeneration  is  frequently  met  with  coincidently  with 
utero-gestation,  and  gives  rise  to  many  distressing  symptoms,  such  as 
burning  pains  in  the  pelvis,  profuse  leucorrhoea,  intense  nausea,  haemor- 
rhage upon  any  slight  exciting  cause,  and  not  infrequently  abortion 
results  from  the  excessive  irritation. 

Diagnosis. — On  digital  examination  the  cervix  feels  soft  and 
velvety  or  granular,  not  smooth  as  in  a  normal  condition.  However 
granular  the  surface,  no  haemorrhage  is  produced  by  an  ordinary  care- 
ful examination,  whereas  in  epithelioma  uteri  in  the  early  stage  the 
least  touch  is  often  sufficient  to  produce  considerable  haemorrhage. 

On  getting  the  cervix  well  into  view  by  means  of  a  Fergusson's 
speculum,  the  surface  is  found  to  be  bathed  with  a  thick  creamy  pus. 
On  mopping  this  away,  the  cervix  will  be  seen  to  be  intensely  red, 
florid,  granular,  the  surface  being  somewhat  elevated  above  the 
normal  level  of  the  surrounding  mucous  membrane,  having  a  villous 
appearance. 

In  severe  cases  following  parturition  there  is  generally  some 
hyperplasia  of  the  cervix,  together  with  a  more  or  less  nodular  or 
irregular  condition  due  to  slight  lacerations.  Where  bilateral  lacera- 
tion of  the  cervix  occurs  and  ectropion  of  the  cervical  mucous  mem- 
brane is  produced,  this  will  be  more  evident  to  the  touch  than  to  the 
sight. 

In  epithelioma  of  the  cervix  it  feels  more  indurated,  the  os  is 
more  clearly  defined,  often  hard  and  irregular,  haemorrhage  is  very 
readily  induced,  and  on  looking  at  it  through  the  speculum  it  appears 
less  angry,  more  ulcerated  than  in  cases  of  granular  degeneration. 

Prognosis. — The  disease  may  go  on  for  an  unlimited  time  if  not 
properly  treated,  becoming  worse  as  the  congestion  and  reflex  irrita- 
tion increases.  Where,  however,  appropriate  measures  are  adopted 
to  improve  the  general  health,  alter  the  character  of  the  surface 
affectedj  and  remove  any  existing  complications,  a  cure  may  safely  be 
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predicted.  In  long-standing  cases  treatment  will  need  to  be  per- 
severed with  steadily  for  some  time. 

Treatment. — This  will  differ  materially,  depending  upon  the 
severity,  duration,  complications,  and  state  of  health.  In  simple 
cases  the  mere  employment  of  the  syringe,  with  suitable  injections  of 
borax,  alum,  zinc,  chloral,  acetate  of  lead,  &c.,  will  often  prove  suffi- 
cient to  relieve  the  condition,  provided  the  general  health  be  also 
attended  to  and  all  obvious  causes  conducing  to  keep  up  the  irrita- 
tion be  removed. 

Where  the  disease  is  of  long-standing  it  will  generally  be  found 
to  be  secondary  to  some  other  antecedent  condition,  such  as  >'aginitis, 
endometritis,  displacement,  tfec.  It  is  essential  for  success  that  any 
primary  disease  should  be  discovered  and  dealt  with  simultaneously. 
If  vaginitis  be  present  this  must  be  properly  treated,  otherwise  we 
shall  in  vain  attempt  to  cure  the  glanular  degeneration  so  long  as  the 
exciting  cause  of  its  production  remains.  If  endometritis  exist,  suit- 
able means  must  be  adopted  to  remove  it,  as  described  when  speaking 
of  this  condition. 

If  the  cervix  be  lacerated  to  any  extent,  it  will  be  necessary  to 
repair  this  by  an  operation.  The  eversion  of  the  mucous  membrane 
consequent  upon  laceration  is  often  mistaken  for  granular  degenera- 
tion. Unless  this  be  detected  and  repaired,  all  our  applications  will 
be  of  no  avail. 

If  any  displacement,  such  as  retroversion,  retroflexion,  or  pro- 
lapse be  detected,  a  Hodge  or  other  vaginal  pessary  should  be  fitted 
so  as  to  relieve  the  tendency  to  congestion  and  remove  the  cervix  from 
all  influence  of  friction. 

The  action  of  the  pessary  may  be  still  further  assisted  by  means  of 
abdominal  and  skirt  supporters,  which  take  oflf  the  pressiu'e  upon  the 
lower  abdomen  of  tightly  fitting  or  heavy  clothing. 

Rest  in  the  horizontal  position  during  menstruation,  regulation  of 
the  bowels,  avoidance  of  prolonged  or  undue  exertion,  or  of  too  fre- 
quent intercourse  if  the  patient  be  married,  should  all  be  insisted 
upon. 

The  general  health  must  also  be  attended  to,  suitable  tonics  being 
prescribed  and  the  diet  properly  regulated.  This  is  fully  discussed  in 
speaking  of  endometritis. 

Having  attended  to  these  preliminary  points,  we  have  now  to  con- 
sider the  various  methods  of  influencing  the  local  condition  of  the 
cervix  by  means  of  vaginal  injections,  tampons,  pessaries,  applications 
of  caustics,  &c. 

The  employment  of  water,  at  a  suitable  temperature,  to  remove 
all  secrections  from  the  vagina,  and  thus  favour  a  more  healthy  con- 
dition of  the  cervix,  is  absolutely  essential  for  successful  treatment. 

This  may  be  efiected  by  means  of  an  irrigator.  Play  fair's  can 
douche  (fig.  94),  the  syphon  douche,  syringe,  or  bath. 

Leiter's  glass  irrigator  (fig.  106),  is  a  convenient  apparatus  for  ap- 
plying the  douche.  The  apparatus  being  made  of  glass  can  be  kept 
cleaner  than  irrigators  or  cans  made  of  tin,  zinc,  or  other  metals, 
plain  or  enamelled,  of  which  the  inner  surface  is  liable  to  corrode, 
especially  when  medicated  fluids  ai-e  used. 
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The  ordinary  irrigator  consists  of  a  tin  vessel,  near  the  bottom  of 
which  is  inserted  a  flexible  tube,  provided  with  a  stopcock,  so  as  to 
control  the  delivery  of  the  fluid.  To  the  end  of  the  tube  a  vaginal 
nozzle  is  attached. 

The  vessel  having  been  filled  with  water  is  placed  at  a  convenient 
height  above  the  patient,  either  suspended  from  a  nail  or  standing  on 
the  top  of  a  chest  of  drawers.  The  stopcock  being  turned,  the  fluid 
is  allowed  to  flow  into  the  vagina  in  a  continuous  stream. 


Fig.  106.— Leiter's  Glass  Irrigator.  Fig.  107. — Syphon  Uterine  Douche. 


The  syphon  douche  (fig.  107)  is  arranged  by  filling  a  jug  or  can  with 
water  at  the  desired  temperature.  A  long  india-rubber  tube,  stiffened 
by  means  of  gutta  percha  at  the  bend,  so  as  to  prevent  it  collapsing, 
provided  with  a  hollow  leaden  ball  at  one  end  and  a  vaginal  de- 
livery tube  at  the  other,  is  then  immersed  in  the  fluid,  the  stopcock 
being  turned  so  as  to  allow  the  fluid  to  enter.  Before  removing  the 
vaginal  end  of  the  tube  from  the  jug,  the  stopcock  is  again  turned 
60  as  to  prevent  the  water  running  out.    On  now  opening  the  stop- 
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cock  a  continuous  stream  of  water  can  be  made  to  flow  into  the 
vagina  until  the  vessel  be  emptied,  or  the  leaded  end  of  the  tube  being 
placed  in  the  vessel  and  the  stopcock  opeued,  the  fluid  may  be  made 
to  enter  by  simply  drawing  the  thumb  and  forefinger  along  the  tubing 
from  the  rim  of  the  vessel  downwards. 

The  great  advantage  of  employing  the  irrigator  or  syphon  douche 
is  that  the  patient  can  administer  it  herself  whilst  lying  in  the  dorsal 
position.  The  hips  being  placed  over  a  bed-bath,  orbed-pan,  to  which 
a  flexible  tube  is  attached  to  carry  the  fluid  away  into  a  foot-pan  or 
other  vessel  on  the  floor,  the  vaginal  tube  is  inserted  a  short  distance 
into  the  passage,  the  stopcock  turned  and  the  water  allowed  to  flow. 

Another  method  is  to  lie  with  the  buttocks  projecting  over  the 
edge  of  a  low  bed  or  couch,  the  feet  resting  on  two  chairs,  and  a 
mackintosh  arranged  so  as  to  conduct  the  water  into  a  vessel  below. 

Syringes  of  various  kinds  are  employed.  Those  made  of  india- 
rubber  are  the  most  suitable ;  pewter  or  glass  should  never  be  used, 
the  latter  being  very  liable  to  break  and  so  cause  accidents. 

Higginson's  syringe  (fig.  108)  is  one  of  the  most  convenient 
forms.    Kennedy's  is  also  a  very  useful  one. 


Fig.  108. — Higginson's  Syringe. 


The  vaginal  tube  should  be  adjusted  so  as  to  lessen  the  force  with 
which  the  fluid  is  injected,  and  prevent  the  possibility  of  the  bone 
nozzle  being  inserted  into  the  cervix. 

Instances  of  severe  uterine  colic,  intense  agony,  peritonitis,  and 
even  death  from  the  employment  of  vaginal  injections  have  been  re- 
corded. In  some  cases  this  may  possibly  be  explained  by  the  tube 
being  inserted  into  the  patulous  cervix  of  a  retroverted  utei-us.  We 
cannot  therefore  be  too  careful  in  explaining  to  the  patient  how  to 
use  the  syringe  properly. 

In  employing  the  syringe  the  patient  may  sit  over  a  bidet,  or 
ordinary  chamber  utensil,  the  water  being  placed  in  a  basin  standing 
on  a  chair  or  on  the  floor  by  her  side,  as  most  convenient  to  her. 

In  some  instances  the  syringe  may  be  used  whilst  the  patient  is 
sitting  in  her  hip  bath,  or  the  bath  speculum  may  be  inserted  in  the 
vagina  so  as' to  allow  the  water  to  gain  ready  access  to  the  cervix. 

For  ordinary  purposes  of  ablution  the  syringe  answers  perfectly 
well,  but  where  we  need  the  stimulating,  sedative,  or  alterative  eflfect 
of  long-continued  applications  of  cold  or  hot  water,  the  irrigator, 
syphon  douche,  or  employment  of  the  syringe  by  a  nurse,  becomes 
requisite. 

After  the  employment  of  cold,  tepid,  or  hot  water  to  remove  any 
secretions  from  the  vagina  and  promote  a  healthier  action  of  the  mu- 
cous membrane,  the  best  way  of  applying  any  medicated  solution  is 
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for  the  patient  to  recline  on  the  back,  with  the  hips  slightly  elevated, 
so  as  to  allow  the  retention  of  the  fluid  in  the  vagiual  cul-de-sac. 
A  small  syringe  holding  two  to  four  ounces  having  previously  been 
filled  with  the  lotion  a  little  of  this  is  injected  into  the  vagina,  the 


Fig.  109. — Syringe  for  injecting  lotion. 

patient  retaining  it  for  some  five  or  ten  minutes,  when,  on  sitting  up, 
the  fluid  runs  out  into  any  suitable  receptacle.  This  is  a  far  more 
efl&cacious  method  of  applying  injections  than  using  them  very  dilute 
merely  to  wash  the  surface  momentarily. 

As  emollient  injections  the  following  will  be  found  very  useful, 
especially  if  the  vagipal  secretion  be  much  increased,  and  by  its 
acridity  tends  to  keep  up  the  granular  erosion  of  the  cervix  : — Either 
sodse  biboratis  5j-ij  ;  glycer.  boracis  §ss-j  ;  sodse  bicarbonatis  5ij-iv; 
potassse  bicarbonat.  5ij-iv;  potassse  chloratis  5ij-iv;  or  liquor, 
plumbi  subacet.  5ij-iv;  dissolved  in  Jyiij  of  water. 

Equal  parts  of  the  lotion  and  hot  water  may  be  used,  the  strength 
being  modified  at  discretion  by  the  addition  of  more  or  less  water. 

The  best  sedative  injection^  are — hot  water,  temperature  85- 
110°  F.,  continuously  applied;  tinct.  opii  5j-iv;  tinct.  hyoscyami 
5ij-iv ;  tinct.  belladqnnse  5j~ij  ;  tinct.  iodi  5j-ij  ;  chloral,  hvdrat. 
5j-ij  ;  glycer.  purific.  Jj-ij  ;  added  to  Jviij  of  water. 

The  lotion  being  warmed,  or  diluted  with  an  equal  quantity  of 
hot  water,  increases  the  soothing  eflect. 

The  most  useful  astringent  injections  are — either  alum  5j-iv  ; 
sulphate  of  zinc  5ss-ij ;  tanpin  5ss-ij  ;  plumbi  acetatis  5j-ij  ;  liq. 
plumbi  subacet.  5ij-iv;  iron  alum  5j~y  ^  sulphate  of  copper  5j-ij  ; 
or  tinct.  ferri  perchlor.  5ij-iv:  dissolved  in  §viij  of  water. 

The  addition  of  an  ounce  or  two  of  glycerine  to  the  mixture,  and 
aqua  rosse  in  place  of  plain  water,  makes  a  more  soothing  and  at  the 
same  time  a  more  elegant  lotion.  The  alum  and  zinc  lotions  are  the 
most  generally  useful ;  if  the  others  be  employed  care  must  be  taken 
to  prevent  the  linen  being  soiled,  as  otherwise  a  stain  will  be  pro- 
duced. The  old  form  of  lotio  quercus  has  this  objection,  the  tannin 
answers  equally  well.  They  should  be  employed  cold  unless  other- 
wise desired.    Ice-cold  water  may  be  useful  in  some  cases. 

The  principal  disinfectant  injections  are — either  acid,  carbolic. 
5iss-5iij  ;  tinct.  iodi  5i-ij  ;  liquor,  chlori  5ij-5iv;  potassse  perman- 
ganat.  gr.  xx-xxx;  sodse  biborat.  5ij-5iij;  liq.  sodre  chlorate  5ij-5iv; 
or  liq.  carbonis  detergens  5iv-Jj  ;  dissolved  in  gviij  of  water,  diluted 
with  hot  water  at  the  time  of  using  them. 

After  washing  out  the  vagina  with  tepid  water,  a  small  quantity 
of  the  disinfectant  is  injected  with  the  ball-syringe. 

Astringents  may  also  be  applied  to  the  cervix  by  means  of  tarn- 
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jions  soaked  in  glycerine,  in  which  borax,  tannin,  acetate  of  lead, 
carbolic  acid,  &c.,  are  dissolved.  It  is  well  to  first  saturate  the  plug 
with  pure  glycerine,  squeezing  it  slightly,  so  as  to  get  rid  of  any 
excess,  then  dip  the  face  of  it  in  the  medicated  glycerine,  and  insert 
it  in  the  vagina,  close  up  to  the  cervix  uteri.  This  may  be  done  by 
the  aid  of  a  speculum,  or  by  the  patient  herself, 
either  through  Barnes's  tampon  introducer,  em- 
ployed 'for  this  purpose,  or  by  merely  passing  the 
plug  up  the  vagina  as  far  as  the  finger  will  reach. 
Glycerine  is  an  excellent  solvent  for  the  drugs  men- 
tioned, thirty  to  sixty  grains  to  the  ounce,  one  half 
the  strength  of  the  pharmacopoeial  preparations, 
being  sufficient.  The  glycerine  itself  acts  most 
beneficially  in  depleting  the  cervix  by  producing  a 
copious  watery  discharge. 

Another  method  of  applying  agents  to  the  cervix 
is  by  means  of  suppositories  or  pessaries.  These 
may  be  made  either  with  cocoa  butter ;  one  part  of 
powdered  gelatine  moistened  with  three  parts  of 
glycerine  gently  heated  and  poured  into  moulds ;  or 
one  part  of  pure  paraffin  to  four  of  vasehne.  As 
astringents,  alum  gr.  x-xv;  iron  alum  gr.  x-xv ; 
alum  and  catechu  gr.  x-xv  of  each ;  tannin  gr.  iij-v; 
acetate  of  lead  gr.  iv-vj  ;  matico  gr.  x ;  persulphate 
of  iron  gr.  iv-vj,  incorporated  in  a  small  conical 
pessary,  may  be  employed. 
_  As  sedatives,  morphia  gr.  ss,  with  atropine  gr. 

12V I  chloral,  hydrat.  gr.  v-x ;  extract,  opii  gr.  j-ij  ; 
morphia  gr.  -J ;  exti-act.  belladonnte  gr.  j  ;  extract, 
conii  gr.  v-x ;  may  be  employed  either  alone  or  in 
conjunction  with  an  astringent. 
Zinci  oxidi  gr.  x-xv  ;  bismuthi  oxidi  gr.  x-xv  ; 
borax  x-xv ;  unguent,  hydrarg.  gr.  x-xx  ;  plumbi 
acetat.  gr.  v-vj  ;  iodoform  gr.  ss-ij,  also  form  useful 
applications  in  cases  of  granular  erosion. 
A  single  pessary  is  inserted  into  the  vagina  by 
the  patient  herself  on  retiring  to  rest,  and  allowed 
to  dissolve  in  situ,  the  syringe  being  employed  on 
rising  in  the  morning  to  wash  away  the  debris.  It 
is  essential  that  the  patient  remain  lying  down  during 
their  employment. 

Local  applications  to  the  cervix  will  generally  need  to  be  em- 
ployed about  once  a  week  by  the  physician  himself. 

In  virgins  the  use  of  vaginal  injections  may  first  be  tried,  a 
suppository  being  also  passed  at  bedtime  if  requisite  ;  but  where  after 
a  fair  trial  relief  does  not  ensue,  it  will  be  necessary  to  pass  the 
speculum  and  apply  more  powerful  agents.  Any  secretion  should 
first  be  carefully  wiped  away  by  means  of  a  little  cotton-wool  inserted 
in  an  appropriate  holder,  as  in  fig.  110.  A  Playfair's  probe,  with 
cotton-wool  wound  thickly  round  the  extremity,  answers  every  purpose 
when  using  liquid  applications.    A  custom  still  prevalent  on  the 
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Continent  is  to  pass  a  Fergusson's  speculum,  get  the  cervix  well  in 
view,  and  then  pour  into  the  speculum  half  an  ounce  or  more  of  a 
strong  solution  of  nitrate  of  silver,  &c.,  allowing  this  to  bathe  the 
cervix  for  a  minute  or  so,  and  then  by  tilting  the  speculum,  allow  the 
fluid  to  flow  out  again.  In  cases  of  vaginitis  this  method  has  its 
advantages,  but  where  the  os  uteri  is  merely  involved,  it  is  rather  a 
wasteful  and  unnecessary  method.  The  ordinary  probe,  fig.  96, 
answers  every  purpose,  and  enables  us  to  limit  the  application  to  the 
surface  desired. 

The  agents  generally  employed  are  : — 

Solid  nitrate  of  silver. 

Solution  of  nitrate  of  silver  5y~i"^      Sj  ^^quse. 

Carbolic  acid,  saturated  solution. 

Carbolic  acid  and  linimentum  iodi,  equal  parts. 

Chromic  acid  5ij-iv.  ad  Jj  aqujB. 

Nitric  acid. 

Liquor  ferri  perchlorid.  fortr. 
Potassa  fusa,  or  potassa  fusa  c.  calce. 
Eichardson's  styptic  colloid. 

In  severe  and  protracted  cases  the  application  of  the  actual, 
thermo-,  gas,  or  galvano-cautery  may  become  necessary,  or  we  may 
have  to  resort  to  scarification  or  snipping  off*  the  exuberant  granula- 
tions. If  laceration  of  the  cervix  exist,  an  operation  for  the  removal 
of  this  may  be  requisite. 

The  solid  stick  of  nitrate  of  silver  is  still  largely  employed,  and  in 
some  cases  proves  very  serviceable.  It  is  rather  apt  to  cause  hsemorrhage. 

The  solution  of  nitrate  of  silver  may  be  used  where  a  liquid  appli- 
cation is  preferred. 

Any  stains  accidentally  made  upon  the  patient's  linen  may  be 
removed  by  moistening  the  stain  with  a  few  drops  of  a  solution  of 
cyanide  of  potassium  (gr.  xxx  ad  aq.),  and  then  rinsing  the 
linen  well  in  cold  water. 

Carbolic  acid  is  an  extremely  useful  agent,  and  suits  uiost  cases. 
It  produces  a  somewhat  anaesthetic  influence,  and  so  does  not  prove 
as  painful  as  some  of  the  other  applications. 

This  acid,  combined  with  the  linimentum  iodi,  exerts  a  more 
alterative  effect  upon  the  cervix,  and  is  useful  in  chrouic  cases  where 
hyperplasia  exists. 

If  chromic  acid  be  employed,  great  care  is  necessary  to  prevent 
any  excess  running  down  on  to  the  vagina.  In  some  cases  it  is  apt 
to  be  followed  by  vomiting  and  diarrhoea.  A  saturated  solution  of 
carbonate  of  soda  should  be  used  to  neutralise  any  excess. 

Nitric  acid  should  be  reserved  for  severe  cases,  where  other 
remedies  have  been  .tried  and  failed.  A  single  application  to  the  os, 
and  as  far  up  the  cervical  canal  as  the  granular  disease  extends,  will 
often  prove  more  serviceable  than  several  applications  of  less  powerful 
agents.  Carbonate  of  soda  will  neutralise  any  excess,  but  great  care 
should  be  taken  to  press  out  any  excess  of  the  acid  against  the  neck 
of  the  bottle  before  employing  it. 

The  first  application  should  be  made  shortly  after  a  period,  and 
then  not  again  for  a  month,  except  in  severe  cases,  when  a  second 
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may  be  resorted  to  within  a  week  or  ten  days  of  the  first.  Carbolic 
acid  or  iodine  may  be  applied  once  a  week  during  the  interval. 

Liquor  ferri  perchlor,  fort,  is  very  useful  where  the  granulations 
are  very  vascular  and  bleed  readily. 

Potassa  fusa  and  potassa  cum  calce  are  seldom  called  for  in  mere 
granular  erosion  of  the  cervix.  Where  hyperplasia  complicates  this 
latter  condition,  it  may  be  necessary  to  resort  to  such  powerful 
agents.    The  precautions  requisite  are  fully  given  elsewhere. 

Kichardsoii's  styptic  colloid,  which  consists  of  a  strong  solution  of 
tannin  in  gun-cotton  collodion,  answers  admirably  in  some  cases. 
Thomas  speaks  very  highly  of  it,  and  says  he  knows  of  no  means 
better  calculated  than  this  to  accomplish  the  four  indications,  of  first 
putting  the  granular  surface  beyond  the  influence  of  friction  ]  second, 
protecting  the  surface  from  contact  with  ichorous  discharges  ;  third, 
exerting  a  steady  alterative  influence  upon  the  diseased  surface  ;  and 
fourth,  preventing  congestion  of  the  cervix.  Tt  appears  to  act  not 
only  as  a  direct  alterative,  but  by  forming  a  protective  crust  over  the 
surface,  constitutes  for  it  a  shield  against  friction  and  uterine  dis- 
charges, while  at  the  same  time  by  its  compression  of  the  excoriated 
villi,  permeated  by  their  loops  of  vessels,  and  of  the  submucous  tissue, 
with  its  increased  vascular  supply,  it  diminishes  local  congestion. 

In  cases  where  the  cervix  is  enlarged,  infiltrated,  and  either  softened 
or  indurated,  and  where  ordinary  applications  fail  to  relieve  the  gra- 
nular erosion,  the  cautery  in  one  or  other  of  the  forms  enumerated  will 
often  furnish  good  results.  A  wooden  or  ivory  speculum  should  be 
employed  to  prevent  the  vagina  being  injured,  and  a  stream  of  cold 
water  should  be  injected  the  moment  the  application  is  completed. 

It  is  not  a  painful  operation  in  most  cases,  though  naturally  some- 
what dreaded  by  the  patient.  It  may  be  prudent,  therefore,  to  give 
a  few  whiff's  of  chloroform  preparatory  to  operating.  If  the  actual 
cautery  be  used,  the  iron  should  be  nearly  at  a  white  heat,  in  order 
to  prevent  the  adherence  of  the  tissues  which  takes  place  when  it  is 
at  a  dull  red.  The  eschar  produced  is  detached  after  eight  or  ten 
days,  leaving  a  healthy  granulating  surface,  and  is  not  followed  by  a 
contracting  cicatrix. 

Where  the  uterus  is  very  congested  and  the  granular  erosion  very 
persistent,  scarification  of  the  surface  by  means  of  linear  incision  is 
often  very  beneficial.  A  sharp-pointed,  curved  bistoury  is  passed 
within  the  cervical  canal  as  high  up  as  deemed  necessary,  and  as  it  is 
withdrawn  the  mucous  membrane  is  cut  through,  extending  the  in- 
cision towards  the  outer  margin  of  the  vaginal  portion  of  the  cervix  as 
far  as  requisite.  This  process  is  then  repeated  until  five  or  six  similar 
incisions  have  been  made  and  the  network  of  vessels  thus  severed. 

Puncturing  the  cervix  with  a  lancet  shaped  scarifier  in  several 
places  has  often  a  similar  beneficial  influence,  and  in  intractable  cases 
should  always  be  tried. 

Where  the  granulatious  on  the  cervix  are  very  exuberant,  so  called 
cockscomb  granulations,  they  maybe  removed  by  long- handled,  curved 
scissors,  or  even  by  the  curette,  as  close  as  possible  to  the  mucous 
membrane,  and  then  either  the  thermo-  or  other  cautery  or  nitric 
acid  applied  to  restrain  haemorrhage  and  check  further  growth. 
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Cystic  or  Follicular  Degeneration  of  the  Cervix. — This  is  a  less 
common  affection  than  granular  degeneration  of  the  cervix,  but  is 
not  an  infrequent  complication  of  chronic  endometritis.  It  has  been 
described  by  some  authors  as  acne,  hei-pes,  and  aphthae  of  the  cervix. 
Any  inflammatory  condition  of  the  cervix  may  give  rise  to  these 
glandular  enlargements. 

Pathology. — The  small  mucous  glands  studding  the  vaginal  face 
of  the  cervix  as  well  as  the  cervical  canal  not  infrequently  become 
closed  from  the  margins  of  the  orifices  becoming  adherent.  The 
glands  then  dilate,  owing  to  the  retention  of  the  secretion,  becoming 
distended  into  small  sacs  or  cysts,  termed  ovula  Nabothi.  On  the 
denser  vaginal  portion  of  the  mucous  membrane  of  the  cervix  they 
merely  form  small  protuberances  or  eminences,  readily  felt  by  the 
examining  finger.  Just  within  the  cervical  canal,  however,  they 
push  up  the  mucous  membrane  and  appear  as  small  cystic  polypi. 

It  is  probable  that  in  some  cases  these  small  cysts  are  due  to  irri- 
tation of  the  rete  Malpighii,  and  not  to  closure  of  pre-existing  glands, 
appearing  as  small  collections  of  nuclei,  which,  becoming  transformed 
into  cells,  project  upon  the  surface,  when  they  are  either  thrown  off 
or  form  small  cystic  polypi  containing  a  gelatinous  mucous,  mixed 
with  cells  and  nuclei,  fat-globules,  spindle-shaped  and  many-branched 
cells,  and  colloid  granules.  In  some  cases  the  distended  follicle 
bursts,  discharging  its  contents,  a  slight  depression  remaining  con- 
stituting the  condition  known  as  follicular  erosion.  In  other  in- 
stances the  papillae  become  hypertrophied  and  project  beyond  the 
surface  as  small  reddish,  hsemorrhagic-looking  tubercles. 

In  patients  who  have  passed  the  climacteric  age  these  distended 
follicles  may  give  rise  to  occlusion  of  the  os  uteri,  and  so  prevent  the 
exit  of  any  secretions  from  the  interior  of  the  uterus.  The  retained 
mucus  gradually  distends  the  organ,  especially  if  there  be  any 
chronic  catarrhal  condition  of  the  mucous  membrane  of  the  body  of 
the  uterus,  producing  the  condition  known  as  hydrometra. 

The  accumulation  may  go  on  indefinitely  until  even  retrograde 
dilatation  of  the  Fallopian  tubes  takes  place  or  some  ulcerative  process 
produces  perforation  and  peritonitis.  Where  the  os  internum  remains 
narrow  we  may  have  the  hourglass  form  of  uterus  produced — the 
uterus  bicameratus. 

The  fluid  collection  may  vary  in  consistence  and  character,  from  a 
thin,  mucopurulent  secretion  of  a  yellowish  or  reddish-brown  colour 
to  that  of  a  chocolate-coloured  glutinous  fatty  fluid  containing  choles- 
terine  or  pus. 

Diagnosis. — The  sense  of  touch  is  generally  sufficient  to  detect 
the  existence  of  follicular  degeneration.  This  may  be  confirmed  by 
examination  with  the  speculum.  In  elderly  patients  their  presence 
may  lead  to  the  suspicion  of  commencing  malignant  disease  ;  the 
small  protuberances  give  to  the  cervix  an  irregular,  nodular  appear- 
ance, and  where  the  mucous  membrane  is  much  congested  the  possi- 
bility of  cancer  may  readily  occur. 

The  cervix,  however,  is  seldom  so  hard  or  enlarged  as  in  this 
latter  condition,  and  the  mucous  membrane  is  not  fixed  to  the  sub- 
jacent surface,  nor  does  bleeding  easily  occur  on  examination. 


176 


SYPHILITIC  DEGENERATION  OF  CEEYIX. 


Treatment. — We  may  first  attempt  to  obliterate  the  small  cysts  by 
puncturing  them  with  a  scarifier  or  bistoury  and  applying  nitric  or 
chromic  acid  to  the  interior.  If  this  fail,  the  potassa  fusa  or  potassa 
cum  caice  may  be  tried,  or  the  actual  cautery  employed.  The  diseased 
glands  may  be  scraped  away  by  the  aid  of  the  sharp 
steel  curette,  and  should  the  case  still  prove  intractable, 
our  only  remaining  resort  will  be  to  remove  the  vaginal 
poi'tion  of  the  cervix  by  the  galvano-cautery  wire,  the 
bistoury  or  scissors. 

Where  follicular  erosion  exists,  the  application  of 
strong  carbolic  or  nitric  acid,  or  the  nitrate  of  silver, 
may  be  tried.  Care  must  be  taken  not  to  produce 
occlusion  of  the  os  uteri  by  contraction  from  employing 
too  strong  caustics  just  within  the  os  uteri. 

Syphilitic  Ulceration  of  the  Cervix. — This  is  ex- 
ceedingly rare.  When  a  true  chancre  does  occur  in 
the  cervix  it  presents  the  usual  characteristic  appear- 
ances of  a  well-defined,  indurated  margin,  depressed 
surface,  and  a  marked  tendency  to  become  covered  by 
false  membrane.  The  constitutional  symptoms  become 
l  apidly  developed.  If  any  doubt  as  to  the  character  of 
the  sore  exist,  inoculation  may  be  practised.  In  cases 
of  soft  sores  on  the  cervix,  the  diagnosis  is  simplified 
by  the  occurrence  of  other  sores  simultaneously  on  the 
external  organs  of  generation.  Mucous  tubercles  and 
other  secondary  affections  are  also  rarely  met  with  in 
the  cervix  uteri. 

Tertiary  syphilitic  ulceration  occasionally  manifests 
itself.  It  is  excavated  and  bleeds  readily  on  touch,  not 
infrequently  being  mistaken  for  cancer.  There  is,  how- 
ever, generally  less  pain  and  less  foetor  of  the  discharge 
than  met  with  in  cancer,  and  the  other  constitutional 
symptoms  will  assist  in  the  diagnosis.  Syphilitic  ul- 
ceration has  been  known  to  extend  rapidly,  penetrating 
into  the  rectum  and  bladder. 

Treatment. — In  case  of  chancre  it  is  well  to  destroy 
the  surface  with  the  strong  nitric  acid  or  acid  nitrate 
of  mercury,  and  to  resort  to  the  usual  constitutional  remedies.  Bl?ck 
wash  may  be  kept  applied  by  means  of  a  tampon,  which  will  also 
prevent  the  vagina  coming  in  contact  with  the  sore. 

In  case  of  secondary  affections,  the  biniodide  of  mercury  with  the 
local  application  of  black  or  yellow  wash  will  be  indicated. 
Tertiary  ulceration  must  be  treated  on  general  principles. 
A  very  guarded  opinion  should  be  given  as  to  the  nature  of  the 
affection  unless  the  evidence  of  constitutional  infection  is  marked. 


Fig. 111. 
Sims's  Curette. 
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CHAPTER  XIV. 

HYPERTROPHIC  ELONGATION  AND  LACERATION  OF  THE  CERVIX  UTERI. 

Hypertrophic  Elongation  of  the  Cervix  Uteri  is  intimately 
related  to  and  frequently  associated  with  prolapsus  uteri,  although 
the  former  may  occur  as  a  distinct  affection.  It  may  be  found  in 
nulliparje,  though  it  is  frequently  not  until  marriage  that  inconve- 
nience is  experienced  and  relief  sought. 

The  body  of  the  uterus  occupies  its  normal  position,  but  the  elon- 
gated cervix  projects  into,  and  occasionally  fills  to  a  great  extent,  the 
whole  length  of  the  vagina,  the  os  externum  projecting  at  the  vaginal 
outlet,  or  even  beyond.  The  cervix  is  usually  conical  in  shape,  the 
base  being  uppermost ;  the  vagina  is  often  shorter  than  normal,  and 
the  OS  uteri  very  small.  The  uterine  sound  shows  the  cervix  to  be 
elongated,  often  to  as  much  as  two  inches  or  more. 

The  chief  symptoms  are  such  as  would  be  experienced  by  the  pre- 
sence of  a  foreign  body — such  as  a  polypus — in  the  vagina.  Vaginal 
irritation  with  leucorrhoea  and  occasionally  erosion  of  the  mucous 
membrane  of  the  vagina  occurs.  Dysmenorrhoea  and  menorrhagia 
are  not  infrequent.  In  some  cases  the  hypertrophied  cervix  induces 
expulsive  efforts,  which  tend  to  increase  the  condition.  In  mar- 
ried patients  dyspareunia  is  almost  invariably  present ;  the  impact 
of  the  male  organ  increases  the  tendency  to  congestion  of  the  cervix, 
and  often  sets  up  inflammation,  or  even  abrasion  and  ulceration. 

In  these  cases  removal  of  the  hypertrophied  cervix  is  the  only 
plan  of  treatment.    This  will  shortly  be  described. 

After  childbirth  hypertrophic  elongation  of  the  cervix  may  arise 
in  consequence  of  the  process  of  involution  not  taking  place  properly. 
Hypersemia  or  even  subacute  inflammation  occurs,  with  serous  exu- 
dation. Hyperplasia,  or  proliferation  of  connective  tissue,  slowly 
ensues.  The  glands  of  the  cervix  become  hypertrophied,  their  secre- 
tion increased,  giving  rise  to  mucopurulent  leucorrhoea ;  eversion  of 
the  mucous  membrane  of  the  cervical  canal,  with  endometritis  and 
metrorrhagia  as  a  consequence,  often  results.  Dysmenorrhoea  and 
dyspareunia  are  often  complained  of. 

The  gradual  increasing  hypertrophy  of  the  uterus,  the  relaxation 
of  the  vagina  and  uterine  ligaments,  in  time  cause  prolapsus  or  retro- 
version. 

The  cervical  mucous  membrane,  being  extremely  vascular,  is  the 
primary  seat  of  injury  during  labour,  and  of  congestion  and  inflamma- 
tion ;  it  becomes  swollen,  with  gorged  vessels,  and  serum  and  fibrin 
poured  out  into  its  submucous  layers ;  hence  there  is  increased  villous 
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growth,  which  can  only  find  room  by  bulging  out  through  the  os 
tincse  (Barnes).  Thus  a  process  of  gradual  continuous  eversion 
and  growth  of  the  cervix  takes  place,  hyperplasia  being  most  active  at 
the  inner  and  lower  part  of  the  cervix,  which  becomes  elongated. 

As  this  latter  descends  to  the  vulva  it  excites  reflex  action,  the 
straining  increasing  the  congestion  and  protrusion.  Dr.  Barnes  calls 
attention  to  the  fact  that  when  the  condition  has  reached  its  extreme 
limit,  the  cervix  and  uterus  most  frequently  measure  exactly  five 
inches  ;  that  is,  just  double  the  normal  length. 

Other  causes  of  hypertrophic  elongation  of  the  cervix  are  stretch- 
ing of  the  uterus  when  adherent  to  an  extra-uterine  cyst :  involution 
of  the  uterus  when  fixed  by  adhesions  due  to  perimetritis ;  the  pre- 
sence of  fibroid  tumours  dragging  up  the  uterus  as  they  grow  above 
the  pelvic  brim ;  prolapse  of  the  anterior  wall  of  the  vagina,  with  the 
base  of  the  bladder  producing  tension  upon  the  uterus  below  the 
insertion  of  the  ligaments  which  ordinarily  keep  the  organ  in  its  place. 

Treatment. — Emmet  denies  that  under  any  circumstances  ampu- 
tation would  be  justifiable,  or  ought  ever  to  be  employed  for  the  relief 
of  this  condition.  Still,  as  elongation  of  the  vaginal  portion  of  the 
cervix  unquestionably  exists  in  many  cases  as  a  primary  aflfection,  and 
may  give  rise  to  prolapse  of  the  uterus,  removal  of  a  portion,  if  not 
the  whole,  of  the  cervix  is  recommended  by  most  authors. 

It  is,  however,  an  operation  not  to  be  lightly  undertaken,  as 
serious  risks  and  dangers  are  liable  to  be  incurred.  Primary  htemor- 
rhage  is  often  severe  and  difficult  to  check  :  secondary  haemorrhage 
may  occur.  There  is  great  risk  of  opening  the  peritoneal  cavity 
behind  from  Douglas's  pouch  being  carried  downwards  to  a  lower 
level  than  normal ;  peritonitis  may  thus  be  set  up  and  prove  fatal, 
though  it  is  not  invariably  so,  as  cases  have  been  reported  where  the 
accident  occurred  without  any  well-marked  symptoms  being  developed. 
The  bladder  may  also  be  injured  anteriorly,  and  cellulitis  be  set  up 
in  consequence.    Tetanus  has  been  known  to  occur. 

The  risks  from  the  operation  are  materially  lessened  by  the  em- 
ployment of  the  galvano-cautery,  very  little  constitutional  disturbance 
resulting  if  due  precautions  be  observed. 

There  are  various  modes  of  performing  amputation  of  the  cervix. 
That  by  means  of  the  bistoury,  or  scissors  is  the  one  most  frequently 
resorted  to  by  the  majority  of  modern  operators. 

The  patient  being  anaesthetised  and  placed  in  the  lithotomy,  or 
semi-prone  position,  on  the  left  side,  a  Sims's  speculum  is  introduced, 
or  the  cervix  pulled  down  as  far  as  is  prudent,  outside  the  vulva  if 
possible,  by  means  of  vulsellum  forceps.  A  sound  well  curved  is 
passed  into  the  bladder  to  determine  the  point  to  which  the  bladder 
descends,  a  hare-lip  pin  is  then  passed  right  through  the  cervix  about 
a  q  larter  of  an  inch  below  this  point,  and  another  at  right  angles  to 
this.  An  elastic  band  tied  tightly  above  this  will  serve  to  restr-ain 
haemorrhage.  The  cervix  may  be  slit  bilaterally,  and  the  two  halves 
severed  transversely,  by  means  of  scissors,  just  below  the  level  of  the 
pins,  or  the  whole  thickness  may  be  cut  through  at  once  with  the 
scissors.  In  place  of  leaving  this  surface  to  granulate  and  cicati'ise 
over  as  formerly  advocated,  the  better  plan  is  to  pass  silver  sutures, 
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as  in  fig.  112,  so  as  to  draw  the  mucous  membrane  over  the  face  of 
thd  stump.  Before  tightening  the  sutures  the  elastic  band  must  be 
removed  and  the  hare-pins  withdrawn.  By  this  method  it  will  be 
seen  the  mucous  membrane  of  the  cervical  canal  is  united  to  that 
covering  the  outer  circumference  of 
the  cervix,  and  thus  occlusion  of  the 
OS  uteri  by  subsequent  cicatrisation 
pi'e  vented. 

The  sutures  passing  through  the 
tissue  of  the  cervix,  there  is  less  likely 
to  be  secondary  haemorrhage  than  where 
the  mucous  membrane  is  merely  drawn 
over  the  face  of  the  stump,  as  originally 
suggested  by  Marion  Sims.  Primary 
union  results  as  a  rule,  and  the  cervix 
remaining  more  closely  resembles  the 
normal  character.  Fig.  112.— Mode  of  placing-  Sutures 

Amputation  by  means  of  the  chain  f^Zitlft^VLl^')'''''' 
or  wire-ecraseur,  although  apparently 

very  simple,  is  attended  by  considerable  risk  of  injury  to  the  peri- 
toneum or  bladder,  owing  to  the  traction  produced  during  the 
tightening  of  the  chain  or  wire  dragging  in  the  tissues  above  the  level 
of  its  application.  To  obviate  this,  the  cervix  having  been  pulled 
down  and  the  sound  passed  into  the  bladder  as  previously  indicated, 
a  hare-lip  pin  may  be  passed  through  the  cervix  just  below  the  point 
where  the  sound  reaches.  This  will  effectually  prevent  the  in-dragging 
of  any  tissue  not  intended  to  be  involved. 

Another  plan  is  to  sweep  a  bistoury  round  the  cervix,  dividing 
the  mucous  membrane  at  the  level  where  the  wire  is  intended  to  be 
applied,  so  as  to  isolate  completely  the  cervix  from  the  vagina. 

It  is  not  necessary  to  remove  the  whole  of  the  vaginal  portion ; 
there  is  always  a  certain  amount  of  retraction  occurs  during  the  pro- 
cess of  cicatrisation, 

Chassaignac's  (fig.  113)  or  Braxton  Hicks's  wire-rope  ecraseuris  to 
be  preferred.  Several  strands  of  fine  steel  wire  twisted  in  the  form  of 
a  rope  should  be  employed.  One  end  of  this  is  attached  to  the  cross- 
bar, so  as  to  produce  a  saw-like  action  when  tightened. 

The  galvanic  ecraseur  or  cautery  wire  is  by  far  the  most  expe- 
ditious and  easy  method  of  amputating  the  cervix,  when  the  instrument 
is  at  hand.  Care  must  be  taken,  as  in  the  other  modes  of  operating, 
to  ascertain  exactly  the  point  where  the  bladder  extends  to,  so  that  it 
may  not  be  included. 

The  operation  may  be  performed  with  the  uterus  in  situ,  or  the 
cervix  may  be  drawn  down  by  means  of  vulsellum  forceps.  The  battery 
being  ready,  the  wire  loop  is  carefully  adjusted  round  the  cervix  and 
tightened  sufficiently  to  become  slightly  indented  in  the  tissues. 

The  galvanic  current  being  completed,  the  wire  is  gradually 
screwed  up,  being  tightened  slowly  to  avoid  subsequent  haemorrhage, 
until  the  cervix  is  removed.  Hcemorrhage  seldom  occurs  if  the  removal 
be  not  effected  too  rapidly  ;  should  any  small  artery  be  found  jetting, 
the  bleeding  may  at  once  he  arrested  by  touching  the  open  mouth  of 

N  2 


180 


LACERATION  OP  CERVIX  UTERI. 


to 


the  vessel  with  the  porcelain  cone,  brought  to  a  dull-red  heat  by  the 
galvanic  current. 

A  sound  may  be  passed  just  within  the  canal  after  the  operation 
see  that  the  orifice  is  not  occluded,  and  a  pledget  or  plug  of 
^'^--"•-•'^.^  carbolised  oil  applied  to  the  stump.  To  prevent 
contraction  of  the  cervical  canal  it  will  be  neces- 
sary to  pass  a  bougie  or  large  sound  at  frequent 
intervals  for  several  weeks  following  the  operation, 
or  an  intra- uterine  stem  may  be  worn  for  a  month 
or  two. 

The  operation  is  not  a  very  painful  one,  but  it 
is  advisable  as  a  rule  to  produce  anaesthesia  so  as 
to  secure  perfect  quiet.  It  may  be  performed  in 
the  lithotomy  or  semi-prone  position,  a  Sims's 
speculum  being  employed  or  not,  as  deemed  ad- 
visable. The  patient  will  need  to  remain  in  bed 
for  a  week  or  two  following  the  operation  until  the 
processes  of  granulation  and  cicatrisation  have 
taken  place.  Some  carbolised  vaginal  injection 
paay  be  used  twice  daily,  or  oftener  if  requisite. 

Attention  must  be  given  to  the  case  for  many 
weeks  subsequently,  to  see  that  no  undue  contrac- 
tion of  the  cervical  canal  ensues. 

The  advantages  of  operating  by  this  method 
are  the  simplicity  of  its  performance,  the  immunity 
from  haemorrhage,  and  the  abseuce  of  risk  of  septic 
absorption. 

Laceration  of  the  Cervix  Uteri. — This  con- 
i:lition  is  a  not  infrequent  result  of  parturition, 
tli,e  cervix  being  torn  through,  either  partially  or 
entirely,  on  one  or  other  side,  or  bilaterally,  or  in 
a  stellate  form.  Although  Simpson  called  atten- 
tion to  the  occurrence  of  laceration  of  the  cervix 
8opae  thirty  years  ago,  it  is  only  within  the  last 
few  years  that  prominent  attention  has  been  di- 
rected to  the  importance  of  laceration  as  a  cause 
of  uterine  disorder.  Emmet  going  so  far  as  to  say 
that, '  at  least  one  half  of  the  ailments  among  those 
who  have  borne  children  is  to  be  attributed  to 
lacerations  of  the  cervix.'  It  has  not  hitherto 
received  much  attention  in  this  country,  the 
subject  being  scarcely  mentioned  in  the  leading 
works  on  gynecology.  For  this  reason  I  have 
devoted  a  chapter  for  its  consideration,  but  am 
free  to  confess  that  it  is  but  rarely  I  have  met 
with  cases  necessitating  operative  interference. 
When  the  laceration  is  very  slight  it  is  often 
spoken  of  as  a  fissure,  but  when  severe,  and  the  cervical  mucous 
membrane  becomes  everted,  we  have  the  condition  termed  ectropion. 


Fig.  113. — Chassaignac's 
Wire-rope  ^craseur. 


Pathology. — The  mucous  membrane 


culated,  and 


lining  the 


cervix  being  reti 


immense  number  of  Nabothian  glands 


PATHOLOGY— CAUSATION— SYMPTOMS. 


181 


when  laceration  of  the  cervix  occurs,  and  eversion  of  this  membrane 
res  I  Its,  owing  to  the  exposure  and  irritation  from  friction,  cystic 
hyperplasia  ensues,  with  marked  leucorrhoea,  granular  degeneration, 
and  the  process  of  involution  is  materially  interfered  with,  so  that 
subinvolution  of  the  cervix  or  the  whole  uterus  remains.  Should  the 
tear  extend  to  the  vaginal  junction,  or  beyond,  the  tendency  for 
the  tissue  to  roll  out  from  within  the  cervical  canal  is  marked  as  soon 
as  the  patient  begins  to  get  about,  more  especially  if  the  laceration 
be  bilateral,  dividing  the  cervix  into  an  anterior  and  a  posterior  lip. 
The  angle  of  laceration  soon  becomes  the  seat  or  starting  point  of  an 
erosion  which  gradually  extends  over  the  everted  surfaces.  A  source 
of  irritation  is  thus  established  which  arrests  the  involution  of  the 
organ.  With  the  increased  size  and  additional  wfeight  of  the  uterus 
induced  by  congestion,  the  tissues  gradually  roll  out  as  far  as  the 
neighbourhood  of  the  internal  os.  As  ruptarfe  of  the  perineum 
frequently  co-exists,  prolapse  df  the  uterusj  with  retroversion  and 
subinvolution  of  the  vagina,  is  very  apt  to  take  place. 

The  everted  mucous  follicles  gradually  lindergo  cystic  degenera- 
tion ;  they  become  distended,  rttpturfe,  and  gradually  empty  themselves, 
by  which  the  follicles  are  destroyed,  and  their  cavities  disappear  by 
contraction.  Epithelioma  may  spring  into  existence  from  the  seat  of 
the  old  injury,  as  a  product  of  perverted  nutrition.  Cellulitis  being 
a  common  result  of  this  accident,  and  generally  situated  between  the 
folds  of  the  broad  ligament  on  the  side  of  the  laceration,  the  effect  of 
this  is  to  shorten  the  ligament,  tilting  the  literus  somewhat,  and  fixing 
it  towards  the  injured  side. 

Causation, — Simpson  regarded  laceration  of  the  cervix  uteri,  not 
only  as  of  frequent  occurrence,  but  so  common  after  first  labours  as  to 
be  regarded  as  a  reliable  sigil  of  laboUr  having  occurred,  and  not  the 
result  of  mismanagement.  The  most  frequent  causes  of  laceration  are 
precipitate  labours,  where  the  membranes  have  been  either  spon- 
taneously or  artificially  ruptured,  where  ergot  has  been  given  early  in 
labour,  or  where  the  use  of  forceps  has  beeti  resorted  to  before  the 
cervix  was  dilated.  In  breech  cases,  where  it  is  often  necessary  to 
expedite  the  passage  of  the  after-coming  head  through  an  imperfectly 
dilated  cervix,  laceration  is  very  frequent.  Eigidity  of  the  cervix, 
whether  as  a  result  of  previous  inflammatory  mischief,  or  from  cica- 
tricial tissue,  or  from,  malignant  degeneration,  would  naturally  pre- 
dispose to  laceration  of  the  cervix. 

Abortion  has  been  mentioned  as  a  cause,  especially  where  crimi- 
nally induced;  but  of  this  there  is  little  evidence.  Instrumental 
delivery  is  credited  with  producing  laceration. 

Syinjjtoms. — The  only  indication  of  laceration  of  the  cervix  during 
labour  maybe  haemorrhage  persisting  when  the  uterus  has  contracted  ; 
this  may  vary  from  moderate  oozing  to  a  profuse  discharge  of  bright 
blood.  It  is,  however,  comparatively  rarely  that  the  utero-cervical 
artery,  or  circumflex  branch  of  the  uterine  artery,  is  torn  through,  its 
own  elasticity  and  its  loose  connections  with  the  surrounding  tissues 
enabling  it  to  stretch  and  to  escape  injury. 

If  immediate  union  takes  place,  which  is  more  likely  to  occur  if 
the  rent  be  in  the  antero- posterior  or  conjugate  diameter,  no  other. 
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symptoms  beyond  the  primary  hsemorrliage  may  occur.  But,  as 
Goodell  points  out,  if  the  wound  be  a  deep  one,  and  slow  to  heal  up, 
or  it  gapes  open  and  fails  to  close,  symptoms  of  peri-uterine  inflam- 
mation are  pretty  sure  to  show  themselves,  such  as  a  rigor,  pain  in  one 
or  other  or  both  iliac  regions,  accelerated  pulse,  elevated  temperature, 
&c.  Involution  is  thus  retarded,  the  lochia  are  profuse,  and  conva- 
lescence is  delayed. 

On  getting  about  again  the  patient  experiences  a  sense  of  bearing- 
down,  weight  in  the  pelvis,  constant  tired  feeling,  pain  in  the  back 
and  loins,  leucorrhoea,  pain  and  haemorrhage  on  coitus,  with  the  loss 
of  sexual  desire,  menorrhagia,  and  other  symptoms. 

In  severe  cases  the  nervous  system  in  course  of  time  becomes 
affected  ;  the  patient  cannot  sleep,  she  becomes  hysterical,  low- spirited, 
and  often  degenerates  into  a  confirmed  invalid.  Sterility  is  a  very 
frequent,  but  not  invariable  result,  depending  a  great  deal  upon  the 
direction  and  extent  of  the  laceration.  Should  impregnation  take 
place,  abortion  is  very  liable  to  occur.  Neuralgia  of  the  cervix  is  not 
infrequent  from  the  constant  fretting  of  the  unprotected  nerve- 
filaments,  or  from  imprisonment  of  a  nerve  in  a  dense  mass  of  cica- 
tricial tissue  where  nature  has  attempted  to  establish  a  cure.  Profuse 
menorrhagia  and  leucorrhoea,  hyperplasia  of  the  cervix,  prolapse, 
retroversion,  chronic  ovaritis,  and  other  analogous  conditions  generally 
ensue.  Epithelioma  not  infrequently  results  from  irritation  and  per- 
verted nutrition. 

Fhysical  Signs. — These  are  by  no  means  so  well  marked  as  might 
be  imagined.  Emmet  himself  says,  '  After  the  parts  have  been  torn, 
and  while  they  are  soft  enough  to  be  flattened  out  by  pressure  on  the 
floor  of  the  pelvis,  there  remains  no  evidence  of  the  laceration,  and 
the  true  condition  frequently  cannot  be  detected  by  either  the  sight 
or  by  the  sense  of  touch.' 

Thomas  also  remarks  :  '  It  is  an  entirely  fallacious  position  to 
assume  that  an  examination  just  after  labour  reveals  the  real 
state  of  these  parts.  Examination  later  on,  towards  the  end  of  the 
period  of  involution,  about  the  sixth  or  eighth  week,  would  reveal  the 
ti'ue  condition  of  things,  and  in  a  great  many  cases  avoid  for  wom.en 
lives  of  suffering  and  invalidism.  It  is  at  this  period  that  every  par- 
turient woman  should  be  examined  as  to  the  condition  of  the  perineum 
and  cervix  uteri.' 

An  ordinary  cylindrical  speculum  is  not  well  adapted  for  diagnos- 
ing these  cases,  as  it  tends  to  close  the  torn  lips  and  to  conceal  both 
the  fissure  and  patch  of  erosion,  or  to  flatten  out  still  more  the  convex 
surface  of  the  cervix,  and  so  obliterate  all  traces  of  the  fissure  that  the 
red,  raw,  and  angry-looking  papillae  of  the  everted  mucous  lining  of 
the  cervical  canal  will  be  inevitably  mistaken  for  an  erosion — the 
so-called  ulceration  of  the  womb. 

The  bivalve  speculum,  which  distends  the  vagina  slightly,  is  also 
not  the  form  to  employ,  as  the  laceration  is  often  not  recognisable  and 
always  imperfectly  appreciated. 

Sims's  speculum,  or  some  modification  of  it,  should  always  be 
employed,  the  patient  being  placed  in  the  semi-prone  position.  Where 
the  laceration  extends  bilaterally  and  the  tissues  are  rolled  out,  it  will 
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be  necessary  to  seize  the  anterior  and  posterior  lips  of  the  cervix  with 
a  tenacuhim  in  each  hand,  and  bring  them  into  apposition,  when  the 
normal  contour  of  the  cervix  will  be  restored.  In  any  doubtful  case 
it  will  be  well  to  place  the  patient  in  the  genu  pectoral  position. 

Emmet  points  out  that  laceration  on  the  left  side  is  the  most 
common,  due,  as  is  supposed,  to  the  greater  frequency  of  the  first 
cranial  position,  the  left  occipito-cotyloid.  Double  laceration — the 
bilateral  form — is  the  next  most  frequent.  It  is  very  rare  for  bad 
effects  to  remain  after  laceration  either  backward  or  forward.  In 
practice  we  have  to  deal  chiefly  with  the  consequences  of  lateral 
lacerations,  and  the  effects  are  more  marked  when  the  lesion  is  double 
than  when  confined  to  either  side. 

Differentiation. — The  condition  most  liable  to  be  confounded  with 
laceration  of  the  cervix  is  granular  erosion,  the  so-called  ulceration  . 
of  the  cervix.  The  only  certain  method  of  distinguishing  the  one 
from  the  other  is  to  examine  the  patient  in  the  semi-prone  position 
with  a  duckbill  speculum  and  a  tenaculum,  when  in  the  case  of 
laceration  the  two  lips  of  the  cervix  can  be  made  to  approximate,  and 
all  trace  of  erosion  disappears. 

Cystic  degeneration  of  the  cervix  occurs  independently  of  lacera- 
tion, although  in  this  latter  the  mucous  follicles  studding  the  cervical 
canal  undergo  cystic  degeneration,  and  from  the  amount  of  inflam- 
matory mischief  present,  the  mucous  membrane  becomes  considerably 
everted.  The  same  caution  will  have  to  be  observed  in  conducting 
the  examination  before  we  shall  be  able  to  decide  the  question. 

Simple  hyperplasia  or  hypertrophy  of  the  cervix  may  simulate 
an  analogous  condition  comphcated  by  laceration,  and  it  is  very 
important  not  to  overlook  this  latter,  as  an  operation  for  the  restora- 
tion of  the  normal  condition  of  the  cervix  will  cure  not  only  the 
laceration,  but  tend  to  remove  the  hyperplasia  as  well. 

Epithelioma  of  the  cervix  has  often  been  diagnosed  when  no  such 
condition  existed,  the  appearance  being  due  to  extensive  laceration, 
with  eversion  of  the  mucous  membrane  and  extensive  erosion,  bleed 
ing  on  the  slightest  touch.  Anyone  who  has  witnessed  a  case  where 
the  cervix  is  bulky  from  the  hyperplasia  induced  by  the  constant  irri- 
tation, where  eversion  with  erosion  exists,  where  the  surface  is  studded 
with  enlarged  follicles  which  feel  like  shot,  or  is  roughened  by  red 
and  angry- looking  papilljB,  perhaps  fringed  with  cockscomb  granu- 
lations, where  a  profuse  leucorrhceal  discharge  and  constant  sense  of 
discomfort  impair  the  patient's  health  and  exhaust  her  powers,  can 
readily  understand  how  di±fi.cult  it  must  be  to  discriminate  between 
the  two  conditions.  In  fact  there  is  little  doubt  but  that  the  per- 
petuation of  these  symptoms  under  such  circumstances  is  exceed- 
ingly prone  to  pass  on  almost  imperceptibly  into  the  more  serious 
affection.  Thomas,  Emmet,  Breiskey,  Yeit,  and  others  record  their 
opinion  that  neglected  laceration  of  the  cervix  is  a  fruitful  exciting 
cause  of  malignant  degeneration  of  the  cervix.  For  this  reason  alone, 
operative  interference  should  be  resorted  to  for  the  closure  of  severe 
lacerations  attended  by  local  engorgements  and  irritation. 

Prognosis. — Where  the  laceration  takes  place  through  the  anterior 
or  posterior  lips  of  the  cervix,  it  generally  heals  rapidly,  leaving 
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scarcely  a  cicatricial  line  to  mark  its  couree,  unless  the  rent  passes 
beyond  the  cervix  through  the  septum  into  the  bladder  anteriorly,  or 
extends  sufficiently  into  the  posterior  cul-de  sac  to  set  up  an  attack 
of  inflammation.  When  cellulitis  occurs  at  this  point,  and  from  this 
cause,  it  always  induces  a  most  intractable  form  of  retroversion. 
When,  however,  the  laceration  is  in  a  lateral  direction,  and  extends 
beyond  the  crown  of  the  cervix,  a  condition  at  once  arises  which  will 
defeat  all  the  reparative  efforts  of  natui-e.  Sterility  is  a  usual,  though, 
as  we  have  seen,  by  no  means  a  universal  result.  Some  patients 
seem  to  be  almost  unconscious  of  any  laceration  having  occurred,  a 
process  of  cicatrisation  takes  place,  the  granular  erosion  disappears, 
the  hyperplasia  diminishes,  and  the  general  health  recovers  itself  to  a 
wonderful  extent,  the  patient  continuing  to  bear  children  without 
unusual  risk  or  discomfort.  More  generally,  if  the  laceration  be 
extensive  the  patient  remains  to  a  certain  extent  an  invalid  for  many 
years,  until  the  menopause  in  fact,  when  functional  activity  ceasing, 
there  are  no  longer  any  urgent  symptoms.  Epithelioma  unquestion- 
ably arises  in  consequence  of  laceration  in  some  cases. 

Treatment. — If  laceration  of  the  cervix  be  suspected  or  detected 
at  the  time  of  parturition,  and  haemorrhage  be  a  prominent  symptom,  a 
lump  of  ice  may  be  passed  up  to  the  cervix,  a  copious  stream  of  hot  water 
allowed  to  flow  into  the  vagina,  or  a  tampon  soaked  in  a  saturated 
solution  of  alum  or  tannin  applied  to  the  bleeding  surface.  If  the 
hjemorrliage  still  persists,  it  may  be  necessary  to  approximate  the 
edges  by  means  of  silver  sutures.  Strict  cleanliness  must  be  enjoined, 
the  vagina  being  washed  out  twice  daily  with  some  antiseptic  lotion, 
such  as  carbolic  acid  (1  in  40),  or  Condy's  fluid,  so  long  as  the  lochia- 
persist. 

Involution  of  the  uterus  should  be  favoured  by  the  administration 
of  ergot  or  appropriate  tonics,  not  chalybeates  ;  by  the  adjustment  of 
a  Hodge's  pessary  to  prevent  the  organ  becoming  prolapsed  when  the 
patient  begins  to  get  about  again  ;  by  the  employment  of  the  hot 
vaginal  douche  twice  daily,  and  by  attention  to  the  condition  of  the 
general  health. 

Locally,  the  application  of  styptics,  such  as  alum,  tannin,  sulphate 
of  zinc,  or  of  iodine,  powdered  persulphate  of  iron,  and  other  similar 
remedies  must  be  resorted  to.  Tampons  satuiuted  with  glycerine, 
pure  or  medicated,  may  be  inserted  in  the  vagina,  close  up  to  the  cei- 
vix,  every  night.  Goodell  speaks  of  tannin  5j,  iodine  5ss,  or  iodoform 
5ij,  dissolved  in  an  ounce  of  flexible  collodion,  as  forming  an  excellent 
application  ;  also  painting  the  cervix  every  five  days  with  a  saturated 
tincture  of  iqdine,  followed  occasionally,  before  it  dries,  by  a  weak 
solution  of  the  nitrate  of  silver.  This  forms  a  protective  and  an  altera- 
tive crust  of  the  silver  iodide.  The  common  practice  of  treating 
these  erosions  with  the  solid  stick  of  lunar  caustic  is  a  bad  one,  on 
account  of  the  cicatricial  tissue  which  it  leaves  behind.  Such  a  dense 
and  gristly  tissue  often  pinches  peripheral  nerve-fllaments  so  severely 
as  to  produce  ovarian  or  uterine  neuralgia,  wholly  or  partly  quenching 
sexual  desire,  and  causing  other  psychological  disturbances. 

Where  palliative  treatment  fails  in  affording  relief,  operative 
measures  must  be  employed  if  the  uterus  remains  large,  becomes  dis-. 


TEE ATMENT— TE  ACHELOERH A  PHY. 


185 


placed,  congested,  or  hypertropliied,  the  lips  everted,  and  the  surface 
secretes  a  viscid  mucopurulent  secretion,  the  patient  meanwhile 
svifFering  from  neuralgia  and  reflex  irritation. 

The  operation  of  trachelorrhaphy  {rpuxrjXoc,  neck ;  pcKprjj  ^  seam) 
should  never  be  undertaken  until  palliative  treatment  has  first  been 
tiied  and  the  general  health  attended  to.  If  any  symptoms  of  pelvic 
cellulitis,  such  as  fixidity  of  the  uterus  or  presence  of  deposit,  be 
detected,  all  operative  procedures  should  be  postponed  until  this  has 
disappeared. 

Preparatory  treatment  must  not  be  neglected.  If  the  uterus  be 
very  congested,  the  cervix  gorged  with  blood,  or  studded  and  stiffened 
with  enlarged  Nabothian  glands,  the  denuded  surface  will  probably 
not  unite.  Blood  must  be  taken  from  the  cervix  by  scarification, 
the  congested  condition  being  relieved  by  puncturing  the  cysts,  the 
whole  lacerated  surface  being  gone  over  by  little  stabs  in  every  direc- 
tion, so  as  to  empty  the  cysts  and  reduce  the  size  of  the  flaps. 
Churchill's  iodine  is  then  to  be  applied  freely  over  the  surface  in 
which  the  cysts  have  been  punctured  This  process  must  be  repeated 
again  and  again  if  deemed  requisite.  If  the  patient  can  rest  up, 
Emmet  frequently  resorts  to  the  use  of  a  silver  wire,  passed  through 
each  flap  at  about  half  an  inch  from  the  edge ;  by  twisting  the  two 
ends  until  the  lacerated  surfaces  are  brought  just  into  contact,  much 
will  be  gained  by  thus  temporarily  preventing  the  parts  from  rolling 
out. 

When  an  operation  is  decided  upon,  the  week  following  the 
menstrual  period  should  be  chosen.  The  patient,  being  ansesthetised 
and  placed  upon  the  operating  table  either  in  Sims's  or  the  litho- 
tomy position,  a  duckbill  speculum  is  introduced,  a  tenaculum  fixed 
in  each  flap  of  the  laceration,  supposing  the  case  to  be  one  of  bilateral 
laceration,  and  the  two  flaps  approximated.  Emmet  at  this  stage 
used  to  apply  the  uterine  tourniquet,  a  species  of  ecraseur  with  watch- 
spring  in  place  of  a  chain  or  wire,  slipping  it  over  the  cervix  below 
the  point  of  vaginal  junction,  and  then  tightening  it  so  as  to  control 
haemorrhage  during  the  opei-ation,  which  is  sometimes  excessive  when 
the  tissues  of  the  cervix  are  unusually  soft.  Under  ordinary  circum- 
stances he  finds  that  the  administration  of  a  large  hot  water  vaginal 
injection,  just  before  the  operation,  will  so  far  lessen  the  bleeding 
that  the  tourniquet  can  be  dispensed  with. 

After  separating  the  flaps  fully,  the  surfaces  which  have  been  torn 
in  a  double  laceration  are  to  be  freely  denuded  from  one  lip  to  the 
other,  leaving  a  broad  undenuded  tract  in  the  centre  from  before 
backward,  which  is  to  form  the  continuation  of  the  uterine  canal  from 
the  OS.  Scissors  are  most  convenient  to  employ,  the  mucous  mem- 
brane and  a  small  portion  of  the  parenchyma  being  removed  (fig.  114). 
When  the  two  flaps  are  brought  together,  a  to  B,  the  new  canal  through 
the  cervix  will  be  trumpet-shaped.  This  is  necessary,  since  the  hy- 
pertrophy increases  in  degree  from  the  bottom  of  the  laceration  to- 
wards the  outer  edges  of  the  flaps,  and  as  the  uterus  gradually  returns 
to  its  normal  size,  this  new  canal  will  become  of  a  natural  and  uniform 
diameter  throughout.  When  it  is  safe  to  do  so,  the  process  of  freshen- 
ing the  surfaces  is  very  much  facilitated  by  drawing  the  uterus  gently 
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down  towards  the  vaginal  outlet,  and  then  having  the  organ  steadied 
by  a  strong  tenp„culum  in  the  hands  of  an  assistant.  Having  ascer- 
tained, by  approximating  the  flaps,  that  the  denuded  surfaces  will  lie 
in  contact  with  each  other  when  the  sutures  are  passed,  these  latter 
are  then  inserted.  Sharp-pointed,  short 
needles,  held  in  a  needle-holder,  are  best 
when  the  tissues  are  soft,  as  there  is  less 
risk  of  hfemorrhage  in  the  track  of  the 
needles,  but  when  the  tissues  are  dense  and 
indurated,  and  therefore  less  vascular,  the 
lance-pointed  needle,  being  easier  of  intro- 
duction, answers  best  for  the  purpose. 

Three  or  four  sutures  are  required  for 
each  side  if  the  laceration  be  extensive  or 
double.  The  needle  is  introduced  about  a 
quarter  of  an  inch  from  the  edge  of  the 
denudation,  passed  through,  and  in  the  same 
way  carried  through  the  opposite  Hp.  One 
after  the  other  wire  sutures  are  passed  from 
above  downwards,  about  a  third  of  an  inch 
apart,  until  the  lower  extremity  of  the 
laceration  is  reached.  Then  the  other  side 
is  treated  in  the  same  manner,  the  sutures 
on  both  sides  being  introduced  before  any 
are  secured,  otherwise  great  difficulty  will  be  experienced.  When 
the  bleeding  has  been  troublesome,  it  is  advisable  to  pass  the  first 
suture  through  the  vaginal  tissue  a  short  distance  below  the  angle  of 
laceration.  The  circular  artery,  or  its  branch,  from  which  the  oozing 
generally  comes,  will  be  secured  by  this  plan.  The  sutures  are  now 
twisted  one  by  one,  the  upper  ones  being  first  dealt  with,  until  all 
are  twisted,  when  each  one  is  bent  downwards  so  as  to  lie  flat  against 
the  wall  of  the  cervix.  The  wound  is  first  syringed  with  carbolised 
water,  to  remoA^e  all  clots  before  tightening  the  sutures.  If  any 
secondary  haemorrhage  from  a  suture  track,  in  which  a  vessel  has  been 
wounded  by  the  needle,  occur,  it  may  be  arrested  by  injections  of  hot 
water  into  the  vagina,  or  by  a  saturated  solution  of  alum,  which 
is  a  safe  haemostatic  and  does  not  interfere  with  union  by  the  first  in- 
tention. 

Some  operators  recommend  the  absence  of  etherisation,  and  the 
use  of  silk  instead  of  wire,  as  materially  simplifying  and  shortening 
the  operation,  which  they  assert  is  comparatively  painless,  the  intro- 
duction of  the  sutures  being  the  only  really  painful  part,  and  prefer- 
able to  the  nausea  following  etherisation. 

The  after-treatment  is  much  the  same  as  for  any  other  operation. 
The  patient  must  remain  in  bed  for  ten  days  or  a  fortnight,  and  be 
kept  upon  low  diet.  The  bowels  should  be  relieved  regularly  every, 
or  every  other  day,  the  patient  being  allowed  to  pass  water  on  the 
bed-pan  for  the  first  day  or  two.  A  little  warm  water  should  always 
be  injected  into  the  vagina  immediately  afterwards,  to  prevent  any  urine 
which  may  have  entered  the  canal  from  remaining  in  contact  with 
the  uniting  surfaces.    After  the  first  few  days  the  patient  may  be 
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Fig.  114. — Lacerated  Cervix, 
after  denudation  on  both 
sides,  and  application  of 
sutures  on  one  side.  (After 
Galabin.) 
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allowed  to  pass  water  whilst  turning  over  on  her  hands  and  knees. 
A  warm  carbolic  acid  lotion  should  be  injected  into  the  vagina  night 
and  morning. 

The  sutures  may  be  removed  about  the  seventh  or  eighth  day, 
beginning  with  those  above,  nearest  to  the  vaginal  junction.  If  there 
be  any  tendency  to  gape,  or  union  has  not  occurred,  or  seems  very 
weak,  the  lower  sutures  may  be  left  for  several  days  longer,  so  that 
the  imunited  portion  may  heal  by  granulation. 

An  attack  of  cellulitis  or  peritonitis  may  follow  the  operation; 
but  those  who  have  practised  the  operation  repeatedly  in  America 
assure  us  that,  considering  the  good  which  it  accomplishes,  it  is 
remarkably  free  from  risk,  and  when  performed  with  care  is  most 
successful. 
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CHAPTER  XY. 

NEW  GROWTHS  OF  THE  UTERUS. — UTERINE  POLYPI. 

Uterine  Polypi. — These  consist  of  tamours,  varying  in  size,  situa- 
tion, and  stractnre,  attached  to  some  portion  of  the  uterus  by  a  pedicle 
or  stem.  They  are  formed  by  hypertrophy  of  some  of  the  normal 
tissues  of  the  organ,  and  are  covered  by  mucous  membrane. 

Numerous  clas.'^ifications  of  the  various  kinds  of  polypi  have  from 
time  to  time  been  suggested,  but  for  all  practical  purposes  an  elaborate 
classification  is  an  unnecessary  refinement.  We  shall  therefore  de- 
scribe only  the  mucous,  glandular,  cellular,  and  fibroid  varieties. 

Mucous  and  Glandular  Polypi  of  the  Uterus. — Mucous  Polypi 
consist  of  hypertrophied  mucous  follicles  enclosed  in  a  stroma  of 
nucleated  cellular  tissue,  covered  by  a  thin  vascular  mucous  membrane, 
of  a  bright  or  deep  red  colour. 

They  generally  originate  in  the  cervical  canal,  seldom  occurring 
higher  up.  They  vaiy  in  size  from  that  of  a  small  pea  to  that  of  a 
cherry,  seldom  attaining  a  larger  size  than  this.  At  first  they  are 
sessile,  but  generally  become  pedunculated,  the  polypus  descending 
below  the  os  uteri.  They  are  usually  multiple,  and  others  are  apt  to 
recur  after  removal. 

Glandular  Polypi  are  those  in  which  the  proliferation  of  the  gland 
follicles  predominate-;  over  that  of  the  cellular  tissue. 

Where  a  single  follicle  becomes  distended  with  mucoid  fluid,  it  is 
spoken  of  as  a  cystic  polypus. 

Where  several  large,  irregular  cavities,  communicating  with  each 
other,  and  opening  on  the  surface,  lined  by  cylindrical  epithelium, 
and  containing  a  thick  viscid  mucoid  fluid,  occur,  they  constitute  the 
channelled  folypus  of  Oldham. 

Where  the  cavities  are  relatively  small,  the  cellular  tissue  pre- 
dominates, and  there  is  an  absence  of  great  vascularity ;  they  have 
been  described  as  the  fihro-cellular  polypus. 

These  two  latter  forms  generally  grow  to  a  larger  size  than  the 
former,  sometimes  as  large  as  a  pigeon's  or  even  a  bantam's  egg. 

Barnes  describes  a  hypertrophic  polyjyus  of  the  cervix  uteri 
occurring  in  cases  of  prolapsus  uteri.  They  are  generally  small, 
varying  in  size  from  that  of  a  pea  to  that  of  a  cherry.  They  are 
commonly  single,  but  it  is  not  infrequent  to  find  two  or  three.  They 
generally  begin  to  form  just  within  the  ring  of  the  os  uteri,  which 
conceals  them  and  protects  them  from  the  touch.  In  stiucture  they 
are  identical  with  that  of  the  hypertrophied  cervix  from  which  the 
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polypi  spring,  being  composed  of  bands  of  smooth  fibres  like  those  of 
the  unimpregnated  uterus. 

The  Cellular  Polypus  is  generally  of  a  pyriform  shape,  and 
attached  to  one  wall  of  the  cervix,  often  having  a  long  and  slender 
pedicle,  so  that  in  some  cases  the  growth  protrudes  even  beyond  the 
vulva. 

It  consists  of  hypertrophied  cellular  tissue,  covered  by  mucous 
membrane,  and  may  attain  the  size  of  a  hen's  egg.  They  sometimes 
contain  a  certain  amount  of  cervical  fibrous  tissue,  and  are,  therefore, 
really  identical  with  the  fibro-cellular  variety. 

Sympt07ns. — There  is  generally  a  certain  amount  of  leucorrhoea, 
with  menorrhagia,  but  not  invariably.  Several  small  polypi  may 
exist  without  giving  rise  to  any  urgent  symptoms.  When  the  polypi 
are  situate  in  the  cervical  canal,  and  have  not  become  extruded 
beyond  the  external  os,  dysmenorrhoea  from  obstruction  is  not  in- 
frequent. 

The  haemorrhage  is  often  altogether  disproportionate  to  the  size  of 
the  polypus.  This  is  explained  by  the  constant  hypersemia  kept  up  by 
the  irritation  produced  by  the  presence  of  the  polypus. 

Diagnosis. — When  concealed  within  the  cervical  canal,  it  may  be 
necessary  to  dilate  the  cervix  before  we  are  in  a  position  to  detect 
their  presence.  Even  when  they  have  projected  beyond  the  external 
OS  it  is  often  difficult  to  detect  them  by  the  sense  of  touch  alone, 
owing  to  their  being  so  small  and  soft,  as  well  as  to  their  retreating 
easily  within  the  os  uteri.  On  passing  the  speculum  their  presence  is 
at  once  recognised.  W^here  they  are  within  the  cervix,  a  bivalve 
speculum,  by  distending  the  vaginal  cul-de-sac,  and  so  dragging  open 
the  lips  of  the  os,  will  often  expose  the  polypi  to  view  when  otherwise 
they  would  be  overlooked. 

Treatment. — Where  the  polypi  are  small,  soft,  and  pedunculated, 
they  may  be  safely  removed  by  twisting  them  off"  with  a  pair  of  ovum 
or  pile  forceps,  having  a  catch  at  the  handles,  and,  if  necessary, 
touching  the  base  with  nitric  acid,  liq.  ferri  perchl.  fort.,  or  nitrate  of 
silver. 

They  should  not,  as  a  rule,  be  cut  off"  with  scissors,  as  troublesome 
haemorrhage  may  occur,  though  this  is  rare. 

Fibro-cellular  polypi,  springing  from  one  or  other  lip  of  the 
cervix,  occasionally  attain  the  size  of  a  hen's  egg.  In  these  cases  it 
is  better  to  employ  the  single  wire,  or  wii'e-rope  ecraseur.  It  is 
unnecessary  to  produce  anaesthesia,  as  the  growth  is  not  sensitive 
and  the  operation  almost  painless.  The  wire  can  generally  be  ad- 
justed without  the  aid  of  a  speculum,  but  this  may  be  employed  if 
requisite. 

Small  intra-uterine  mucous  polypi  often  give  rise  to  prolonged 
haemorrhage.  The  cervix  having  been  dilated,  if  necessary,  the 
growth  may  be  seized  by  the  ovum  forceps  and  twisted  off",  or  it  may 
be  scraped  off"  with  the  curette,  or  destroyed  by  the  application  of 
nitric  acid. 

Where  several  small  mucous  polypi  are  situated  just  within  the 
cervical  canal,  the  pressure  of  a  sponge-tent  is  often  sufficient  to  effect 
a  cure,  carbolic  acid  or  iodine  liniment  being  subsequently  applied 
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to  promote  a  healthier  action  of  the  mucous  membrane,  and  prevent 
a  recurrence  of  the  growths. 

Placental  Polypi  may  result  from  the  remains  of  the  placenta, 
consisting  of  hypertrophied  decidua,  projecting  into  the  uterine  cavity. 
Severe  haemorrhage  not  infrequently  breaks  out  some  time  after 
delivery,  often  very  suddenly,  in  consequence. 

Eemoval  by  means  of  the  finger,  Sims's  curette,  or  wire  ecraseur 
should  be  effected.  Some  styptic,  such  as  the  liq.  ferri  perchl.  fort., 
may  subsequently  be  applied  if  requisite. 

Fibrinous  Polypi  result  from  partial  abortion.  The  ovmn  being 
driven  down  by  uterine  contractions  into  the  cervical  canal,  its 
attachments  lengthen  into  a  stalk  by  the  stretching  and  growth  of 
their  tissues.  The  embryo  escapes,  whilst  a  portion  of  the  membranes 
or  stalk  remains,  and  by  accretions  of  fibrin-coagula  forms  the  basis  of 
fibrinous  polypus  (Barnes).  Removal  by  means  of  the  Ecraseur  forms 
the  best  method  of  dealing  with  these. 

Fibroid  Polypi,  or  Fibro-myomata,  consist  of  submucous  fibroids 
projecting  into  the  cavity  of  the  uterus,  springing  from  some  portion 
of  the  wall  of  the  body  of  the  uterus,  or  more  rarely  from  the  cervix. 
Originally  contained  in  the  wall  of  the  uterus,  they  become  extruded 
in  consequence  of  the  contractions  that  ensue,  and  gradually  acquire  a 
pedicle. 

They  may  remain  within  the  uterine  cavity,  or  ultimately  become 
expelled,  the  pedicle  being  drawn  out,  so  that  the  tumour  hangs  in 
the  vagina,  in  some  cases  even  descending  so  low  as  to  be  protruded 
beyond  the  vaginal  outlet. 

In  other  instances,  in  place  of  a  pedicle  being  formed,  the  tumour 
is  expelled  entire.  Where  uterine  action  is  strong,  and  the  tumour 
does  not  separate  nor  the  pedicle  lengthen,  partial  inversion  of  the 
uterus  may  occur,  or  prolapsus. 

Symptoms.— The  presence  of  an  intra-uterine  polypus  stimulates 
the  development  of  the  uterus  and  produces  increased  vascularity, 
thus  giving  rise  to  haemorrhages  and  leucorrhceal  discharge.  Acting 
as  a  foreign  body,  it  excites  uterine  contractions,  evidenced  by  spas- 
modic pains,  and  pains  in  the  back  and  loins.  Where  the  tumour 
occupies  the  cervical  canal,  and  so  impedes  the  exit  of  the  menstrual 
fluid,  dysmenorrhoea  may  be  a  prominent  symptom. 

Excessive  menstruation,  or  menorrhagia,  is  generally  one  of  the 
earliest  symptoms.  As  the  tumour  enlarges  and  sets  up  increased 
irritation,  the  haemorrhage  becomes  more  constant  or  more  frequent, 
constituting  metrorrhagia.  This  is  especially  the  case  where  the 
tumour  is  still-  retained  in  the  cavity  of  the  uterus.  Haemorrhage 
may  occur  not  only  from  the  surface  of  the  tumour,  which  is  gene- 
rally very  vascular,  but  also  from  abrasion  or  ulceration  of  the  cervix, 
the  result  of  friction. 

The  leucorrhoea  may  be  merely  of  a  watery,  or  of  a  mucous,  puru- 
lent, or  sanguineous  character.  Where  any  impediment  to  the  free 
exit'  of  the  discharge  occurs,  it  is  often  very  off'ensive,  giving  rise  to 
the  supposition  of  malignant  disease.  The  body  of  the  uterus  will  be 
found  to  be  enlarged  where  the  polypus  is  of  any  size.  Spasmodic 
expulsive  pains  occur  from  time  to  time,  described  as  uterine  colic  or 
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bearing-down  pains.  In  some  instances  nausea  and  vomiting  are 
present.  Irritability  of  the  bladder,  and  even  retention  of  urine,  may 
be  produced  if  the  tumour  be  large. 

Results. — If  haemorrhage  be  allowed  to  go  on  unchecked,  constitu- 
tional symptoms,  such  as  anaemia,  impairment  of  digestion,  and  dis- 
ordered nutrition  ensue.  The  patient  becomes  emaciated,  exhausted, 
on  the  least  exertion,  suffers  from  palpitation,  is  nervous  and  irritable, 
and  ultimately  succumbs  if  relief  be  not  afforded. 

In  married  patients  sterility  usually  occurs,  but  should  impreg- 
nation take  place,  abortion  is  pretty  sure  to  follow.  Metritis,  peri- 
tonitis, septicaemia,  and  even  gangrene  and  sloughing  of  the  \agina, 
occasionally  ensue. 

In  some  instances  the  polypus  is  expelled,  becoming  detached 
from  the  uterus.  In  others  it  may  undergo  a  process  of  calcifi- 
cation, fatty  degeneration,  ulceration,  or  sloughing.  Prolapse  or 
partial  inversion,  and  even  spontaneous  rupture  of  the  uterus,  may 
ensue. 

Diagnosis. — Prolapsus  uteri  and  inversion  are  the  conditions 
most  liable  to  be  confounded  with  a  polypus  that  has  been  extruded 
from  the  uterus. 

In  prolapsus,  the  os  uteri  is  detected  at  the  most  dependent  por- 
tion of  the  tumour,  the  uterine  sound  can  be  made  to  pass  within  the 
OS,  the  structure  is  sensitive  to  pressure,  the  inverted  vagina  can  be 
felt  moving  over  the  surface  of  the  tumour,  the  fundus  uteri  is  absent 
from  its  normal  position  behind  the  pubes,  and  the  upper  portion  or 
neck  of  the  organ,  really  the  body  of  the  utei'us,  does  not  at  all  re- 
semble the  narrow  pedicle  of  a  polypus. 

In  partial  inversion  we  detect  a  rounded  tumour  encircled  by  a 
ring,  but  the  sound  will  not  pass  up  more  than  an  inch  beyond  this 
margin.  If  the  abdominal  wall  be  lax,  the  cup-shaped  depression  of 
the  fundus  uteri  may  be  felt  on  deep  pressure  behind  the  pubes. 

In  complete  inversion  there  is  no  os  uteri  to  be  detected.  The 
neck  of  the  tumour  is  continuous  with  the  roof  of  the  vagina,  and 
the  fundus  uteri  cannot  be  felt  in  its  normal  position  behind  the 
pubes  by  combined  rectal  and  abdominal  touch. 

Por  further  details  see  diagnosis  of  '  Inversion.' 

A  fibroid  polypus,  hanging  from  the  cervix  into  the  vagina,  may 
be  recognised  by  the  following  characteristics  : — 

The  tumour  is  generally  more  or  less  pyriform  in  shape,  mostly 
solid,  smooth  or  lobulated  on  the  surface.  Its  neck  is  usually  smaller 
than  the  lower  portion ;  the  pedicle  can  be  traced  into  the  os  uteri, 
which  surrounds  it  like  a  ring,  or  can  be  felt  springing  from  one  or 
other  lip  of  the  cervix,  partially  surrounded  by  the  I'ing  of  the  os. 
The  structure  is  not  sensitive  to  pressure.  There  is  no  orifice  corre- 
sponding to  the  OS  uteri. 

The  fundus  uteri  can  be  felt  either  in  its  normal  position  or  iu 
some  other  portion  of  the  pelvis.  The  sound  can  be  passed  up  within 
the  OS  uteri  the  normal  distance,  and  can  often  be  made  to  sweep 
round  the  pedicle  of  the  polypus. 

When  the  polypus  is  retained  within  the  uterus  it  is  often  more 
sessile  than  pedunculated.    If  small,  the  sense  of  touch  may  not  be 
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able  to  distinguish  it,  nor  is  it  visible  to  sight  on  passing  the 
speculum.  It  may,  however,  project  through  the  os  uteri,  when  the 
cervix  is  relaxed  from  menstruation  or  excessive  haemorrhage,  if 
uterine  contractions  are  present,  and  again  disappear  within  the 
uterus  when  the  contractions  cease  and  the  cervix  closes. 

Where  the  symptoms  point  to  intra-uterine  polypus,  the  cervix 
should  be  dilated  by  means  of  tents,  and  the  cavity  of  the  uterus 
carefully  explored. 

Cases  have  been  recorded  in  which  a  submucous  fibroid,  having 
been  expelled  from  the  uterus,  remaining  pedunculated  in  the  vagina, 
has  formed  attachments  to  the  surface  of  this  canal,  so  that,  on  pass- 
ing the  finder  within  the  passage,  the  impression  was  conveyed  that 
malignant  degeneration  of  the  cervix,  extending  to  the  vaginal  walls, 
existed.  The  history  of  repeated  haemorrhage,  profuse  leucorrhoea, 
often  fcetid  in  character,  emaciation,  and  other  constitutional  symp- 
toms, all  seemed  to  point  to  the  same  conclusion. 

In  these  cases  it  may  be  extremely  difficult  to  arrive  at  a  conclu- 
sive diagnosis.  The  points  most  likely  to  assist  us  in  recognising  the 
nature  of  the  case  v/ill  be  the  length  of  time  the  symptoms  have  con- 
tinued, the  inability  to  detect  any  central  orifice  corresj^onding  to  the 
OS  uteri,  or  to  pass  the  sound  within  the  mass,  as  can  generally  be  done 
in  cases  of  cancer,  and  that  on  careful  exploration  we  shall  find  that 
the  polypus  is  not  uniformly  adherent  in  its  entire  circumference,  but 
either  the  sound  or  tinger  can  be  made  to  pass  between  the  surface  of 
the  tumour  and  the  vaginal  wall. 

Treatment. — In  cases  where  the  patient  has  been  subject  to  profuse 
menorrhagia  for  many  consecutive  months,  and  her  general  health 
much  deteriorated  in  consequence,  before  the  presence  of  an  intra- 
uterine polypus  has  been  detected,  we  must  be  careful  not  to  resort 
too  hurriedly  to  intemperate  efforts  at  removal. 

It  may  be  necessary  to  adopt  palliative  measures  for  a  short  time, 
in  order  to  repair  the  damage  done  to  the  system,  before  attempting 
any  operative  procedures,  so  as  to  lessen  the  risk  of  septicaemia,  shock, 
or  haemorrhage. 

Rest  in  bed  during  the  menstrual  period  ;  ergot,  cinchona,  and 
acid  given  internally ;  swabbing  the  bleeding  surface  over  with  a 
strong  solution  of  alum  (1  in  12),  or  the  perchloride  of  iron,  will  tend 
to  check  the  excessive  haemorrhage. 

Dilating  the  cervix  with  laminaria  tents,  or  Barnes's  bags,  will 
not  only  facilitate  diagnosis  as  to  the  exact  situation  of  the  growth, 
but  also  enable  us  to  operate  with  greater  freedom,  and  allow  the 
ready  passage' of  the  tumour  when  separated  from  its  attachment. 

If  the  cervix  have  been  already  dilated  by  the  expulsive  efibrts  of 
the  uterus  forcing  the  polypus  against  the  cervix,  but  still  the  opening 
is  not  sufficiently  large  to  admit  of  the  removal  of  the  tumour,  the 
walls  of  the  cervix  may  be  divided  on  either  side,  nearly  as  far  as  the 
vaginal  junction. 

Where  the  polypus  protrudes  from  the  cervix  into  the  vagina, 
even  though  the  symptoms  may  not  be  very  urgent,  the  wiser  plan  is 
to  remove  it,  as  sooner  or  later  mischief  is  likely  to  occur. 

The  various  methods  at  our  disposal  are  torsion,  ligature,  removal 
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hj  means  of  the  ecraseur,  or  by  some  process  of  excision,  or  by  the 
galvano-canstic  wire. 

Torsion  is  only  applicable  to  polypi  with  slender  pedicles,  and 
should  never  be  employed  if  the  stalk  be  thick  or  firm.  The  opera- 
tion is  painless ;  ansesthesia  therefore  is  not  re- 
quisite. In  case  of  small  polypi  the  pedicle  may 
be  seized  with  ovum  or  pile  forceps,  having  a 
catch  at  the  handles  (fig.  115),  and  the  growth 
gradually  twisted  off".  There  is  seldom  any  haemor- 
rhage resulting,  but  should  this  occur  the  base 
may  be  touched  with  the  actual  cautery,  strong 
liq.  fer.  perchl.,  nitric  acid,  or  other  agent.  The 
operation  may  be  performed  with  the  patient 
lying  in  the  semi- prone  position,  without  the 
aid  of  a  speculum  if  the  pedicle  be  slight,  but 
if  haemorrhage  be  at  all  likely  to  occur,  or  the 
operator  prefer  it,  a  Cusco's  bivalve  or  a  Sims's 
speculum  may  be  passed,  so  as  to  expose  the 
pedicle  before  applying  the  forceps,  and  also  allow 
of  any  application  being  made  to  the  base  to 
restrain  haemorrhage. 

The  ligature  was  formerly  employed  with 
great  frequency  to  produce  strangulation  of  the 
pedicle,  the  tumour  being  allowed  to  separate  by 
sloughing  or  mortification. 

As  this  process  generally  occupied  two  to  ten 
days,  according  to  the  size  of  the  pedicle,  and 
during  this  time  a  continuous  offensive  discharge 
was  produced,  inflammation  not  infrequently  ex- 
tended from  the  pedicle  to  the  substance  of  the  uterus.  Metritis,  peri- 
tonitis, pyaemia,  septicaemia,  phlegmasia  dolens,  often  resulted,  in  many 
cases  terminating  fatally,  so  that  this  method  of  treatment  is  now, 
very  properly,  seldom  resorted  to.  Even  removal  of  the  tumour  below 
the  seat  of  strangulation,  although  it  diminishes  the  source  of  decom- 
position, does  not  lessen  the  danger  of  absorption. 

Ecrasement,  by  means  of  the  wire-rope  ecraseur  (fig.  116),  consti- 
tutes the  simplest,  safest,  and  most  expeditious  method  of  removing 
polypi,  combining  the  advantages  of  excision  with  those  of  the  ligature, 
without  incurring  the  dangers  incidental  to  the  latter.  The  pedicle  is 
cut  through,  within  a  few  minutes,  without  risk  of  subsequent  haemor- 
rhage, or  of  any  of  the  evils  mentioned  as  likely  to  occur  from  the 
employment  of  the  ligature.  If  the  polypus  occupies  the  vagina,  or 
be  easily  accessible  within  the  uterus,  the  tumour  not  being  unusually 
large,  nor  the  pedicle  very  difiicult  to  reach,  it  is  seldom  necessary  to 
produce  anaesthesia,  as  the  tumour  is  insensitive,  and  the  operation 
itself  therefore  painless.  But  if  the  patient  be  very  nervous  or  sensi- 
tive, and  the  growth  difficult  to  deal  with,  it  may  be  well  to  give  an 
anaesthetic  to  keep  the  patient  from  moving,  and  to  enable  us  to  pass 
the  hand  within  the  pelvis,  so  as  to  explore  thoroughly  the  size  and 
relations  of  the  tumour  before  proceeding  to  remove  it  by  means  of 
the  ecraseur.    If  the  tumour  be  first  seized  by  a  vulsellum  and  drawn 
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Fig.  115.— Ovum  For- 
ceps, with  rack. 
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down  low  in  the  pelvis,  adjustment  of  the  wire  of  the  ecrasenr  is 
thereby  often  greatly  facilitated. 

The  patient  lying  in  the  semi-prone,  left  lateral,  or  lithotomy  posi- 
tion, as  the  operator  may  deem  expedient,  the  wire  loop  of  the 

ecrasenr  is  passed  over  the  base  of  the 
tumour  by  the  help  of  the  fingers,  or  a 
director  notched  at  its  extremity,  until 
the  loop  is  beyond  the  equator  of  the 
polypus.  The  end  of  the  ecraseur  is  then 
pressed  up  and  the  wire  tightened  some- 
what, so  that  it  adjusts  itself  to  the 
pedicle  near  its  attachment  to  the  uterine 
wall.  It  is  not  absolutely  necessary  to 
include  the  whole  length  of  the  pedicle 
up  to  its  insertion,  as  the  portion  re- 
maining ultimately  becomes  absorbed  or 
atrophied.  Where  the  tumour  is  sessile 
on  the  fundus  uteri,  there  is  often  a  ten- 
dency for  this  latter  to  become  partially 
inverted,  more  especially  if  traction  be 
exerted  on  the  tumour  by  means  of  vul- 


FiG.  116. — Wire-rope  Ecraseur,  with  Hey- 
wood  Smith's  adjustment  to  allow  of  the 
wire  being  fixed  after  being  passed  round 
the  base  of  a  tumour. 


Fig.  117.— Vulsellum  Forceps,  curved. 


sella.  Care  will  be  needed  therefore  not  to  include  any  portion  of 
the  uterine  wall.  If  this  should  occur  pain  will  be  produced,  and  thus 
give  us  timely  warning  that  we  are  not  dealing  with  the  polypus 
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simply.  Should  no  such  ineonvenience  arise,  the  loop  having  been 
properly  adjusted,  the  screw  of  the  ecraseur  is  gradually  tightened 
until  the  pedicle  of  the  tumour  is  cut  through  and  the  polypus  is  left 
lying  loose  in  the  vagina,  when  it  may  be  seized  and  drawn  out  by 
means  of  a  vulsellum  (fig.  117),  or  large  ovum  forceps.  Excision  by 
means  of  scissors  is  not  unattended  by  risk  of 
haemorrhage,  although  the  operation  was  formerly 
extensively  practised. 

The  polyptome  (fig.  118)  was  also  devised  with  a 
similar  object,  when  the  pedicle  was  higher  up  in  the 
uterus,  and  could  not  readily  be  reached  by  means 
of  scissors  or  knife.  The  employment  of  the  ecraseur 
has  almost  entirely  superseded  this  method  of  re- 
moval. It  is  not  a  plan  that  can  be  recommended, 
and  therefore  should  not  be  resorted  to  unless  in 
exceptional  cases.  The  use  of  the  actual  cautery  to 
arrest  the  haemorrhage  will  often  be  requisite. 

The  galvano-cautery  wire  should  be  employed 
whenever  practicable  in  those  cases  where  the  tumour 
is  implanted  in  the  uterine  wall  or  sessile,  the  base 
of  the  polypus  being  very  thick,  especially  if  we 
have  reason  to  suspect  that  it  is  unusually  vascular. 
*  It  not  only  cuts  without  the  application  of  force 
through  the  hardest  tissue,  but  being  brought  to  a 
white  heat  by  the  electric  current  which  passes 
through  it,  it  sears  the  open  vessels,  checks  hsemor- 
rhage,  and  prevents  septicaemia'  (Thomas). 

It  occasionally  happens,  in  cases  of  large  intra- 
uterine polypi,  that  even  when  the  pedicle  is  divided 
great  difficulty  is  experienced  in  removing  the 
growth.  If  this  cannot  be  accompHshed  by  a 
reasonable  amount  of  traction,  it  will  be  better  to 
cut  it  up  and  remove  it  piecemeal,  either  by  dividing 
it  in  half  with  the  wire  of  the  Ecraseur  again  ap- 
plied, or  by  cutting  it  through  with  strong  scissors,  or  by  dilating 
still  more  the  cervix  by  means  of  Barnes's  bags,  or  by  incising  the 
cervix.  An  unusually  large  fibroid  polypus  lying  loose  in  the  vagina, 
after  division  of  the  pedicle,  may  also  offer  considerable  difficulty  in 
extraction.  It  may  be  necessary  to  apply  a  pair  of  obstetric  forceps, 
and  exert  traction  as  in  the  delivery  of  the  foetal  head.  If  the  vaginal 
outlet  be  too  small  to  admit  of  the  escape  of  the  tumour,  or  the  peri- 
neum be  so  rigid  as  to  preclude  the  delivery  of  the  tumour,  bilateral 
incision  of  the  perineum,  or  breaking  up  of  the  tumour  itself,  as 
before  indicated,  must  be  resorted  to.  Nelaton's  forceps  were  con- 
structed for  this  purpose. 

As  a  rule,  it  is  inexpedient  to  perform  any  operation  for  the  re- 
moval of  fibroid  polypi  in  the  consulting  or  out-patient  room.  It  is 
better  to  have  the  patient  undressed  in  bed  at  the  time,  so  that  she 
may  remain  absolutely  quiet  for  some  few  days  afterwards.  The  risk 
of  haemorrhage  or  other  accidents  is  thereby  lessened.  Ergot  should 
be  given  to  promote  the  contraction  of  the  uterus.    Some  disinfectant 

o  2 


Fig.  118.— Aveling's 
Polyptome. 
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vaginal  injection  may  be  employed  morning  and  evening  for  the  fii^st 
week  or  two  following  the  operation.  If  any  ulceration  of  the  cervix 
or  vagina  existed  previous  to  the  removal  of  the  tumour,  and  this 
does  not  heal  readily,  it  may  be  well  to  touch  the  surface  with  car- 
bolic acid,  nitrate  of  silver,  or  other  similar  agent. 

The  stump  usually  becomes  atrophied  and  in  time  disappears.  If 
much  discharge  from  the  surface  occurs,  this  may  be  swabbed 
over  with  the  tincture  of  iodine,  or  an  injection  of  iodine  and  water 
employed. 

Some  preparation  of  quinine  and  iron,  with  strychnia,  is  generally 
indicated  to  recruit  the  health  after  the  removal  of  the  polypus,  but 
such  preparations  should  generally  be  avoided  before  this  has  been 
effected,  as  otherwise  they  tend  to  increase  the  ha3morrhage. 
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CHAPTER  XYI. 

NEW  GROWTHS  OF  THE  UTERUS — continued. 

Fibroid  and  Fihro-Cystic  Tumours  of  the  Uttrus. 

Fibroid  Tumours  of  the  Uterus,  or  Fibro-myomata. 

Definition. — The  tissue  of  the  uterus  is  very  apt  to  undergo 
localised  hypertrophy,  perfectly  innocent  in  character,  forming  more 
or  less  circumscribed  nodules,  which  have  been  termed  fibroid 
tumours.  Other  terms,  such  as  myoma,  fibroma,  hysteroma,  fibro- 
myoma,  fibrous  tumour,  and  numerous  others  have  been  given  to 
these  growths.  The  term  myo-fibroma  or  fibro-myoma  best  expresses 
the  exact  nature  of  the  growth,  which  from  its  resemblance  ( Jcoc)  to 
fibrous  tissue  is  generally  spoken  of  as  fibroid. 

Pathologiccd  Anatomy. — A  fibroid  tumour  is  simply  a  localised 
hypertrophy  of  the  uterine  tissue  from  increased  nutritive  activity 
at  some  point  in  the  muscular  layer,  growing  by  an  independent  pro- 
liferation of  its  own  cells  :  a  fibroid  neither  infiltrates  adjacent  tissues 
nor  becomes  intimately  incorporated  with  them,  simply  displaces 
them  as  it  increases  in  bulk.  In  its  early  stage  the  tun^our  consists 
almost  entirely  of  true  muscular  tissue,  hence  the  term  myoma,  the 
tissue  of  the  tumour  being  continuous  with  that  of  the  uterus.  This 
is  especially  the  case  in  the  softer  and  more  rapidly  growing  varieties, 
found  in  younger  women,  than  the  harder  varieties.  In  older 
tumours  the  connective  tissue  is  often  exceedingly  abundant,  hence 
the  term  fibroid.  They  are  encapsuled,  hard,  and  resisting  to  the 
knife,  the  section  being  white  and  glistening,  creaking  when  cut,  but 
slightly  vascular  and  of  low  vitality. 

Causation. — Nothing  certain  is  known  as  regards  this.  Celibacy 
and  sterility  are  both  supposed  to  exercise  some  influence  in  their 
production,  owing  to  the  constantly  recurring  congestion  due  to  un- 
interrupted catamenia,  and  in  addition  the  unfruitful  sexual  excite- 
ment in  cases  of  the  latter.  The  congestions  and  extravasations  of 
dysmenorrhoea,  the  localised  inflammations,  the  result  of  abortions  or 
of  parturition,  are  all  supposed  to  favour  the  growth  of  fibroids.  He- 
reditary predisposition  seems  to  exercise  some  influence,  the  African 
race  being  particularly  liable  to  them,  as  also  to  a  very  early  develop- 
ment of  them.  Inasmuch  as  fibroid  tumours  occur  only  during  the 
childbearing  period,  this  is  spoken  of  as  a  predisposing  cause. 

Sexual  intercourse  always  aggravates  their  symptoms,  and  mar- 
riage is  pretty  sure  to  start  the  growth  of  one  hitherto  dormant. 
The  periodical  stimulus  of  menstruation  encourages  their  growth,  and 
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the  enlargement  of  the  uterus  diirmg  pregnancy  often  stimulates  the 
growth  of  these  tumours. 

Frequency. — Fibroid  tumours  are  exceedingly  common  in  the 
uterus.  There  is  perhaps  no  organic  change  in  the  uterus  more 
common  than  the  development  of  tumours  of  this  character.  As  in 
a  large  proportion  of  cases  they  occasion  no  marked  distress  and 
entail  little  danger  to  health  or  life,  their  presence  is  often  not  even 
suspected  until  accidentally  discovered. 

Varieties. — Fibroid  tumours  almost  invariably  commence  in  some 
portion  of  the  wall  of  the  body  or  fundus  of  the  uterus,  very  rarely 
indeed  below  the  level  of  the  os  internum.  Owing  to  the  muscular 
contractions  induced  by  the  presence  of  the  tumour  in  the  substance 
of  the  uterine  w^all,  it  generally  becomes  compressed  towards  or  grows 
in  the  direction  of  least  resistance,  bulging  either  on  the  outer  or 
inner  surface  of  the  uterus,  although  sometimes  it  remains  imbedded 
in  the  uterine  wall  and  continues  growing  there.    Since  this  accident 


Fig.  119. — Diagram  illustrating  the 
varieties  of  Fibroids  (moditied 
from  Emmet).  1.  Sub- peritoneal 
or  subserous,  2.  Interstitial  or  in- 
tramural.   3,  Submucous, 


FiCt.  120. — A  Submucous  Fibroid 
being  gradually  transformed 
into  a  Fibroid  Polypus.  (After 
Thomas.) 


of  position  determines  to  a  great  extent  the  symptoms  produced 
as  regards  especially  pain  and  ha:^morrhage,  and  also  influences  the 
prognosis  and  treatment,  it  has  very  appropriately  been  chosen  as  the 
basis  of  their  classification,  thus  : 

Suh-jyeritoneal  or  subserous  when  they  project  from  the  exterior 
of  the  uterus. 

Interstitial,  intra- jmrietal,  or  intra-mural  when  they  remain  im- 
bedded in  the  substance  of  the  uterine  wall. 

Suhim.icous  or  Intra-uterine  when  they  project  into  the  interior  of 
the  uterus. 

In  the  two  latter  varieties  the  uteius  itself  is  generally  increased 
in  bulk,  and  its  cavity  enlarged.  In  the  sub-peritoneal,  the  uterus  is 
more  often  normal  in  size  or  even  atrophied. 

The  sub-mucous  fibroid  not  infrequently  gives  rise  to  so  much 
uterine  contraction  that  the  attachment  in  time  becomes  so  slender 
and  pedunculated  as  to  constitute  the  growth  a  fibroid  polypus. 

Fibroid  tumours  vary  in  size  from  that  of  a  pea  to  that  of  an  adult 
head,  or  even  larger,  and  in  weight  from  a  drachm  to  as  much  as  fifty 
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pounds  or  more.  They  may  be  single  or  multiple,  the  former  consist- 
ing of  one  bundle  or  mass,  or  compound,  consisting  of  several  masses 
packed  together  in  close  approximation,  when  they  are  termed  con- 
glomerate, each  constituent  mass  appearing  surrounded  in  a  separate 
matrix,  whilst  all  are  encapsuled  in  uterine  tissue. 

Multiple  tumours  are  those  in  which  separate  masses  occur  in 
different  parts  of  the  uterus.  There  is  no  limit  to  their  number;  as 
many  as  thirty-five  tumours,  varying  in  size  from  that  of  a  marble  to 
that  of  a  foetal  head,  have  been  found  attached  to  one  uterus.  When 
numerous,  they  are  generally  of  the  sub-peritoneal  variety. 

They  are  generally  more  or  less  globular  in  form  at  first,  but  when 
multiple  often  become  irregular  and  nodulated  from  compression. 

They  Vary  in  density,  according  to  the  stage  of  development,  from 
soft  elastic  to  nearly  cartilaginous. 

In  colour  they  vary  from  red  to  nearly  pearly  white.  They  occur 
more  frequently  in  the  posterior  than  the  anterior  w^all  of  the  uterus, 
often  producing  flexion  of  the  organ,  one  in  the  posterior  wall  producing 
retroflexion,  and  vice  versd.  They  are  enveloped  by  a  considerable 
vascular  network,  more  especially  when  submucous,  but  there  is  a 
comparative  absence  of  vessels  in  the  interior,  and  consequently  they 
possess  only  a  low  vitality. 

Their  rate  of  growth  is  not  uniform,  but  is  influenced  by  the 
ovarian  stimulus.  They  are  rarely  found  before  puberty,  their 
growth  being  most  active  during  the  period  of  sexual  activity,  and  as 
a  rule  cease  to  grow  after  the  climacteric,  in  many  cases  diminishing 
even  in  bulk. 

Symptoms. — These  vary,  depending  upon  the  site  of  the  tumour. 
The  sub-peritoneal  tumours,  unless  very  large,  often  cause  but  slight 
manifestations  of  their  presence.  The  intra-mural  or  interstitial 
generally  produce  haemorrhage  as  well  as  pain,  whereas  the  sub- 
mucous more  often  give  rise  to  haemorrhage  only  as  a  prominent 
symptom. 

The  hcemorrhage  generally  assumes  the  form  of  menorrhagia,  the 
period  being  profuse  and  prolonged.  This  is  due  not  so  much  to  the 
increased  surface  as  to  the  active  hypersemia  of  the  mucous  mem- 
brane produced  by  the  presence  of  the  tumour,  and  possibly  also  to 
the  passive  hyperaemia,  the  result  of  pressure. 

In  other  instances  the  haemorrhage  is  more  or  less  continuous — 
metrorrhagia — there  being  no  well-marked  intervals  between  the 
recurrence  of  the  flow. 

Profuse  leucorrhoea  commonly  alternates  with  the  haemorrhage,  at 
times  being  of  a  serous  character  and  somewhat  foetid,  giving  rise  to 
the  suspicion  of  cancer. 

Pain  is  generally  most  severe  in  the  case  of  intra-mural  fibroids. 
It  is  more  or  less  of  a  spasmodic  intermitting  character,  a  uterine 
tenesmus,  due  to  the  muscular  contractions  endeavouring  to  force  or 
expel  the  tumour  out  of  the  wall  of  the  uterus.  Where  the  position 
of  the  tumour  interferes  with  the  patency  of  the  cervical  canal  or 
tends  to  produce  ante-  or  retro-flexion,  the  exit  of  the  fluid  from  the 
body  of  the  uterus  may  be  so  impeded  as  to  cause  most  distressing- 
pain,  the  so-called  obstructive  dysmenorrhoea.    Even  where  the  canal 
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is  patulous  the  increased  hyper?emia  may  give  rise  to  symptoms  of 
congestive  clysmenorrhoea.  Where  the  tumour  is  suificiently  large  to 
become  impacted  in  the  pelvis,  the  pain  is  due  to  pressure  upon  the 
suri'ounding  organs  and  structures.  Pressure  upon  the  sacral  plexus 
may  cause  excruciating  pain  in  the  form  of  sciatica  ;  this  may  only  be 
present  at  the  menstrual  epochs  when  the  uterus  is  increased  in  bulk 
from  the  congestion  present  at  those  times. 

Dragging  pain  is  often  complained  of  when  the  bulk  of  the  uterus 
is  much  increased. 

When  the  tumour  has  attained  the  size  of  the  gravid  uterus  at  the 
fourth  month,  like  this  latter  organ  it  not  infrequently  rises  above 
the  pelvic  brim,  dragging  the  uterus  with  it ;  but  this  is  by  no  means 
uniformly  so.  In  many  instances,  more  especially  when  the  fibroid  is 
sub-peritoneal  and  attached  to  the  posterior  wall  of  the  uterus,  it 
becomes  caught  under  the  sacral  promontory,  and  thus  impacted  in 
the  pelvis,  when  a  fresh  set  of  symptoms,  from  pressure,  become 
developed. 

The  neck  of  the  bladder  being  compressed,  frequent  micturition, 
vesical  tenesmus,  or  retention  of  urine  result,  more  especially  at  the 
menstrual  periods  when  the  uterus  is  more  congested  and  swollen.  If 
this  condition  be  unrelieved,  the  ureters  in  time  become  distended, 
and  then  the  pelvis  of  the  kidney,  constituting  hydronephrosis.  The 
rectum  ultimately  becomes  compressed,  the  faeces  being  passed  in  a 
ribbon-like  form ;  constipation  is  very  troublesome ;  and  at  length 
complete  obstruction  may  occur,  the  symptoms  closely  simulating 
those  of  strangulated  hernia. 

Sciatica  from  pressure  on  the  sacral  plexus;  oedema  of  the  legs 
from  pressure  on  the  iliac  veins ;  and  even  gangrene  of  the  vagina 
from  obstruction  to  the  local  ciiculation,  may  result. 

Dysmenorrhoea,  dyspareunia,  and  sterility  are  commonly  found  in 
cases  of  fibroid  of  the  uterus ;  should  impregnation,  however,  take 
place,  a  marked  tendency  to  miscarriage  and  very  troublesome 
hsemorrhage  are  noticed  ;  or  if  pregnancy  advance  to  full  term  seiious 
difficulty  may  be  experienced  at  the  time  of  parturition.  Provided 
the  tumour  be  sub-peritoneal  and  not  impacted  in  the  pelvis,  preg- 
nancy may  advance  to  full  term,  and  delivery  be  efiected  naturall}^ 

Physical  Signs. — These  will  vary  considerably,  depending  upon 
the  size  and  situation  of  the  fibi-oid.  If  this  be  of  any  size,  the  uterus 
will  be  found  on  vaginal  examination  to  be  enlarged,  heavier  than 
normal  when  poised  on  the  finger,  less  mobile,  the  surface  irregular  or 
nodulated,  and  harder  than  natural. 

On  conjoined  manipulation  these  several  points  will  be  still  more 
plainly  mad^  out,  the  mass  being  recognised  as  forming  an  integral 
part  of  the  womb. 

Differentiation. — The  conditions  most  liable  to  be  confounded 
with  fibroid  tumours  are  partial  or  incomplete  inversion,  pregnancy, 
ante-  or  retro-flexion,  retro-uterine  ha^matocele,  peri-uterine  cellulitis 
or  abscess,  ovarian  tumours,  faecal  accumulation  in  the  rectum,  and 
cancer  of  the  body  of  the  uterus. 

Partial  or  incomplete  inversion  may  generally  be  recognised  by 
the  history  of  its  sudden  production  followiog  pai  turition,  the  sensi- 
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tive  condition  of  the  tumour,  the  recognition  of  the  depression  of  the 
fundus  uteri,  and  the  shortening  rather  than  increase  in  the  length 
of  the  uterine  cavity.  The  converse  of  this  generally  holds  good  in 
cases  of  fibroid  tumour. 

In  pregnancy  there  is  usually  cessation  of  the  catemenia,  with 
other  minor  symptoms  to  guide  us.  The  uterus  is  enlarged  in  a 
uniform,  symmetrical  manner,  more  or  less  central  in  position,  soft 
in  consistence,  giving  a  feeling  of  tenseness  when  grasped  externally, 
alternately  hardening  and  becoming  soft  under  the  hand.  The  womb 
grows  rapidly.  Pregnancy  may  co-exist  v^ith  a  fibroid.  The  cervix 
is  bulky  and  soft,  the  os  somewhat  patulous,  of  a  violet  hue  when 
seen  through  the  speculum. 

In  fibroid,  monorrhagia  is  usually  a  prominent  symptom.  The 
uterus  is  irregularly  enlarged,  often  bulging  to  one  or  other  side, 
harder  than  normal,  giving  a  feeling  of  solidity  when  grasped  by  the 
hand.  The  growth  is  slow.  The  cervix  is  often  lost  in  the  tumour, 
or  if  not  is  fairly  normal  in  size  and  consistence,  but  is  not  so  con- 
tinuous in  outline  with  the  lower  segment  of  the  womb. 

Anteflexion  can  only  be  difierentiated  from  a  fibroid  of  the 
anterior  wall  by  the  employment  of  the  uterine  sound.  The  symp- 
toms will  often  point  to  one  or  other  condition.  Amenorrhoea  more 
often  is  associated  with  anteflexion  and  monorrhagia  with  fibroid. 

Ketroflexion  may  generally  be  distinguished  from  fibroid  in  the 
posterior  wall  of  the  uterus,  by  the  direction  in  which  the  sound 
passes  and  the  disappearance  of  the  tumour  when  the  displacement  is 
corrected.  The  fundus  uteri  is  more  sensitive  and  less  dense  than  a 
fibroid.  On  conjoined  manipulation  the  fundus  uteri  is  absent  from 
its  normal  position  behind  the  pubes  in  the  case  of  retroflexion,  not 
so  with  fibroid. 

In  some  cases  it  is  extremely  difficult  to  differentiate  between  a 
retroflexed  fundus,  a  fibroid  tumour,  a  prolapsed  and  enlarged  ovary, 
and  an  extra-uterine  gestation.  The  ovary  is  generally  more  sensi- 
tive and  less  firm  than  a  fibroid,  and  can  be  moved  independently  of 
the  uterus,  except  in  cases  where  adhesions  have  taken  place. 

The  diagnosis  of  extra-uterine  gestation  cysts  is  fully  discussed 
under  this  heading. 

Retro-uterine  hsematocele  comes  on  suddenly  with  well-marked 
symptoms  of  faintness,  shock,  and  pelvic  discomfort.  The  swelling  is 
less  defined,  merging  more  into  the  surrounding  parts,  and  is  softer 
than  in  the  case  of  a  fibroid. 

Peri-uterine  cellulitis  or  abscess  may  also  generally  be  dis- 
tinguished by  the  history  of  the  attack,  following  abortion  or  partu- 
lition,  the  constitutional  symptoms,  the  fixidity  of  the  uterus,  more 
diffused  swelling,  less  defined  outline,  and  tenderness  to  touch 

In  fibroid  the  symptoms  have  been  of  longer  standing,  monor- 
rhagia being  a  prominent  one,  and  the  history  is  less  defined. 

Ovarian  tumours  of  moderate  size  when  prolapsed  or  impacted  in 
the  pelvis  may  cause  difficulty  in  diagnosis.  The  uterus  can  often 
be  made  to  move  independently  of  the  tumour,  which  is  seldom  so 
dense  as  a  fibroid.  The  history  of  menorrhagia  is  less  marked,  and 
more  distress  is  caused  by  pressure  than  in  the  case  of  fibroid.  The 


202 


NEW  GROWTHS  OF  THE  UTERUS. 


I 


cervix  uteri  is  more  distinct,  not  merging  in  the  mass  as  in  fibroid. 
The  sound  seldom  enters  beyond  the  normal  distance  in  ovarian  cases, 
v^hereas  the  uterine  cavity  is  often  considerably  elongated  in  cases 
of  fibroid.  Barnes's  whalebone  sound  (fig.  121),  being  more  flexible 
than  an  ordinary  metal  sound,  is  often  of  service  in 
I  cases  of  fibroid,  where  the  uterine  cavity  is  tortuous 

and  will  not  admit  the  metal  sound. 

Fluctuation  can  generally  be  detected  in  ovarian 
cysts.  The  ulnar  edge  of  the  hand  can  be  passed 
down  deeply  between  the  tumour  and  pubes  when 
it  is  ovarian,  but  not  so  when  uterine. 

Faecal  accumulation  may  generally  be  distin- 
guished by  indenting  the  mass  by  firm  pressure 
with  the  finger,  by  discovering  the  nature  of  the 
enlargement  on  passing  the  finger  per  rectum,  by 
being  able  to  move  the  uterus  independently  of  the 
mass,  by  the  absence  of  any  marked  uterine  symp- 
toms, and  by  the  history  of  constipation. 

Cancer  of  the  body  of  the  uterus  is  compara- 
tively rare.  There  is  generally  more  pain  than  in 
cases  of  fibroid,  haemorrhage  is  more  irregular,  and 
the  discharge  is  generally  offensive.  The  diagnosis 
is  more  fully  discussed  when  speaking  of  cancer. 

To  determine  the  diagnosis  between  intra- 
mural and  submucous  fibroids  it  may  be  necessary 
to  explore  the  cavity  of  the  uterus  with  the  finger. 
This  may  sometimes  be  possible  at  the  time  of  the 
menstrual  period,  without  having  to  resort  to  arti- 
ficial dilatation  of  the  cervix,  inasmuch  as  the 
uterine  contractions  serve  to  open  the  os  uteri ; 
but  should  this  not  be  practicable  the  cervix  may 
be  dilated  in  the  usual  way  by  means  of  sea-tangle 
or  sponge  tents. 

Sub-peritoneal  fibroids  may  often  be  distin- 
guished by  their  hard,  irregular,  nodular  outline, 
and  by  the  fact  of  their  being  multiple. 

It  should  always  be  remembered  that,  unless 
there  be  any  well-marked  contra-indication,  ex- 
ploration by  means  of  the  hand  in  the  rectum  may 
enable  us  to  clear  up  a  doubtful  diagnosis  when  all 
other  means  have  failed.  Tt  should,  however,  never 
be  resorted  to  unless  there  is  a  clear  indication  for 
its  necessity. 

Progress  and  Termination. — The  rate  of  growth 
is  not  uniform,  A  fibroid  may  remain  comparatively  small  and  inert 
for  many  years,  growing  very  slowly  until  the  menopause,  when 
further  growth  is  usually  arrested,  the  tumour  remaining  stationary 
or  undergoing  a  certain  amount  of  atrophy. 

In  other  instances  a  fibroid  that  has  increased  very  gradually  in 
size  may,  without  any  assignable  cause,  suddenly  commence  growing 
rapidly  until  it  attains  an  enormous  size,  as  much  as  fifty  pounds' 
weight :  this,  however,  is  rare. 


Fig.  121. 

Bcirnes's  Whalebone 
Uterine  Sound. 
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Menstruation,  utero-gestation,  and  the  menopause  exercise  a 
distinct  influence  over  the  growth  of  fibroids.  During  menstruation 
they  become  congested,  enlarged,  and  sensitive,  haemorrhage,  pain, 
and  symptoms  of  pressure  being  more  evident  at  these  times. 

During  pregnancy  their  growth  is  often  commensurate  with  the 
development  of  that  of  the  uterus,  and  following  delivery  a  marked 
retrograde  metamorphosis  or  even  a  spontaneous  absorption  of  the 
tumour  occurs  pari  passu  with  the  process  of  involution,  probably  by 
a  similar  process  of  fatty  degeneration. 

After  the  menopause,  when  the  uterus  itself  undergoes  senile 
atrophy,  the  nutrition  of  the  fibroid  becomes  correspondingly  im- 
paired. The  presence,  however,  of  these  tumours  genera,lly  post- 
pones the  menopause  for  some  few  years,  so  that  even  at  the  age  of 
fifty  a  patient  may  have  periodically  recurring  haemorrhages. 

Cretification,  or,  more  properly  speaking,  calcification  of  fibroids 
is  not  infrequent  after  the  menopause,  a  species  of  peripheral  in- 
crustation or  of  calcareous  infiltration  taking  place,  the  tumour  being 
permeated  with  the  phosphate  and  carbonate  of  lime.  The  vascular 
attachment  of  the  tumour  being  thus  impaired,  its  nutrition  is  mate- 
rially interfered  with,  and  a  uterine  calculus  is  formed  which  may 
either  remain  inert  or  be  expelled  ji:>e?-  vaginam.  The  process  is 
analogous  to  the  cretaceous  transformation  of  pulmonary  tubercle. 

Spontaneous  disappearance  of  the  tumour  has  been  recorded  in 
some  instances.  This  may  be  due  to  the  process  of  involution  fol- 
lowing delivery,  or  to  sloughing  of  the  uteiine  wall  covering  the 
tumour,  when  the  latter  becomes  expelled  by  uterine  contractions,  or 
breaks  down  and  comes  away  in  the  form  of  debris,  not  infrequently 
proving  fatal  by  the  production  of  septicaemia. 

It  is  doubtful  whether  fibroid  tumours  ever  undergo  malignant 
degeneration.  A  fibroid  may  co-exist  with  a  cancer  in  the  same 
womb.  The  putrid  sloughs  of  a  disintegi^ating  tumour  may  be 
readily  mistaken  for  cancer,  or  the  normal  structure  of  the  uterus  or 
vagina  being  first  the  seat  of  cancer,  the  disease  may  spread  and 
invade  the  fibrous  tumour  (Barnes).  It  is,  however,  comparatively 
very  rare  for  the  two  conditions  to  be  associated. 

Fibroid  tumours  are  occasionally  the  subject  of  oedema,  inflam- 
mation, gangrene,  apoplexy,  and  cystic  degeneration.  This  latter 
condition  will  be  considered  separately. 

Speaking  generally,  fibroid  tumours  do  not  prove  fatal.  Death 
may  result  from  haemorrhage  and  exhaustion,  from  sloughing  and 
septicaemia,  from  peritonitis,  from  pressure  interfering  with  the 
functions  of  the  bladder  and  kidneys,  or  of  the  bowels,  or  from  some 
intercurrent  secondary  disease  induced  by  the  degraded  state  of  the 
system  generally. 

Should  pregnancy  complicate  the  question,  the  risk  to  life  is 
greatly  enhanced.  Parturition  may  be  difficult,  dangerous,  or  im- 
possible. By  hindering  firm  uterine  contraction,  labour  may  be 
retarded,  or  uncontrollable  post-partum  haemorrhage  induced.  The 
tumour  itself  may  be  so  bruised  by  the  pressure  as  to  kindle  up  a 
fatal  peritonitis,  or  may  break  down  and  give  rise  to  septicaemia. 

Treatment. — This  may  be  either  palliative  or  curative.  As  a 
general  rule  we  are  only  called  upon  to  palliate  symptoms  and  carry 
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our  patient  on  safely  until  the  menopause,  which  in  cases  of  inter- 
stitial and  submucous  fibroid  is  generally  postponed  for  many  years 
beyond  the  normal  period.  Hcemorrhage,  being  usually  the  most 
prominent  symptom,  is  what  most  frequently  calls  for  attention. 
Much  may  be  done  in  the  way  of  prevention  to  check  immoderate 
losses.  If  single,  the  patient  should  on  no  account  even  contemplate 
mariiage,  for  this  condition  invariably  aggravates  the  symptoms,  and 
if  pregnancy  should  happen  to  occur,  the  dangers  are  greatly  in- 
creased. Married  patients  should  be  advised  to  abstain  as  far  as 
possible  from  sexual  intercourse.  Just  previous  to  the  menstrual 
period,  a  saline  aperient  may  prove  of  service  in  relieving  the  pre- 
cursory engorgement  of  the  pelvic  viscera.  The  patient  should,  if  the 
case  be  severe,  remain  quiet  in  bed.  The  diet  should  be  limited,  and 
stimulants  avoided  unless  absolutely  requisite. 

During  the  period,  if  the  loss  be  profuse,  ergot  is  most  likely  to 
exercise  a  beneficial  influence  in  restraining  it.  Thirty  minims  to  a 
drachm  of  the  liquid  extract  may  be  given  every  four  or  six  hours. 
In  the  interstitial  variety  this  seldom  fails  to  do  good,  though  it  may 
increase  the  hsemorrhage  in  the  submucous  variety. 

Gallic  acid  is  probably  the  next  most  valuable  haemostatic,  and  may 
be  given  in  scruple  doseSj  alone,  or  combined  with  the  ergot.  The 
glyc.  acid,  gallici  in  5j  (gr.  xv)  to  5is!S  doses  forms  a  convenient 
method  of  administration. 

Cinchona,  rri,xx  to  ni,xxx  of  the  tincture,  or  even  more,  is  a  useful 
addition  to  the  two  former. 

The  following  mixture  may  be  prescribed  : — - 

§3  Ext.  ergotse  liq.  5vj-|iss,  glyc.  acid,  gallici  Jiss-Jij,  tinct. 
cinchonse,  Jss-§j,  tinct.  chlorof.  co.  5j-JsSj  syr.  aurantii  Jiss,  inf. 
rosse  acid,  ad  gvj-Jviii. — M.  One  tablespoonful  in  a  winegiassful  of 
water  every  three,  four,  or  six  houi'S. 

If  much  pain  be  present  as  well,  it  may  be  necessary  to  add  liq. 
opii  sed.  5iij-5iv  to  the  mixture. 

Quinine  gr.  ij-iv,  with  acid,  sulph.  arom.  rn_xx-xxx,  every  three  or 
four  hours,  is  sometimes  of  much  service. 

The  tincture  of  cannabis  indica  in  r^xv-xx  doses  given  in  mucil- 
age is  highly  spoken  of  by  some  authors. 

Bromide  of  potassium  in  gr.  xx  to  xxx  doses  in  some  instances 
acts  even  better  than  styptics. 

Digitalis,  tr^x  to  rii^xv  of  the  tincture,  or  5j  of  the  fresh  in- 
fusion, more  especially  if  there  be  any  cardiac  complication,  often 
acts  very  beneficially. 

Strychnine,  alum,  turpentine,  hamamelys,  vinca  major,  acetate 
of  lead  and 'opium,  have  also  their  advocates. 

In  the  interval  between  the  menstrual  periods  every  effort  should 
be  made  to  improve  the  tone  of  the  general  health. 

Iron  in  the  form  of  the  tinct.  ferri  perchlor.  ni^x-xx,  tinct.  ferri 
pernit.  ni,x-xx,  combined  with  strychnia,  ergot,  cannabis  indica, 
digitalis,  or  arsenic  will  usually  be  indicated. 

The  liq.  hydrarg.  perchlor.  in  5j  doses,  combined  with  potassii 
bromid.  gr.  x-xx,  or  potassii  iodidi  gr.  iij-v,  or  with  arsenic  and  iron, 
occasionally  proves  of  service. 
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Ergot  in  the  form  of  subcutaneous  injection  will  often  succeed 
when  its  internal  administration  fails,  but  it  is  a  tedious  and  painful 
method. 

The  essential  principle  of  ergot,  sclerotic  acid,  in  half-grain  doses ; 
extractum  ergotse  liquidum  in  nxx-  xxx  doses,  diluted  with  an  equal 
amount  of  water ;  ergotine  in  gr.  ij-iv  doses ;  or  Bonjean's  ergotin 
in  rrtiij-v  doses,  dissolved  in  the  same  amount  of  water,  are  the 
most  usual  forms  employed. 

Whatever  preparation  be  selected  should  be  freshly  prejDared, 
The  best  situation  is  to  inject  deeply  into  the  substance  of  the  gluteus 
muscle,  as  there  is  less  likelihood  of  its  setting  up  inflammation  or 
causing  abscess,  though  some  local  induration  and  redness  are  geneiallv 
produced.  To  be  of  any  service,  it  will  mostly  be  necessary  to  repeat 
the  injection  on  alternate  days  for  some  two  or  three  months.  The 
pain  resulting  from  uterine  tenesmus  is  generally  much  increased. 
This  method  is  useless  in  the  case  of  subperitoneal  fibroids. 

Should  medicines  fail  in  checking  or  arresting  haemorrhage,  we 
must  then  have  recourse  to  other  measures.  The  application  of  a  hot 
water  bag  to  the  lumbar  region,  the  injection  of  hot  water  per  vaginam, 
or  of  cold  water,  or  even  iced  water  thrown  up  the  rectum,  may  all 
be  tried.  Where  the  haemorrhage  is  very  persistent  or  very  profuse, 
we  can  at  once  check  it  by  the  insertion  of  a  sponge  tent  into  the 
cervix — a  far  more  scientific  plan  than  inserting  vaginal  tampons. 
By  this  plan  we  not  only  check  the  haemorrhage  at  once,  but  also 
facilitate  further  exploration  of  the  interior  of  the  uterus  by  dilating 
the  cervix,  thus  allowing  the  application  of  any  styptics  if  necessary. 
But,  in  addition  to  this,  it  is  a  curious  and  unexplained  fact  that 
mere  dilatation  of  the  cervix  is  often  sufiicient  of  itself  to  lessen  the 
frequency  and  the  duration  of  the  haemorrhagic  attacks  for  some  time 
to  come.  Whether  it  is  by  relieving  tension,  preventing  the  reten- 
tion of  blood  or  clots,  allowing  more  room  for  the  tumour  (thus 
relieving  the  veins  from  the  engorgement  due  to  pressure),  or  by 
exciting  uterine  action  and  so  causing  contraction,  is  not  known. 
The  fact  remains  that  the  haemorrhage  is  checked. 

Any  theoretical  objections  as  to  the  risk  of  blood  being  forced 
back  along  the  Fallopian  tubes,  causing  haematocele  or  setting  up 
peritonitis,  are  outweighed  by  the  practical  result  that  such  a  con- 
dition has  not  been  recorded.  This  may  be  explained  by  the  blood 
rapidly  coagulating,  and  not  remaining  in  a  tarry  uncoagulable  con- 
dition, as  noticed  in  cases  of  haematometra  from  imperforate  hymen. 

Haemorrhage  having  thus  been  arrested,  the  patient's  powers  may 
be  rallied  by  appropriate  nourishment  or  stimulants. 

Dilatation  may  be  accomplished  either  by  means  of  as  large  a 
carbolised  sponge  tent  as  the  cervix  will  accommodate,  by  the  insertion 
of  several  small  laminaria  tents,  packing  the  cervix  as  tightly  with 
them  as  prudent,  or  by  incision  of  the  cervix.  If  on  removal  of  the 
tents  at  the  end  of  twenty-four  nours  haemorrhage  still  recurs  to  any 
extent,  w^e  must  then  swab  out  the  interior  of  the  uterus  with  the 
strong  liq.  ferri  perchlor.,  ferri  persulph.,  chromic  acid,  nitric  acid,  or 
some  equally  powerful  styptic. 

Where  the  uterine  cavity  is  so  tortuous  as  to  preclude  the  appli- 
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cation  of  the  styptic  to  the  whole  of  the  surface  by  means  of  the  swab, 
it  may  be  necessary  to  inject  the  cavity  with  tincture  of  iodine,  tincfc. 
ferri  perchlor.,or  other  appropriate  styptic  solution.  The  precautions 
elsewhere  mentioned  must  be  strictly  observed.  Injection  should 
never  be  employed  unless  the  canal  be  fully  dilated. 

In  order  to  swab  out  the  interior,  place  the  patient  in  the  left 
lateral  or  semi-prone  position,  pass  either  a  Sims's  bivalve  or  Fergus- 
son's  speculum  up  to  the  cervix.  This  latter  should  then  be  seized  with 
a  tenaculum  or  Sims's  hook,  so  as  to  keep  it  steady  and  prevent  it 
receding  from  view.  Having  coated  several  Playfair's  probes  with 
cotton- wool,  the  interior  is  first  mopped  out  as  clean  as  possible  from 
clots  and  blood  ;  the  styptic  is  then  passed  in  and  the  lining  membrane 
thoroughly  swabbed  over,  a  second  application  being  used  if  necessary. 
Any  excess  is  caref\^lly  neutralised  with  carbonate  of  soda,  a  plug 
soaked  in  a  saturated  solution  of  this  being  left  in  the  vaccinal  cul-de- 
sac  as  the  speculum  is  withdrawn,  so  as  to  prevent  the  possibility  of 
any  of  the  styptic  running  down  into  the  vagina. 

If  after  resorting  to  dilatation  of  the  cervix  by  means  of  tents  and 
swabbing  the  cavity  with  strong  styptics  the  haemorrhage  still  persists, 
incision  of  the  cervix,  either  unilaterally  or  bilaterally,  should  be  pro- 
ceeded with.  It  is  not  necessary  to  incise  very  deeply  the  os  in- 
ternum, but  the  lower  portion  of  the  cervix  should  be  freely  divided. 
This  may  be  effected  by  means  of  the  metrotome  in  the  usual  manner ; 
by  a  curved  bistoury,  the  speculum  being  employed  to  enable  the 
oper'ator  to  see  exactly  what  he  is  doing ;  or  by  the  long-handled 
curved  scissors,  the  cervix  being  steadied  with  a  tenaculum  or  hook. 

Incision  of  the  cervix  not  only  tends  to  arrest  haemorrhage,  but 
also  exercises  a  beneficial  effect  in  modifying  the  nutrition  of  fibroid 
tumours. 

If  this  method  be  not  sufficient  to  arrest  haemorrhage,  the  tumour 
being  interstitial  or  a  sessile  submucous  one,  a  longitudinal  incision 
may  be  made  through  the  capsule  investing  the  tumour,  so  as  to 
allow  the  mucous  membrane  to  retract,  and  thus  diminish  the 
haemorrhage.  The  vascular  supply  being  interfered  with,  the  growth 
of  the  tumour  may  be  arrested,  or  its  expulsion  ultimately  accom- 
plished by  the  persistent  administration  of  ergot.  The  cervix  having 
been  previously  fully  dilated  or  incised,  a  long-handled,  curved,  probe- 
pointed  bistoury  is  passed  up  into  the  uterus  as  far  as  the  finger  will 
reach,  and  is  then  drawn  down  over  the  surface  of  the  tumour,  freely 
dividing  its  capsule,  and  cutting  into  its  substance  to  the  depth  of 
about  half  an  inch. 

In  addition  to  our  efforts  to  restrain  haemorrhage,  another  impor- 
tant indication  is  to  obviate  any  displacement  of  the  uterus  by  a 
properly  adjusted  pessary,  and  to  avert  auy  symptoms  of  pressure  by 
preventing  the  tumour  becoming  impacted  in  the  pelvis. 

If  attention  has  not  been  called  to  the  case  until  this  latter  con- 
dition has  occurred,  our  object  must  be  to  press  the  tumour  com- 
pletely out  of  the  pelvis,  above  the  brim,  making  it  an  abdominal  in 
place  of  a  pelvic  tumour. 

If  any  difficulty  be  experienced  in  accomplishing  this,  it  will  be 
better  to  wait  until  shortly  after  the  next  menstrual  period,  in  the 
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meantime  making  the  patient  rest  up  in  the  recumbent  position,  lying 
in  the  semi-prone  or  even  in  the  genu-pectoral  position  from  time  to 
time.  Ergot  should  be  administered,  and  if  necessary  the  congestion 
still  farther  lessened  by  the  application  of  a  few  leeches  to  the  cervix, 
or  by  scarification.  A  few  days  after  the  menstrual  period,  the  patient 
being  placed  either  in  the  genu-pectoral  or  the  semi-prone  position 
(the  bowels  having  been  well  relieved  and  the  bladder  emptied),  one 
or  two  fingers  of  the  left  hand  are  inserted  'per  vaginam,  and  steady 
but  gentle  pressure  made  upon  the  tumour. 

The  direction  of  the  pressure  should  be  somewhat  lateral,  so  that 
the  tumour  may  partly  rotate  on  its  axis,  and  thus  elude  the  sacral 
promontory.  The  force  employed  must  be  gently  graduated  to  the 
resistance  encountered.  Unless  the  patient  be  extremely  nervous  or 
the  tumour  very  sensitive  it  will  not  be  necessary  to  product 
anaesthesia.  It  is  an  advantage  having  the  patient  conscious,  as  she 
will  be  able  to  guide  us  as  to  the  amount  of  force  that  it  may  be 
prudent  to  adopt.  Steady,  firm,  continuous  pressure  is  more  likely 
to  accomplish  the  object  in  view  than  any  sudden  or  severe  force.  If 
the  resistance  be  very  great,  the  uterine  repositor  may  be  employed, 
the  spiral  wire  spring  being  placed  on  the  chest  of  the  operator,  who 
can  thus  keep  up  a  continuous  pressure  without  fatigue. 

The  patient  should  be  kept  quiet  in  bed  for  some  few  days  after- 
wards, an  opiate  given  if  much  pain  or  inconvenience  has  been  caused, 
and  the  diet  limited.  The  bowels  must  be  carefully  regulated  for 
some  time  afterwards,  so  that  no  prolonged  constipation  or  violent 
expulsive  efforts  risk  the  return  of  the  tumour  into  the  pelvis  again. 
An  elastic  abdominal  belt  may  be  worn  with  advantage  subsequently 
to  relieve  the  pelvic  viscera  from  pressure. 

To  promote  absorption  and  to  restrain  the  growth  of  fibroid 
tumours,  in  addition  to  what  has  already  been  advised,  certain  drugs 
have  from  time  to  time  been  recommended.  Bromine  and  iodine 
waters,  administered  internally  and  employed  as  baths,  are  supposed 
to  have  been  efiicacious  in  this  respect.  Kreuznach  and  Woodhall 
spa  waters  are  held  in  repute  for  this  reason. 

Bromide  and  iodide  of  potassium  are  also  useful.  Chloride  of 
ammonium  in  combination  with  ergot  has  been  highly  spoken  of. 
Borax,  cannabis  indica,  digitalis,  and  other  drugs  have  also  been 
employed  with  the  object  of  lessening  the  flux  of  blood  to  the  repro- 
ductive organs.  Chloride  of  calcium  was  formerly  much  relied  upon 
as  bringing  about  calcareous  degeneration  of  the  arteries,  and  so 
interfering  with  the  nutrition  of  the  tumours,  but  its  action  cannot 
be  limited  to  the  uterine  arteries,  and  hence  the  danger  of  producing 
an  atheromatous  condition  of  the  arteries  generally. 

Acupuncture  and  electricity  have  been  suggested  as  likely  to 
influence  the  growth  of  fibroids. 

The  subcutaneous  injection  of  ergot  or  sclerotic  acid  is,  as  we 
have  seen,  a  tedious  and  painful  method  of  restraining  the  growth  of 
fibroids,  even  supposing  we  could  rely  upon  it. 

The  fallacies  which  weaken  any  conclusion  as  to  the  influence  of 
remedies  in  arresting  the  growth  of  fibroid  tumours  have  been  thus 
summarised  by  Dr.  Barnes  : — 
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1.  These  tumours  are  often  of  extremely  slow  growth,  so  that  any 
change  in  size,  within  even  a  considerable  time,  would  be  difficult  to 
appreciate,  and  still  more  to  prove. 

2.  Many  of  these  tumours,  when  they  have  reached  a  certain  size, 
exhibit  no  tendency  to  increase,  but  remain  stationary,  although  no 
treatment  is  emplo}'ed. 

3.  In  a  large  number  of  instances  there  is  a  natural  tendency 
towards  inertness,  or  even  retrogression,  after  the  climacteric  ;  and 
since  these  tumours  frequently  do  not  come  under  treatment  until 
this  period  is  approaching,  such  treatment  may  be  merely  coincideut 
with  the  natural  process  of  cure,  not  conducive  to  it. 

4.  The  diminution  in  size  may  be  apparent  rather  than  real,  being 
simply  due  to  the  absorption  of  serous  infiltration. 

And  lastly,  the  most  persistent  use  of  remedies  in  many  cases  has 
not  been  followed  by  any  sensible  alteration  in  the  hands  of  many 
competent  observers. 

Surgical  Treatment  of  Fibroids. — Medicine  having  failed  to  check 
haemorrhage,  arrest  growth,  or  induce  absorption,  and  the  other 
measures  already  described  having  failed  to  relieve  the  patient,  we 
have  next  to  consider  the  various  methods  suggested  for  the  entire 
removal  of  the  tumour,  the  so-called  radical  or  curative  treatment. 

The  mode  of  procedure  will  vary,  depending  upon  the  situation 
and  size  of  the  tumour. 

The  time  selected  for  operation  should  never  be  immediately  after 
a  profuse  haemorrhage,  but  when  the  patient  has  had  time  to  rally 
from  its  effects. 

Whatever  method  be  adopted  it  will  be  necessary  to  procure  as 
free  dilatation  of  the  cervix  as  possible.  This  may  be  accomplished 
either  by  dilatation  with  sponge  or  laminaria  tents  gradually,  or  by 
jjreparatory  dilatation  with  tents  and  incision  at  the  time  of  operation. 
In  some  instances  it  may  be  found  expedient  to  increase  the  amount 
of  dilatation  by  means  of  Molesworth's  dilator  or  Barnes's  bags. 

Various  methods  have  been  suggested  and  practised. 

Ecrasement,  either  with  the  chain  or  wire  ecraseur,  or  with  the 
galvano-cautery. 

Avulsion,  by  traction  and  rotation. 

Excision,  by  the  knife,  scissors,  or  other  cutting  instruments. 

Enucleation,  either  immediate  or  gradual,  by  incision  of  the  cap- 
sule and  manipulation. 

Perforating  the  growth  with  the  actual  cautery  so  as  to  produce 
necrosis  and  expulsion. 

Hysterectomy,  Hysterotomy,  or  Gastrotomy,  removing  the  uterus 
and  tumours  together  by  abdominal  incision. 

^jcrasement. — Should  the  tumour  project  sufficiently  from  the 
uterine  wall,  or  be  pediinculated,  assuming  a  polypoid  form,  so  that  a 
loop  of  wire  can  be  made  to  rest  beyond  the  equator,  or  greatest 
diameter  of  the  tumour,  an  attempt  may  be  made  to  remove  it  by 
means  of  the  galvanic  ecraseur. 

The  ordinary  single  wire  ecraseur  is  not  sufficiently  strong  to  cut 
through  the  base  of  attachment,  if  this  be  large  and  dense,  as  often 
happens,  and  should  not  therefore  be  relied  upon. 
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If  the  case  be  not  an  urgent  one,  it  may  be  well  to  induce  the 
uterus  to  contract  and  still  further  expel  the  tumour  from  its  bed  by 
means  of  ergot,  quinine,  strychnia,  or  galvanism,  before  proceeding 
to  attempt  its  removal,  taking  care  that  the  cervix  is  first  divided  so 
as  to  facilitate  expulsion. 

It  is  not  absolutely  necessary  to  remove  the  whole  of  the  tumour  ; 
if  this  be  pedunculated,  the  portion  left  will  soon  shrink  and  dis- 
appear, or  if  more  extensive,  the  wire,  as  it  becomes  tightened,  may 
slip  over  the  convexity  of  the  tumour  and  thus  cause  its  complete 
enucleation.  If  this  cannot  be  effected  we  must  remove  as  much  as 
possible  with  the  ecraseur,  and  deal  with  the  remaining  portion  as 
may  subsequently  be  determined.  When  the  tumour  is  firmly  and 
extensively  attached  to  the  uterus,  we  must  be  careful  not  to  exert 
too  great  traction  upon  the  tumour  in  applying  the  ecraseur,  as 
partial  or  complete  inversion  may  occur,  and  a  portion  of  the  uterus 
be  thus  included  as  the  wii'e  is  gradually  tightened.  Cases  of  this 
nature  have  been  recorded  where  the  result  proved  fatal. 

To  apply  the  ecraseur,  the  patient  lying  in  the  lithotomy,  left 
lateral,  or  semi-prone  position,  the  cervix  having  been  previously 
well  dilated,  the  wire  loop  is  compressed  in  an  elongated  form  and 
passed  into  the  uterine  cavity.  When  released  from  pressure  the 
loop  expands  again  into  an  oval  or  circular  shape,  and  is  then  passed 
up  over  the  tumour,  the  stem  of  the  instrument  being  pressed  up- 
wards towards  the  base,  the  loop  being  guided  by  the  finger  or  by 
means  of  a  long  crutch-shaped  wire.  The  loop  is  now  gradually 
tightened  and  the  base  cut  through.  The  tumour  is  then  removed 
by  the  finger,  ovum  forceps,  or  vulsellum.  There  is  seldom  any 
haemorrhage,  but  if  necessary  the  actual  cautery,  perchloride  of  iron, 
or  other  styptic  may  be  employed,  or  the  uterus  be  packed  with  strips 
of  lint  soaked  in  a  saturated  solution  of  alum. 

If  the  galvanic  ecraseur  be  employed,  care  must  be  taken  to  ensure 
sufficient  battery  power  to  heat  a  loop  of  sufficient  size  while  passing 
through  moist  tissues. 

In  some  cases  we  may  be  called  upon  to  operate  when  the  tumour 
has  already  been  partially  extruded  into  the  vagina,  interfering  with 
the  functions  of  the  bladder  and  rectum,  and  even  producing  symp- 
toms analogous  to  those  observed  during  parturition  when  the  foetal 
head  becomes  impacted  in  the  pelvis. 

It  may  be  impossible  to  pass  the  finger  sufficiently  far  up  to  ascer- 
tain the  dimensions  of  the  base,  or  to  feel  the  os  uteri.  We  must  be 
careful,  therefore,  not  to  mistake  the  tumour  for  an  inverted  uterus 
by  detecting  the  fundus  behind  the  pelvis,  by  the  relatively  greater 
size,  and  by  the  less  sensitive  condition  of  the  surface. 

In  such  a  case  we  must  pass  the  loop  of  the  galvanic  ecraseur  up 
as  far  as  possible  to  the  base  of  the  tumour,  either  by  using  the  sepa- 
rable tubes  of  the  galvanic  ecraseur  like  Gooch's  canulse,  or  by  carry- 
ing the  wire  up  by  the  aid  of  two  gum-elastic  catheters  suitably 
curved.  These  being  passed  up  posteriorly,  one  is  passed  round  on 
either  side  to  the  front,  and  the  stem  of  the  ecraseur  passed  over 
them. 

The  ends  of  the  wire  being  then  fastened,  the  stylets  of  the 
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catheters  are  withdrawn  and  the  battery  set  in  action.  The  wire 
when  heated  thus  cuts  through  the  catheters  and  tumour  together, 
this  latter  being  then  removed  by  aid  of  forceps  or  other  appropriate 
means. 

Where  this  plan  fails,  the  tumour  may  either  be  removed  in  suc- 
cessive portions  by  means  of  the  ecraseur  or  by  scissors. 

Avulsion  succeeds  in  some  cases  where 
the  tumour  projects  sufficiently  from  the 
uterine  wall.  Seizing  the  tumour  with  a 
pair  of  vulsellum  forceps  traction  is  exerted 
and  a  slight  rotatory  movement  given  to  the 
instrument.  If  the  attachments  be  not  too 
jSrm  the  tumour  may  thus  be  brought  away. 
In  some  cases  it  may  be  well  to  combine  the 
use  of  the  ecraseur,  the  wire  loop  being 
slipped  up  over  the  vulsellum,  and  tightened 
so  as  to  cut  through  the  capsule  as  near  the 
wall  of  the  uterus  as  possible.  By  alternate 
twisting  and  traction  the  fibroid  is  thus 
wrenched  from  its  bed  and  at  length  re- 
moved. This  method  is  only  applicable  to 
submucous  fibroids. 

Sims's  Guarded  Tumour  Hook  (fig.  122) 
is  sometimes  of  service  in  these  cases.  The 
vulcanite  guard  can  be  slipped  forward  when 
the  instrument  is  to  be  introduced,  and  with- 
drawn when  the  hooks  are  on  the  surface  of 
the  tumour. 

Excision  by  the  aid  of  knife  or  scissors  is 
not  often  practised,  owing  to  the  risk  of 
haemorrhage.  It  may,  however,  be  resorted 
to  in  cases  of  small  submucous  fibroids  pro- 
jecting into  the  uterine  cavity,  more  especially 
when  they  are  situated  low  down  in  the  cervix, 
a  thing  of  rare  occurrence. 

Aveling's  polyptome  (fig.  118)  answers 
well  when  the  growth  is  attached  high  up. 

Enucleation  is  an  operation  that  should 
never  be  rashly  undertaken.  The  risks  to 
life  are  very  great.  Haemorrhage,  exhaustion, 
perforation  of  the  uterus,  peritonitis,  pysemia , 
and  pelvic  cellulitis  are  the  consequences  most 
to  be  dreaded.  Unfortunately,  the  operation 
being  regarded  as  not  only  a  difficult  but  also  a  dangerous  one,  it  is 
not  resorted  to  until  the  patient  is  often  exhausted  by  profuse  and 
])rotracted  haemorrhages  and  worn  out  with  prolonged  suffering. 
Where  ordinary  palliative  measures  have  been  tried  and  failed,  and 
the  situation  of  the  tumour  is  such  that  its  removal  is  possible,  the 
practitioner  should  not  be  deterred  from  resorting  to  this  operation 
until  the  vital  powers  have  become  so  enfeebled  as  to  preclude  all 
hope  of  recovery,  but  should  give  the  patient  the  option  of  having  it 
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peiformed  while  there  is  still  hope  of  rallying.  Under  no  circum- 
stances should  the  operation  be  attempted  unless  it  is  pretty  certain 
that  there  is  a  sufficient  thickness  of  uterine  tissue  covering  the  tumour 
to  preclude  all  risk  of  opening  into  the  peritoneal  cavity  :  neither 
should  it  be  resorted  to  in  the  case  of  large  tumours  whose  texture  is 
continuous  with  the  uterine  wall.  It  is  for  the  encapsuled  hard 
fibroids,  that  show  a  tendency  to  become  extruded  from  the  muscular 
wall,  or  even  from  the  cavity  of  the  uterus,  that  the  operation  of 
enucleation  is  specially  applicable.  Whenever  practicable,  the  imme- 
diate method,  by  which  the  tumour  is  enucleated  at  one  sitting,  should 
always  be  employed,  as  it  is  attended  by  far  less  risk  of  evil  con- 
sequences in  the  way  of  septicaemia,  &c.,  than  if  the  more  gradual 
method  be  adopted,  in  which  the  fingers  of  the  operator  merely 
inaugurate  the  process,  the  uterus  being  excited  to  contract  and  expel 
the  tumour  subsequently. 

To  perform  immediate  enucleation  it  is  necessary  to  have  the 
vagina  previously  well  dilated  by  means  of  Barnes's  bags,  as  also  the 
cervix.  The  patient  being  then  placed  in  the  lithotomy  position,  and 
anaesthesia  produced,  an  assistant  steadies  the  uterus  by  pressuie  over 
the  abdomen.  The  operator  then  incises  the  capsule  of  the  tumour, 
either  by  means  of  a  probe-pointed  bistoury  with  a  long  handle,  or  by 
long-handled  scissors,  a  crucial  incision  being  made  to  facilitate  ex- 
pulsion. The  fingers  are  then  inserted,  and  the  tumour  separated 
from  its  capsule.  Strong  vulsellum  forceps  should  then  be  applied, 
and  a  firm  hold  secured,  so  as  to  drag  the  tumour  well  forward.  Its 
base  of  attachment  is  then  separated  by  the  aid  of  the  fingers,  or  of  an 
instrument  specially  constructed  for  this  purpose,  in  the  form  of  a 
curved,  blunt  spatula  with  roughened  edges,  and  the  tumour  thus 
enucleated  or  shelled  out.  The  haemorrhage  induced  is  seldom  urgent, 
but,  if  thought  requisite,  the  surface  may  be  swabbed  over  with  the 
liquor  ferri  perchlor.  or  other  powerful  styptic. 

If  for  any  reason  it  be  deemed  prudent  not  to  persevere  with  the 
operation,  having  made  a  crucial  incision  in  the  capsule  and  separated 
this  as  far  as  practicable,  the  patient  is  then  put  to  bed,  and  the  steady, 
systematic  employment  of  ergot  persisted  in,  so  as  to  promote  the 
gradual  or  spontaneous  enucleation  of  the  tumour.  When  this  has 
advanced  to  a  certain  stage,  or  the  vitality  of  the  tumour  is  impaired, 
it  may  be  well  to  expedite  matters  by  the  process  of  avulsion,  the 
tumour  being  seized  by  the  vulsellum,  and  traction  with  rotation  made 
upon  it,  so  as  to  drag  it  away  from  its  bed.  Should  the  tumour  be 
so  large  as  to  be  incapable  of  being  extracted  entire  through  the 
pelvis,  we  may  still  succeed  in  removing  it  by  making  a  series  of  spiral 
or  oblique  incisions  into  its  substance.  Firm  pressure  being  made 
above  the  pubes,  and  traction  exerted  by  means  of  a  strong  vulsellum, 
the  tumour  elongates.  Fresh  incisions  are  then  made  higher  up, 
until  the  whole  mass  is  extracted.  The  same  result  may  be  secured 
by  removing  wedge-shaped  pieces,  and  so  extracting  the  tumour 
piecemeal,  either  by  tearing  or  cutting  it  away,  or  by  the  aid  of  the 
ecraseur. 

Having  removed  the  tumour,  the  cavity  should  be  washed  out 
with  hot  water  injected  into  it,  this  being  a  prompt  exciter  of  uterine 
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action.  Contraction  may  be  increased  or  maintained,  and  all  risk  of 
further  haemorrhage  obviated,  by  the  application  of  the  strong  tincture 
of  iodine,  which  is  also  a  most  valuable  antiseptic.  The  cavity  may 
then  be  stuffed  with  cotton  saturated  with  glycerine,  or  with  a  strong 
solution  of  alum,  which  is  allowed  to  remain  in  for  the  first  day  or 
two,  depending  upon  circumstances,  when  all  further  dressing  may 
be  dispensed  with,  some  disinfectant  solution,  such  as  iodine,  carbolic 
acid  (1  in  40),  or  permanganate  of  potash  being  employed  as  long  as 
any  discharge  continues,  or  until  the  cavity  has  become  filled. 

Perforation. — The  operation  of  boring  a  hole  in  the  tumour  by 
means  of  the  actual,  benzoline,  or  gal  vano -cautery,  so  as  to  induce  a 
process  of  sloughing  or  necrosis,  followed  by  a  spontaneous  enucleation 
of  the  tumour  through  the  artificial  aperture,  has  been  suggested  and 
tried.  The  risk  of  septicaemia  occurring  is  supposed  to  be  less  than  in  the 
case  of  cutting  or  tearing.  This  method  is  proposed  for  cases  where 
the  tumour  is  low  down  in  the  cervix,  or  where  the  growth  develops  in 
the  posterior  wall  of  the  uterus,  the  cervix  being  carried  high  up  behind 
the  pubes,  so  that  it  is  found  impossible  to  get  at  this  for  the  purpose 
of  dilatation.  In  this  latter  case  the  cautery  is  thrust  through  the 
posterior  vaginal  wall  into  the  fibroid  tumour  itself. 

Spaying,  or  Normal  Ovariotomy,  has  of  late  been  frequently 
resorted  to  in  cases  where  the  haemorrhage  is  so  severe  as  to  threaten 
life,  and  the  time  of  the  menopause  is  yet  far  distant.  Extirpation  of 
the  ovaiies  by  removing  the  ovarian  stimulus  lessens  the  periodical 
congestions  of  the  uterus  and  induces  artificially  the  menopause,  thus 
abating  hcemorrhage,  arresting  growth  of  the  tumour,  and  tending  to 
promote  the  retrogression  of  it  as  well. 

Goodell  considers  that  when  vaginal  enucleation  is  impossible, 
and  the  question  is  reduced  to  one  of  three,  viz.  spaying,  enuclea- 
tion by  gastrotomy,  or  the  extii'pation  of  the  invaded  womb,  there  is 
but  one  answer,  and  that  one  in  favour  of  spaying,  the  operation 
being  a  less  serious  one  than  either  successful  or  unsuccessful  attempts 
at  enucleation. 

Spaying  is  more  especially  indicated  when,  the  tumour  being 
interstitial,  removal  through  the  vagina  cannot  be  effected  without 
incurring  too  great  risk,  and  the  hsemorrhage  is  so  severe  as  to 
seriously  endanger  life.  Even  when  periodical  haemorrhages  from 
the  uterus  occur  after  removal  of  the  ovaries,  it  is  far  more  amenable 
to  the  influence  of  cold,  styptics,  and  other  remedies  than  before,  and 
there  is  less  risk  of  any  evil  effects  ensuing  in  consequence  of  arrestijig 
menstruation. 

The  operation  may  be  performed  either  through  the  vagina  or  by 
means  of  Jin  abdominal  incision.  The  vnginal  method  has  the  ad- 
vantage of  exposing  the  peritoneum  less,  but  is  not  always  applicable, 
as  in  cases  where  the  ovaries  are  carried  up  by  a  large  tumour  and  lie 
beyond  the  reach  of  the  finger,  or  where  strong  pelvic  adhesions  exist. 

If  this  method  be  adopted  the  patient  should  be  placed  in  the 
lithotomy  position,  the  vagina  cleansed  with  carbolised  water,  a 
duckbill  speculum  introduced,  and  the  perineum  pulled  downwards. 
A  tenaculum  is  then  inserted  in  the  posterior  cul-de-sac  of  the 
vagina  and  an  opening  an  inch  long  made  into  the  peritoneal  cavity 
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by  snipping  through  with  a  pair  of  scissors.  The  index  finger  of  the 
left  hand  is  then  introduced,  the  womb  pressed  down  by  the  right 
hand  externally,  and  the  ovary  hooked  down.  It  is  then  seized  by 
a  fenestrated  forceps  and  brought  into  the  vagina.  A  needle  armed 
with  a  double  thread  is  now  passed  through  the  pedicle  and  each 
half  securely  tied.  The  ovary  is  then  removed,  the  ligatures  cut 
short,  and  the  stump  returned  into  the  pelvic  cavity.  The  other 
ovary  is  then  dealt  with  in  like  manner. 

If  the  abdominal  operation  be  performed,  antiseptic  precautions 
must  be  adopted.  An  incision  extending  from  the  umbilicus  towards 
the  pubes  is  made  in  the  mesian  line,  and  one  ovary  drawn  up  into 
the  opening  by  two  fingers.  The  mesovarium  is  transfixed  by  a 
needle  carrying  a  double  carbolised  silk  ligature,  the  two  halves  are 
securely  tied,  the  ovary  removed,  the  ligatures  cut  short,  and  the 
})edicle  retui-ned  into  the  abdomen.  The  same  steps  are  pursued 
with  the  other  ovary,  and  the  wound  is  then  closed.  The  risks 
appear  to  be  less  than  in  case  of  spaying,  where  the  ovaries  are 
adherent  and  degenerated. 

Where  doubt  as  to  the  exact  nature  of  the  case  exists,  or  what 
kind  of  operation  will  be  most  advisable,  an  exploratory  incision 
should  be  made  and  the  question  decided  according  to  circumstances, 
whether  the  ovaries  alone,  the  tumour  with  a  portion  of  the  uterus, 
or  the  entire  uterus  and  ovaries  as  well,  should  be  removed. 

Subperitoneal  fibroids  are  not  amenable  to  surgical  treatment,  as 
with  the  interstitial  and  submucous  varieties.  Removal  by  gastro- 
tomy  is  the  only  method  at  our  disposal.  Fortunately  they  com- 
paratively seldom  give  rise  to  so  much  inconvenience  as  to  necessitate 
operative  interference.  But  where  their  presence  so  interferes  witli 
the  patient's  comfort,  whether  by  pressure  upon  the  pelvic  or  ab- 
dominal organs,  as  to  incapacitate  her  from  performing  the  duties  of 
her  station,  or  the  symptoms  are  such  as  to  thr  eaten  life,  we  are  then 
perfectly  justified  in  resorting  to  any  operation  that  offers  a  reasonable 
prospect  of  success. 

The  great  difiiculty,  as  a  rule,  is  in  estimating  beforehand  the 
extent  of  attachment  to  the  uterus.  If  the  pedicle  be  small,  and  the 
amount  of  adhesions  to  neighbouring  structures  be  slight,  the  removal 
of  a  subperitoneal  fibroid  is  not  attended  by  greater  risk  than  that 
incurred  in  an  ordinary  case  of  ovariotomy. 

The  operation  is  performed  in  a  similar  manr  er  and  with  like 
precautions.  The  pedicles  are  transfixed  and  tied  firmly  with  car- 
bolised silk. 

Hysterectomy,  or  Hysterotomy,  are  the  terms  employed  to  designate 
the  far  more  formidable  operation  of  ablation  or  extirpation  of  the 
uterus,  when  enlarged  by  fibroid  or  fibro- cystic  disease,  by  abdominal 
incision. 

It  should  never  be  resorted  to  until  other  less  dangerous  methods 
have  been  fairly  tried  and  failed.  It  is  more  especially  adapted  to 
the  fleshy  and  fibro-cystic  kinds  of  tumours  that  are  too  large  to 
admit  of  removal  by  the  vagina,  and  yet  are  endangering  life  by 
uncontrollable  haemorrhage  (when  the  patient  is  yet  many  years 
from  the  climacteric),  by  very  rapid  increase  in  size,  or  by  pressure 
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upon  abdominal  or  pelvic  organs,  of  such  a  kind  as  to  render  life  no 
longer  endurable. 

Since  the  adoption  of  antiseptic  precautions,  and  jiossibly  also 
owing  to  the  increased  experience  recently  gained  in  abdominal 
surgery,  the  operation  bids  fair  to  become  in  time  a  recognised,  prac- 
ticable, and  expedient  procedure. 

M.  Pean,  who  strongly  advocates  this  operation,  regards  it  as  not 
of  much  graver  character  than  extirpation  of  ovarian  cysts  compli- 
cated by  adhesions. 

The  increased  risk  is  mainly  due  to  the  bulk  and  vascularity  of 
the  pedicle,  which  is  formed  by  the  cervix  and  broad  ligaments. 
The  accidents  which  have  thus  far  contributed  most  to  a  fatal  ter- 
mination have  been  the  shock  or  collapse,  owing  to  the  lengthened 
period  often  occupied  in  performing  the  operation,  primary  or 
secondary  haemorrhage,  peritonitis,  and  scepticaemia. 

It  is  essential  that  the  lower  portion  of  the  cervix  should  be  free 
and  not  involved  in  the  tumour,  as  this  constitutes  the  stump.  The 
danger  of  the  operation  would  be  increased  if  the  cervix  had  to  be 
removed,  oAving  to  its  relations  with  the  bladder. 

The  operation  should  be  conducted  with  the  same  precautions 
both  as  to  preliminary  preparation  and  minor  details  as  in  the  case  of 
ovariotomy. 

The  week  following  the  menstrual  period,  unless  this  has  been 
very  profuse,  should  be  chosen.  As  it  is  impossible  always  to  predict 
the  exact  nature  of  the  operation  we  may  be  called  upon  to  perform, 
it  will  be  well  to  have  sufficient  skilled  assistance  at  hand,  the  same 
instruments  as  used  in  ovariotomy,  and  in  addition  several  powerful 
serre-noeuds. 

The  abdominal  incision  will  generally  need  to  be  somewhat  longer 
than  for  ovariotomy,  taking  care  to  avoid  wounding  the  bladder. 
Having  exposed  the  tumour,  the  hand  should  be  passed  low  down 
into  the  pelvis  so  as  to  explore  the  attachments  and  ascertain  the 
presence  or  absent;e  of  adhesions.  If  possible  the  tumour  should  then 
be  pulled  well  forwards  and  upwards,  the  broad  ligaments  on  either 
side  being  transfixed  and  tied  in  two  or  more  sections,  below  the 
ovaries,  with  carbolised  silk.  A  strong  curved  needle  is  then  passed 
through  the  cervix  uteri,  and  a  double  strong  wire  drawn  back 
through  the  opening.  Each  half  is  tightened  and  held  fast  by 
Cintrat's  serre-noeud,  an  instrument  like  a  short  ecraseur,  taking 
care  that  the  loops  of  the  wire  interlace.  Or,  what  is  possibly  better, 
in  place  of  wire,  whipcord  or  stout  carbolised  silk  may  be  used  to 
ligature  the  cervix,  the  ends  being  cut  short,  and  the  stump  returned 
into  the  abdomen,  the  wound  being  then  closed. 

Should  the  tumour  at  first  be  too  large  to  permit  of  its  being 
withdrawn  from  the  abdomen,  it  may  be  necessary  to  perforate  the 
tumour  by  several  metallic  wires,  and  tighten  separate  sections  by 
means  of  the  serre-noeud,  the  part  above  the  wire  being  then  cut 
away  :  '  morcellement,'  as  it  has  been  termed. 

If  it  be  found  impossible  to  secure  a  healthy  portion  of  cervix  to 
form  a  stump,  it  may  be  necessary  to  extirpate  the  uterus  entire  by 
Freund's  operation,  as  described  when  speaking  of  cancer. 
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The  success  of  the  operation  hitherto  has  not  been  such  as  to 
justify  a  resort  to  it  unless  the  life  of  the  patient  is  unmistakably 
threatened.  Dr.  Barnes  considers  that  the  justification  for  attempt- 
ing enucleation,  avulsion,  or  other  mode  of  removing  large  fibroid 
tumours,  will  rest  upon  :  1 .  Uncontrollable  haemorrhages  endangering 
life ;  2.  Signs  of  sloughing  or  decomposition  of  the  tumour,  with 
present  or  threatening  peritonitis  or  pyaemia  ;  3.  Dangerous  pressure 
upon  the  bladder  and  rectum  ;  4.  Such  great  size  as  to  cause  dan- 
gerous pressure  upon  the  abdominal  and  thoracic  viscera. 

Fibro-cystic  Tumours  of  the  Uterus;  Cysto-fibromata. — These 
are  of  comparatively  rare  occurrence,  and  are  chiefly  of  interest  in  re- 
lation to  the  diagnosis  of  ovarian  tumours.  In  place  of  the  ordinary 
dense  fibroid  tumours  of  the  uterus  we  occasionally  notice  tumours  of 
a  more  or  less  soft,  loose,  fleshy  character,  clinically  distinct  from  the 
former,  affecting  the  body  of  the  uterus  chiefly,  rarely  multiple,  not 
often  encapsuled,  attaining  a  large  size,  very  vascular,  the  tissue 
becoming  (Edematous  by  infiltration  with  serum,  giving  the  impres- 
sion to  the  touch  of  being  fluctuating  or  semi-solid.  In  the  substance 
of  these  tumours  cysts  sometimes  are  formed,  or  rather  large  collec- 
tions of  fluid  occur  between  the  fibres,  there  being  no  cyst  wall.  In 
some  cases  no  true  fibroid  element  is  met  with  in  the  tumour,  there 
being  merely  a  cyst  in  continuity  with  the  uterus,  whose  thick  vascular 
wall  is  formed  of  non-striated  muscular  fibres  and  connective  tissue. 
Paget  considers  that  the  cyst  formation  may  be  due  to  a  local  soften- 
ing and  liquefaction  of  part  of  the  tumour,  with  effVision  of  fiuid  in 
the  affected  part,  or  to  an  accumulation  of  fluid  in  the  interspaces  of 
the  intersecting  bands. 

Haemorrhages  into  the  substance  of  the  tumour  may  lead  to  the 
formation  of  cavities  similar  to  the  so-called  apoplectic  cysts.  A 
localised  inflammatory  process  giving  rise  to  the  production  of  serum 
or  pus  may  produce  a  cavity.  Progressive  dilatation  of  lymphatic 
vessels  may  give  rise  to  cavities,  which  contain  a  limpid,  yellow, 
fibrinous-like  lymph,  spontaneously  coagulable. 

Symptoms.  — These  are  similar  to  those  we  should  expect  to  find  in 
the  case  of  a  subperitoneal  fibroid  about  the  same  size  :  more  or  less 
displacement  of  the  uterus,  pressure  upon  the  pelvic  and  abdominal 
organs,  and  in  some  cases  monorrhagia. 

Physical  Signs. — On  palpation  an  obscurely  fluctuating  sensation 
is  discovered,  different  from  the  hard,  solid,  resisting  feel  of  a  fibroid, 
or  the  more  uniformly  soft  fluctuating  character  of  an  ovarian  cyst. 

Differentiation. — This  in  many  cases  is  extremely  difficult.  The 
three  conditions  most  likely  to  be  confounded  with  fibro-cystic 
disease  of  the  uterus  are  pregnancy,  fibroid  tumours  of  the  uterus,  and 
ovarian  cyst. 

In  cases  of  pregnancy,  the  mammary  signs,  minor  symptoms, 
cessation  of  the  catamenia,  detection  of  the  foetal  movements  and 
heart-sounds,  and  the  duration  of  the  growth,  will  generally  guard  us 
from  error ;  the  former  being  absent  in  fibro-cystic  disease,  and  the 
duration  of  the  tumour  being  generally  more  than  nine  months. 

From  fibroid  tumour  it  may  be  recognised  by  not  being  so  dense, 
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yielding  evidence  of  ol3Sciire  fluctuation,  its  larger  size,  more  rapid 
growth,  and  by  its  yielding  fluid  when  tapped. 

From  ovarian  cyst  it  is  often  impossible  to  decide.  The  history 
of  monorrhagia,  the  development  of  the  tumour  in  the  centre  of  the 
lower  part  of  the  abdomen,  the  slow  but  steady  growth  of  the  tumour, 
extending  it  may  be  over  four  or  five  years  without  impairing 
materially  the  general  health,  the  fact  that  the  uterine  sound  enters 
beyond  the  normal  distance,  and  that  the  uterus  moves  with  the 
tumour  and  seems  to  be  a  part  of  it,  will  suggest  the  probability  of 
the  tumour  being  fibro-cystic  and  not  ovarian.  If  now  the  aspirator 
or  fine  trocar  be  employed  and  the  fluid  examined,  we  shall  notice 
that  in  case  of  fibro- cystic  disease  the  fluid  is  generally  clear,  limpid, 
yellowish,  coagulating  spontaneously  and  also  with  heat;  the  coa- 
gulum  shrinking  and  separating  into  a  clot  and  thin  watery  serum 
on  standing.  The  fluid  contains  albumen  but  not  paralbumen,  and 
when  examined  under  the  microscope  leucocytes  or  spindle-cells  are 
seen,  but  not  the  granular  cells  of  ovarian  fluid. 

After  withdrawal  of  the  fluid  it  will  be  found  that  the  sac  has 
only  partly  collapsed,  some  solid  matter  remaining.  Should  any 
doubt  still  exist,  and  the  symptoms  be  sufficiently  urgent  to  justify 
interference,  an  exploratory  incision  may  be  made.  Nothing  is  more 
characteristic  than  the  dark  and  congested  appearance  of  a  fibro- 
cystic tumour  of  the  uterus,  so  strongly  in  contrast  with  the  light, 
clear,  pearl-like  hue  of  most  ovarian  cysts. 

Progress. — Fibro-cystic  disease  of  the  uterus,  as  a  rule,  grows 
more  rapidly  than  a  simple  fibroid,  but  develops  more  slowly  than  an 
ovarian  cyst.  It  may  exist  for  a  number  of  years  without  causing 
any  serious  impairment  of  health,  unless  it  exercises  pressure  upon 
important  organs,  or  by  its  excessive  bulk  prevents  the  patient  taking 
out-door  exercise. 

Treatment. — The  remarks  made  in  reference  to  the  treatment  of 
large  fibroids  apply  here.    It  will  be  needless  to  repeat  them. 
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CHAPTEK  XYII. 

CANCER   OF    THE  UTERUS. 

Cancer  of  the  Cervix  TJteri. — Definition. — The  term  cancer  is 
apphed  to  '  new  formations  consisting  of  cells  of  an  epithelial  type, 
without  any  intercellular  substance,  grouped  together  irregularly 
within  the  alveoli  of  a  more  or  less  dense  fibroid  stroma '  (Green). 
Clinically  they  are  spoken  of  as  malignant,  in  that  they  tend  to 
destroy  the  organ  primarily  attacked,  to  spread  by  contiguity  into  the 
surrounding  tissues,  to  infect  the  glands  and  other  organs,  to  return 
after  removal,  and  by  infecting  the  system  to  cause  death. 

Frequency. — Cancer  of  the  uterus  is  of  frequent  occurrence.  In 
England  alone  the  annual  mortality  from  cancer  exceeds  10,000,  of 
whom  over  two-thirds  are  females.  As  the  uterus  is  more  commonly 
affected  than  any  other  organ  in  the  female,  it  will  be  thus  seen 
that  the  number  of  cases  succumbing  to  this  terrible  malady  is 
considerable. 

The  majority  of  the  cases  occur  between  the  ages  of  forty  and  fifty, 
although  instances  have  been  reported  of  mere  infants  being  affected 
with  rapidly  developing  carcinoma,  proving  fatal,  and  young  girls  of 
all  ages  have  succumbed  to  it. 

Rokitan sky  thus  states  the  preference  of  cancer  for  various  organs. 
First  the  uterus,  the  female  breast,  the  stomach,  the  large  intestines, 
and  especially  the  rectum,  then  the  lymphatic  glands,  &c. 

Causation. — Cancer  of  the  uterus,  although  met  with  in  single 
and  sterile  women,  is  far  more  frequent  in  those  who  have  borne 
many  children.  Functional  activity  of  the  organ  may  thus  be  re- 
garded as  an  important  element  in  the  production  of  cancer.  Injuries 
inflicted  on  the  cervix  during  parturition,  inflammatory  conditions 
resulting  from  these,  granular  degeneration  of  the  cervical  mucous 
membrane,  and  irritation  from  mechanical  causes,  will  also  explain 
the  tendency  to  malignant  degeneration,  more  especially  if  there  be 
any  hereditary  predisposition  to  the  malady  in  multiparse. 

Opinion  is  pretty  equally  divided  between  those  who  regard  the 
malady  as  a  local  manifestation  of  constitutional  origin,  and  those 
who  regard  it  as  a  disease  originally  of  local  origin,  rapidly  infecting 
the  system.  Against  the  theory  of  local  origin,  hereditary  tendency, 
although  it  may  be  difficult  to  establish  this  even  in  a  majority  of 
cases,  must  be  cited.  Another  fact  strongly  insisted  upon  by  Dr. 
Barnes  is  '  the  almost  constant  tendency  to  a  fatal  termination  from 
the  moment  when  we  have  an  undoubted  diagnosis.  This  means 
that  it  is  rarely  indeed  possible  to  find  the  disease  in  its  presumed 
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strictly  local  initiative  condition.  From  its  earliest  discovery  it  has 
already  effected  a  strong  hold  upon  the  constitution.* 

Emmet  regards  epithelial  cancer  as  frequently  arising  from  per- 
verted nutrition  in  the  attempt  to  repair  injury.  He  has  never 
known  a  woman  to  have  any  form  of  epithelial  cancer  of  the  uterus 
unless  she  had  at  some  time  been  impregnated,  and  believes  that 
nearly  all,  if  not  all,  cases  of  epithelioma,  or  cauliflower  growth,  have 
their  exciting  cause  or  origin  in  a  laceration  of  the  cervix. 

Varieties. — The  encephaloid,  medullary,  or  acute  cancer  is  by  far 
the  most  frequent  form  met  with  in  the  uterus.  Next  in  order  comes 
epithelioma,  or  ejnthelial  cancer ;  and  last  and  least  frequently,  indeed 
very  rarely,  scirrhous,  fibrous,  or  chronic  cancer. 

In  thus  speaking  of  different  varieties,  it  must  not  be  imagined 
that  they  are  at  all  times  separate  and  distinct.  The  encephaloid 
carcinoma  differs  merely  from  the  scirrhous  form  in  the  greater 
rapidity  of  its  growth,  and  the  consequent  small  amount  of  its  stroma, 
and  the  softness  of  its  consistence.  They  cannot  be  regarded  as  in 
any  way  constituting  distinct  varieties  of  cancer.  These  are  all  inter- 
mediate stages  between  them.  The  physical  aspects  of  the  varieties 
of  cancer  depend  merely  upon  varying  proportions  and  anatomical 
arrangement  of  their  component  parts. 

Pathological  Anatomy. — Encephaloid,  or  Medullary  Careinoma, 
is  characterised  by  the  very  small  proportion  of  stroma  and  the 
abundant  growth  of  epithelial  cells.  It  is  more  or  less  of  a  soft, 
brain-like  consistence,  and  lobulated.  The  central  portions  often 
being  completely  diffluent,  owing  to  fatty  degeneration,  and  the  blood- 
vessels being  very  numerous,  haemorrhage  readily  occurs. 

The  cells  are  for  the  most  part  larger  than  in  scirrhus,  and  quickly 
undergo  fatty  degeneration,  so  that  often  more  free  nuclei  than  cells 
are  visible. 

The  dissemination  of  encephaloid  takes  place  much  more  rapidly 
than  that  of  scirrhus,  owing  to  the  greater  rapidity  of  its  growth, 
its  greater  vascularity,  and  the  greater  activity  of  its  epithelial 
elements. 

One  form  of  this  variety  is  sometimes  spoken  of  as  cauliflower 
excrescence,  though  this  latter  term  is  generally  applied  to  epithe- 
lioma. 

Epithelioma,  or  Epithelial  Cancer,  is  distinguished  by  excessive 
proliferation  of  the  squamous  epithelium.  As  this  increases  it  be- 
comes heterologous,  extending  beyond  the  normal  limits  into  the 
subjacent  connective  tissue. 

As  the  cells  increase  in  number  they  tend  to  become  arranged 
concentrically  in  groups  so  as  to  form  globular  masses,  the  concentric 
globules,  or  epithelial  nests,  which,  although  not  distinctive,  are 
exceedingly  characteristic  of  epithehoma. 

The  stroma  may  be  tolerably  abundant,  or  almost  entirely  want- 
ing, presenting  every  variation  between  rapidly  growing  embryonic 
and  an  incompletely  fibrillated  tissue. 

Epithelioma  is  much  the  least  malignant  of  all  the  cancers.  It 
extends  locally,  and  may  infect  the  neighbouring  lymphatics,  but  it 
comparatively  rarely  reproduces  itself  in  internal  organs. 
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Epithelioma  of  the  cervix,  contrary  to  what  usually  occurs  when 
the  skin  itself  is  affected,  often  merges  into  carcinoma  as  it  advances, 
and  does  not  remain  true  to  its  original  character. 

Galabin  has  recently  shown  that  the  histological  characters  of 
those  growths,  which  are  generally  clinically  regarded  as  epithelioma, 
are  very  variable.  Epithelioma  is  apt  to  merge  into  carcinoma,  as 
soon  as  either  the  epithelial  masses  no  longer  simply  increase  by 
their  own  growth,  but  begin,  by  a  kind  of  spermatic  influence,  to 
stimulate  the  nuclei  of  the  adjacent  stroma  to  grow  also  into  epithe- 
lioid cells,  or  else  the  epithelial  cells  or  their  nuclei  migrate  along  the 
lymphatic  tracts  into  the  cellular  tissue.  Hence  there  are  many 
cases  which  it  is  not  easy  positively  to  classify  either  as  epithelioma 
or  carcinoma. 

It  is  only  exceptionally  that  the  bird's-nest  bodies,  or  epithelial 
globes,  whose  presence  pi'oves  the  growth  to  have  originated  from 
squamous  epithelium,  are  seen.  Even  when  they  are  present  it 
is  only  just  at  the  edge  of  the  ulcerated  surface  that  it  is  possible  to 
trace  any  ingrowth  of  processes  from  the  surface  epithelium,  and  the 
cancer  generally  spreads  for  some  distance  beneath  normal  or  merely 
thickened  epithehum. 

The  epithelial  masses  nearest  the  healthy  surface  generally  consist 
of  cells  resembling  those  of  the  squamous  epithelium,  bounded  by  a 
regular  margin  of  columnar-like  cells,  shai'ply  demarcated  from  the 
surrounding  stroma.  The  cells  are  also  cemented  together  like  those 
of  the  squamous  epithelium,  either  by  the  delicate  processes  uniting 
cell  to  cell,  and  constituting  the  so-called  '  cog-wheel '  cells,  or 
apparently  by  adhesion  of  the  whole  cell-walls.  In  older  portions  or 
deeper  parts  of  the  same  growth  the  cell-masses  may  be  seen  without 
any  border  of  regular  cells,  and  no  longer  demarcated  clearly  from 
the  stroma. 

In  more  numerous  cases  no  epithelial  globes  are  seen,  but  the 
large  masses  of  cemented  cells,  often  with  regular  borders,  render  it 
probable  that  these  also  commenced  from  squamous  epithelium,  and 
sometimes  their  continuity  with  it  can  be  traced.  It  is  not  uncom- 
mon to  see  the  cell-masses  elongated  into  the  form  of  more  or  less 
parallel  columns,  having  borders  of  regular  cells,  and  separated  by 
narrow  bands  of  stroma. 

In  other  parts  of  the  growth  may  be  seen  an  approximation  towards 
the  characters  of  carcinoma.  Sometimes  the  cells  become  elongated 
into  a  long  spindle-shape,  either  at  right  angles  to,  or  parallel  with, 
the  axis  of  the  cell-columns.  In  the  more  rapidly  growing  forms  of 
tumour  the  cells  deviate  in  another  manner  from  the  characters  of 
squamous  epithelium,  and  not  only  cease  to  be  cemented,  but  show 
proliferating  nuclei  and  become  very  various  in  shape  and  size. 

In  a  small  number  of  cases  he  has  found  evidence  of  the  com- 
mencement of  the  growth  by  the  degeneration  of  mucous  glands. 
The  epithelium  of  the  glands  proliferates,  so  as  more  or  less  com- 
pletely to  fill  up  the  acini.  In  this  way  the  alveolar  arrangement  of 
true  carcinoma  is  at  once  reached.  Eventually  the  cellular  tissue  is 
infected  by  the  growth  in  it  of  similar  cells,  or  migration  of  cells 
from  the  primary  alveoli. 
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In  a  small  number  of  cases  the  structure  is  that  of  sarcoma,  or 
lympho-sarcoma,  originating  in  the  cellular  tissue. 

Epithelioma  of  the  cervix  in  some  rare  instances  shows  a  strong 
tendency  to  ulceration,  and  has  been  described  under  the  terms 
rodent,  or  corroding  ulcer,  or  cancroid,  of  the  uterus.  Rapid  destruc- 
tion of  tissue  takes  place.  There  is  a  complete  absence  of  any 
induration  or  infiltration,  and  although  profuse  hiemorrhages  may  re- 
sult as  the  ulcerative  process  extends,  and  death  from  exhaustion  or 
from  peritonitis  occur,  still  the  progress  of  the  disease  is  often  very  slow, 
and  may  extend  over  many  years  before  a  fatal  termination  ensues. 

But  few  well- authenticated  cases  have  been  observed  of  late,  and 
it  is  a  question  whether  this  variety  merits  a  separate  pathological 
nomenclature. 

Vegetating  Epithelioma,  or  Cauliflower  Excrescence,  are  the 

terms  employed  to  designate  a  sprouting  form  of  papillary  growth 
from  the  cervix,  characterised  by  an  extraordinary  development  of 
cervical  villi  and  proliferation  of  the  cells  which  cover  them. 
Rokitansky  speaks  of  it  as  villous  cancer,  and  describes  it  as  a  con- 
ferva-like growth  developed  out  of  an  encephaloid.  Yirchow  regards 
the  excrescence  as  at  first  a  simple  papillary  tumour,  which  subse- 
quently passes  into  a  cancroid  state,  but  not  into  cancerous  papillary 
tumour.  Thomas  says,  '  these  tumours,  commencing  as  papillary 
hypertrophies  on  the  cervix  or  os,  are  at  first  local,  but  in  time  afiect 
the  constitution.  They  are  sometimes  engrafted  upon  true  cancerous 
deposit  in  the  cervical  parenchyma.'  The  tendency  to  involve  the 
adjacent  tissues  is  far  less  than  in  ordinary  cancer,  the  morbid  action 
is  at  first  limited  entirely  to  the  cervix,  and  it  is  at  this  stage  that 
amputation  of  the  vaginal  portion  is  often  successful  in  removing  the 
disease.  On  examination  the  gi'owth  is  found  to  consist  of  lobules, 
each  separate  papilla  containing  a  central  loop  of  blood-vessels  supported 
by  delicate  areolar  tissue,  their  substance  consisting  mainly  of  round 
cells,  those  on  the  surface  being  flattened. 

Scirrhous,  fibrous,  or  chronic  cancer,  is  characterised  by  the  large 
amount  of  its  stroma  and  the  small  amount  of  its  cells,  which  are 
most  abundant  in  the  external  portions  of  the  tumour  where  growth  is 
taking  place. 

Owing  to  the  excessive  growth  of  the  stroma  and  its  subsequent 
induration  and  contraction,  obstruction  and  obliteration  of  the  blood- 
vessels result,  thus  limiting  the  vascular  supply  and  checking  the 
epithelial  generation,  so  that  growth  of  the  tumour  is  often  very  slow. 

Symptoms  of  Cancer  of  the  Cervix  Uteri. — Hsemorrhage,  especially 
on  sexual  intercourse,  is  often  the  first  symptom  directing  the  patient's 
attention  to  the  fact  that  anything  is  amiss,  and  even  then  it  may  be 
found  that  the  disease  has  made  considerable  progress. 

In  cases  where  the  menopause  has  not  yet  arrived,  the  catamenial 
periods  are  often  profuse,  or  the  htemorrhage  may  recur  at  irregular 
intervals  without  any  apparent  cause,  or  upon  any  extra  exertion  or 
fatigue.  Where  the  climacteric  age  has  been  reached,  and  uterine 
haemorrhage  recurs  after  a  long  interval,  the  possibility  of  cancer 
being  present  should  always  be  suspected,  and  a  local  investigation 
made. 
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Hsemorrliage,  as  a  rule,  occurs  earlier  in  those  cases  where  the 
disease  assumes  the  vegetating  form. 

Pain,  so  long  as  the  disease  is  limited  to  the  cervix,  is  seldom  com- 
plained of,  and  is  by  no  means  so  frequent*  or  severe  as  generally 
supposed  until  the  disease  has  advanced  to  the  latter  stage  and  the 
adjacent  tissues  have  become  infiltrated. 

The  pain  is  usually  spoken  of  as  shooting,  stabbing,  or  lancinating 
in  character,  radiating  from  the  centre  of  the  pelvis  to  the  lower 
portion  of  the  back  and  groins,  extending  down  the  inner  sides  of  the 
thighs  and  not  infrequently  to  the  loins. 

It  is  generally  worse  at  night,  preventing  sleep,  thus  differing 
materially  from  the  pain  attending  chronic  inflammation,  &c.,  of  the 
uterus,  which  is  usually  aggravated  by  standing  or  walking,  and  is 
relieved  when  the  patient  assumes  the  recumbent  position. 

In  the  latter  stages  of  the  disease  the  pain  is  often  agonising  and 
persistent,  effectually  precluding  sleep  and  rendering  the  patient's 
existence  most  deplorable.  The  pain  is  often  aggravated  on  locomo- 
tion or  on  sitting  down. 

Vaginal  discharge,  at  first  of  a  watery  character  and  free  from 
any  well-marked  offensive  odour,  generally  alternates  with  monor- 
rhagia. As  the  disease  progresses  and  the  ulcerative  stage  is  reached, 
this  watery  discharge  is  often  tinged  with  blood,  and  acquires  a  most 
penetrating  and  offensive  odour  which  clings  persistently  to  the  pa- 
tient's linen,  rendering  her  an  object  of  disgust  both  to  herseff  as  well 
as  to  those  who  are  brought  into  contact  with  her.  It  soon  assumes 
an  ichorous  character,  excoriating  the  vulva  and  surrounding  parts, 
producing  most  troublesome  erythema  and  irritation.  Later  on, 
when  disintegration  of  the  cancerous  mass  commences,  the  dis- 
charge becomes  grumous,  mixed  with  blood  and  putrilage,  and  not  in- 
frequently with  urine  from  extension  of  the  ulceration  to  the  bladder. 
Shreds  of  gangrenous  tissue,  decomposing  blood-clots,  and  occasionally 
portions  of  the  diseased  mass,  are  not  infrequently  expelled. 

The  Cancerous  cachexia  is  generally  well-marked  in  the  latter 
stages  of  the  disease,  and  is  due  to  the  repeated  or  constant  hfeiiior- 
rhages  as  well  as  to  the  exhausting  serous  discharge,  and  probably 
also  to  some  septic  absorption.  The  blood-globules  rapidly  diminish 
in  number  with  the  continuance  of  the  hfemorrhage,  and  also  become 
destroyed  under  the  influence  of  the  malignant  toxaemia  j  the  watery 
constituents  of  the  blood  are  thus  proportionately  increased  while 
the  albumen  is  diminished. 

The  cachexia  is  evidenced  by  a  peculiar  sallow,  yellowish,  or  dirty 
straw-coloured  tint  of  skin,  which  is  difficult  to  describe,  but  is  very 
characteristic  in  advanced  cases. 

The  nutrition  of  the  body  becomes  seriously  impaired,  emaciation 
ensuing ;  the  digestive  functions  are  deranged,  nausea  and  vomiting 
often  resulting  from  the  disgusting  fcetor  of  the  discharges ;  the 
bowels  become  obstinately  confined,  often  doubtless  owing  to  the 
influence  of  the  opium  taken  to  allay  the  pain,  or  occasional  attacks 
of  diarrhoea,  from  reflex  irritation,  occur.  In  some  instances  the 
diseased  process  extends  to  the  walls  of  the  rectum,  a  fistulous  opening 
resulting,  with  incontinence  of  faices. 
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Bladder  symptoms  are  often  present,  and  in  many  instances  con- 
stitute the  earliest  manifestation  of  the  disease.  Dysuria  and  reflex 
tenesmus  are  generally  first  noticed,  with  subsequent  incontinence  of 
urine  from  extension  of  the  ulcerative  process  to  the  base  or  neck  of 
the  bladder,  and  the  formation  of  a  fistulous  opening. 

Physical  Signs. — Owing  to  the  insidious  manner  in  which  cancer 
of  the  cervix  usually  commences,  attention  is  not  often  directed  to  the 
uterus  until  the  disease  has  made  considerable  pro2:ress,  ulceration 
having  commenced,  with  the  characteristic  symptoms  of  menorrhagia, 
and  offensive  watery  or  ichorous  discharge. 

The  diseased  process  almost  invariably  begins  at  the  external  os, 
spreading  gradually  to  the  deeper  tissues  of  the  cervix  and  upwards 
in  the  course  of  the  cervical  canal. 

If  for  any  reason  an  examination  be  made  at  this  stage,  the  cer- 
vix is  generally  found  to  be  increased  in  bulk,  indurated,  its  surface 
irregular  or  nodulated,  the  os  puckered.  The  uterus  itself  is  still 
mobile,  unless  fixed  by  previous  inflammatory  mischief.  There  is 
little  or  no  tenderness  on  manipulation,  though  haemorrhage  is  readily 
excited.  The  cervix  feels  hard  like  wet  india-rubber,  the  mucous 
membrane  covering  it  giving  the  sensation  as  if  it  were  fixed  to  the 
subjacent  tissues,  not  gliding  over  them  as  in  a  state  of  health.  The 
margin  of  the  os  uteri  is  more  shar])ly  defined  than  normal,  giving  the 
impression  to  the  finger  that  the  cervix  is  more  friable  than  in  health. 
In  some  instances  the  cervix  becomes  hypertrophied,  and  assumes  the 
form  of  a  mushroom,  the  lower  portion  spreading  out  whilst  the 
cervix  above  retains  its  normal  size. 

When  the  ulcerative  stage  has  set  in,  the  diagnosis  is  comparatively 
easy.  In  place  of  the  smooth  healthy  cervix,  the  finger  detects  a  deep 
and  ragged  ulcer,  with  hard  unyielding  edges,  bleeding  readily  on 
touch  ;  the  surface  is  rough  and  friable,  crumbling  away  if  scraped 
with  the  finger-nail,  and  giving  rise  to  profuse  haemorrhage.  In  the 
more  advanced  stages  this  condition  has  been  described  as  cancer 
crater. 

The  morbid  process  has  by  this  time  extended  up  the  cervical 
canal  as  well  as  to  the  vagina  and  surrounding  tissues,  which  become 
infiltrated  with  the  malignant  deposit,  thus  fixing  the  uterus  in  the 
X)elvis. 

If  a  small  portion  of  this  friable  mass  be  examined  microscopically, 
«ve  shall  find  it  to  consist  of  cells  closely  resembling  epithelium,  but 
varying  considerably  in  outline,  round,  oval,  fusiform,  caudate,  or 
polygonal.  These  cells  are  grouped  together  irregularly  within  the 
alveoli  of  a  fibrous  stroma,  without  any  intercellular  substance,  and 
are  characterised  by  their  large  size  and  by  the  magnitude  and  pro- 
minence of  their  nuclei,  which  are  round  or  oval  in  shape,  and  con- 
tain one  or  more  bright  nucleoli.  There  is  no  spec^/^c  cancer-celL  It 
is  the  general  character  of  the  cells,  together  with  their  mode  of  dis- 
tribution in  the  meshes  of  a  fibroid  stroma,  that  deteimines  the 
nature  of  the  growth  to  which  they  belong.  (Green.) 

Differentiation. — In  the  very  early  stage,  the  diagnosis  of  cancer 
of  the  cervix  is  extremely  difficult.  The  main  points  to  be  relied  upon 
are  the  readiness  with  which  haemorrhage  occurs  on  the  slightest 
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touch  ;  the  induration,  hypertrophy,  irregular  or  nodulated  surface  of 
the  cervix ;  the  fixidity  or  immobility  of  the  mucous  membrane,  and 
the  unyielding  nature  of  the  cervix  under  the  influence  of  sponge 
tents. 

The  induration  due  to  areolar  hyperplasia  has  more  feeling  of 
elasticity  than  is  found  in  cancer,  and  under  the  influence  of  a  sponge 
tent  the  cervix  becomes  dilated  and  softened.  There  is  usually  a 
history  of  long-standing  uterine  disorder,  menstruation  being  more 
scanty  than  profuse,  the  pain  being  increased  during  the  menstrual 
flow  in  place  of  being  relieved  by  haemorrhage  as  in  cancer. 

Where  hyperplastic  induration  of  the  cervix  is  combined  with 
fibroid  of  the  uterus,  and  the  organ  is  impacted  in  the  pelvis,  it  may 
be  very  difiicult  to  diflferentiate  this  condition  from  cancerous  infiltra- 
tion, inasmuch  as  monorrhagia,  immobility  of  the  uterus  and  enlarge- 
ment of  the  cervix  are  alike  common  to  both  conditions.  The  history 
of  the  case,  duration  of  the  symptoms,  and  progress  of  the  growth, 
will  generally  enable  us  to  decide  the  question. 

Hypertrophy  of  the  follicles  of  the  os  uteri  from  occlusion,  when 
small  nodular  projections  with  a  whitish  translucent  centre  are  found 
on  the  lower  portion  of  the  cervix,  which  is  very  congested,  may  give 
rise  to  a  supposition  of  cancer.  Puncture  of  the  follicles,  thereby 
allowing  the  mucous  secretion  to  escape,  the  softness  of  the  cervix, 
and  absence  of  any  constitutional  symptoms,  will  generally  prevent 
our  mistaking  the  two  conditions. 

Syphilitic  growths  or  ulcers  are  comparatively  rare  productions  on 
the  cervix  uteri;  still,  the  possibility  of  their  occurrence  should  make 
us  careful.  The  history  of  syphilis  will  generally  be  distinct.  On 
examination  the  surface  does  not  present  the  soft  friable  character 
usually  met  with  in  cancer,  it  does  not  bleed  so  readily  on  touch,  and 
the  discharge  has  not  the  penetrating  odour  so  characteristic  of  cancer. 
The  application  of  nitric  acid,  and  the  influence  of  constitutional 
treatment,  if  the  case  be  syphilitic,  will  also  tend  to  clear  up  the 
diagnosis.  Examination  of  a  small  portion  of  the  growth  microsco- 
pically should  never  be  neglected  if  there  be  any  doubt. 

Syphilitic  ulceration  has  been  known  to  extend  to  the  bladder  and 
rectum,  laying  open  these  cavities,  and  pT'oducing  a  condition  similar 
to  that  occurring  in  the  latter  stages  of  cancer. 

When  cancer  of  the  cervix  has  progressed  to  the  ulcerative  stage, 
it  is  sometimes  confounded  with  laceration  of  the  cervix  from  partu- 
rition, eversion  of  the  lipSj  and  intense  granular  degeneration  of  the 
exposed  surface.  In  these  latter  cases,  however,  the  cervix  is  gene- 
rally softer  even  than  normal,  and  haemorrhage  is  far  less  likely  to 
occur  from  digital  exploration  than  it  would  be  in  cancer.  The  dis- 
charge met  with  in  laceration  of  the  cervix  is  usually  more  of  a  viscid 
mucopurulent  character,  free  from  any  off'ensive  odour,  as  would 
in  all  probability  be  the  case  in  cancer  at  such  a  stage.  The  duration 
of  the  symptoms,  progress  of  the  case,  results  of  appropriate  treatment 
and  of  microscopical  examination,  will  also  assist  materially  in  clearing 
up  the  diagnosis.  In  cases  of  cancer,  if  the  speculum  be  resorted  to 
it  must  be  passed  with  the  greatest  care,  as  otherwise  profuse  haemor- 
rhage may  be  induced.    The  normal  contour  of  the  cervix  will  be 


224 


CANCEE  OF  THE  UTERUS. 


seen  to  be  altered  materially.  It  is  enlarged,  irregular  in  outline,  the 
central  portion  eaten  away,  the  surface  being  ulcerated  and  bleeding 
readily  upon  the  least  touch,  whereas  in  cases  of  laceration  of  the 
cervix,  although  the  cervix  presents  an  intensely  injected  florid  ap- 
pearance, there  is  no  ulceration  or  loss  of  tissue,  but  merely  a  granular 
degeneration  of  the  mucous  surface.  This  does  not  bleed  anything 
like  as  readily  as  would  be  the  case  in  cancer. 

Fibrous  polypus  of  the  uterus  that  has  been  extruded  from  thef 
cervix  and  grown  after  its  descent  into  the  vagina  may  simulate 
closely  the  appearance  of  cancer  in  the  ulcei-ative  stage.  Instances 
have  been  recorded  where  adhesions  between  the  polypus  and  con- 
tiguous portions  of  the  vagina  have  taken  place,  preventing  the 
passage  of  the  examining  finger,  which  encounters  only  a  soft  sloughing 
or  ulcerated  mass,  bleeding  readily  on  touch  and  giving  rise  to  a  more 
or  less  constant  watery  or  sero-sanguineous  discharge.  Under  these 
circumstances  the  case  may  easily  be  mistaken  for  one  of  cancer.  The 
duration  of  the  disease,  extending  over  a  longer  period  than  would 
probably  have  been  possible  with  cancer,  the  comparatively  slight 
amount  of  pain,  the  absence  of  well-marked  foetor  of  the  discharge, 
and  the  softer,  less  friable  condition  of  the  surface,  should  put  us  on 
oar  guard. 

If,  then,  on  careful  examination,  we  can  succeed  in  passing  the 
sound  or  the  end  of  the  finger  between  the  growth  and  the  vaginal 
wall,  tearing  through  any  adhesions  if  necessary,  so  as  to  distinguish 
the  cervix  uteri  beyond  encircling  the  pedicle  of  the  polypus,  the 
diagnosis  will  be  determined. 

When  a  large  fibrous  polypus  has  descended  into  the  vagina,  and 
its  lower  surface  become  irregular  and  sloughy,  it  may  readily  be 
mistaken  for  cancer.  The  absence  of  any  depression  in  the  centre 
corresponding  to  the  os  uteri,  the  fact  of  the  finger  being  able  to  be 
pai^sed  between  the  growth  and  the  vagina,  so  as  to  detect  the  cervix 
uteri  beyond  with  its  smooth  rim,  and  the  pedicle  of  the  polypus 
emerging  from  it,  will  enable  us  to  recognise  the  nature  of  the  case. 

When  the  disease  has  extended  to  the  surrounding  tissues,  infil- 
trating them  and  fixing  the  uterus,  cancer  has  been  mistaken  for 
pelvic  cellulitis,  but  in  this  latter  condition  the  history  of  the  onset, 
generally  following  parturition,  the  detection  of  the  deposit  around 
the  uterus,  and  the  absence  of  any  ulceration  of  the  cervix  or  foetid 
discharge,  should  prevent  our  making  any  mistake  in  the  diagnosis. 

Progfiosis. — Where  the  diagnosis  of  the  disease  has  not  been  made 
sufficiently  early  for  operative  interference  to  be  of  any  lasting  bene- 
fit, the  prognosis  is  generally  most  unfavourable. 

It  is  true  that  instances  of  spontaneous  recovery  from  uterine 
cancer  have  been  recorded  upon  unquestioned  authority,  the  mass 
sloughing  away,  the  surface  healing  over,  and  the  patient  recovering  ; 
but  these  cases  are  extremely  rare,  and  such  a  contingency  can  scarcely 
be  regarded  as  more  than  a  bare  possibility.  The  more  general  result  is 
for  the  disease  to  terminate  fatally  within  eighteen  months  to  two  years  , 
after  recognition  of  its  character.  In  some  cases  profuse  haemorrhage 
may  cut  short  life  within  a  few  months  ;  in  other  instances  life  may  be 
prolonged  for  many  years,  the  disease  progressing  very  slowly. 
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The  form  of  cancer  will  influence  the  prognosis  as  to  the  probable 
duration  of  the  disea  e.  Medullary  carcinoma  is  the  most  acute  of 
all  cancers,  and  generally  runs  a  very  rapid  course,  whereas  epithe- 
lioma progresses  far  more  slowly,  and  is  also  not  uniformly  progressive, 
its  course  being  apparently  arrested  for  a  time,  leading  the  patient  to 
infer  that  a  cure  has  been  effected. 

The  prognosis  is  also  influenced  by  treatment.  If  the  diseased 
mass  can  be  removed,  or  the  condition  of  the  surface  altered  by  means 
of  various  applications,  so  as  to  restrain  hsemoi'rhage  and  check  septic 
absorption,  life  may  be  materially  prolonged. 

Under  any  circumstances  it  is  not  advisable  to  tell  a  patient,  per- 
fectly unprepared  it  may  be  to  receive  so  severe  a  sentence,  that  she 
is  sufiering  from  a  hopelessly  incurable  form  of  cancer.  There  is 
always  the  possibility  of  an  error  in  diagnosis  and  of  relief  by  treat- 
ment, and  we  should  hesitate  to  condemn  a  patient,  already  the  sub- 
ject of  much  physical  sufiering  as  well  as  mental  anguish,  to  unmiti- 
gated despair.  It  is  quite  sufficient  to  guard  oneself  by  pronouncing 
the  case  to  be  one  of  a  serious  nature  and  not  readily  amenable  to 
treatment,  or  only  susceptible  of  temporary  benefit,  at  the  same  time 
holding  out  hopes  of  improvement,  and  promising  that  everything 
possible  shall  be  done  with  a  view  to  arrest  the  progi*ess  of  the  disease 
and  allay  sufiering. 

Terminations. — Spontaneous  cure,  by  sloughing  of  the  diseased 
mass,  although  extremely  rare,  is  not  impossible.  It  has  been  known 
to  follow  parturition.  The  usual  mode  of  termination  is  by  ex- 
haustion from  haemorrhage  associated  with  septicaemia  from  absorption 
of  putrid  fiuid.  The  nutrition  becomes  seriously  impaired,  owing  to 
the  inability  to  take  food,  and  in  some  cases  actual  starvation  occurs. 
Ursemic  convulsions  from  suppression  of  urine,  in  consequence  of  the 
retrograde  impairment  of  the  urinary  apparatus  leading  to  hydro- 
nephrosis, or  from  occlusion  of  the  ureters,  not  infrequently  produces 
a  fatal  termination. 

Amyloid  degeneration  of  the  kidneys  and  liver  is  not  uncommon. 
Yenous  thrombosis  may  give  rise  to  phlegmasia  dolens  or  to  embolism 
which  terminates  fatally.  Extension  of  the  disease  to  the  peritoneum 
may  set  up  peritonitis  which  proves  fatal,  or  death  may  result  more 
or  less  suddenly  from  shock  due  to  perforation  into  the  peritoneal 
cavity. 

Contagiousness  of  Ca,ncer. — The  fact  that  husbands  live  with  their 
wives  long  after  the  disease  has  been  recognised,  and  that  no  authentic 
instance  of  the  disease  being  propagated  from  one  to  the  other  has 
been  recorded,  goes  far  to  disprove  the  theory  of  its  being  contagious." 
As  Dr.  Barnes  suggests,  possibly  grafting  on  a  raw  surface  is  necessary, 
and  probably  the  malignant  cells  will  only  retain  their  vitality  in 
tissues  of  congenial  morbidity. 

Complication  with  pregnancy  is  by  no  means  uncommon,  and 
always  increases  the  danger  to  life,  inasmuch  as  the  growth  progresses 
more  rapidly  and  haemorrhage  is  often  severe.  If  premature  labour  be 

1  Since  writing  the  above  I  have  met  with  an  instance  of  cancer  occurring  in  the 
cervix  uteri  shortly  after  the  husband  of  the  patient  had  died  from  cancer  of  the 
penis. 
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induced  artificially,  there  is  great  difficulty  in  getting  the  cervix 
dilated  sufficiently  to  allow  the  foetus  to  pass,  and  even  if  this  be 
accomplished  there  is  great  risk  of  dangerous  or  even  fatal  violence 
being  produced.  The  cervix  has  before  now  been  amputated  at  the 
mid  period  of  pregnancy  without  interfering  with  the  progress  of 
this  latter,  which  went  on  to  full  term. 

The  Porro-Freund  operation,  or  extirpation  of  the  entire  uterus, 
may  be  performed  with  a  fair  prospect  of  success,  provided  the  malig- 
nant disease  is  confined  to  the  cervix  uteri,  and  has  not  yet  involved 
the  vagina. 

Successful  cases  have  been  recorded  by  Mr.  Spencer  Wells,  Sir 
William  MacCormac,  and  others. 

If  the  condition  of  the  cervix  be  not  detected  until  the  latter 
months  of  pregnancy,  the  better  plan  is  probably  to  wait  until  nearly 
or  quite  full  term,  then  induce  uterine  action  and  perform  the  Porro- 
Freund  operation  or  csesarian  section  in  the  interests  of  the  child.  A 
case  in  which  this  latter  plan  was  pursued  recently  at  Middlesex 
Hospital  terminated  favourably  to  both  mother  and  child. 

Treatment. — If  detected  sufficiently  early,  before  infiltration  has 
taken  place  into  the  surrounding  tissues,  when  the  morbid  process  is 
wholly  confined  to  the  cervix,  the  expediency  of  operative  interference 
should  at  once  be  considered.  If  the  physical  signs  be  sufficient  to 
warrant  the  supposition  of  cancer,  in  place  of  waiting  to  see  whether 
the  disease  progresses,  a  second  opinion  should  at  once  be  suggested,  so 
that  no  delay  whatever  may  occur,  for  it  is  only  in  the  very  early 
stage,  when  the  uterus  is  still  mobile,  that  operative  measures  are  at 
all  likely  to  be  of  service.  Even  though  recurrence  of  the  malady 
should  take  place  after  operation,  the  course  of  the  disease  will  be  pro- 
tracted, the  patient's  life  prolonged,  and  much  suflering  averted,  if 
only  proper  care  be  taken  in  effiscting  as  complete  a  removal  as  pos- 
sible of  all  diseased  tissue.  If  the  case  be  one  of  epithelioma  or  cauli- 
flower excrescence  of  the  cervix,  or  medullary  cancer  assuming  the 
mushroom  form,  where  the  mass  is  circumscribed,  where  a  distinct 
neck  of  normal  tissue  can  be  felt  above  the  diseased  mas?:,  where  the 
uterus  is  mobile  and  there  is  no  evidence  of  glandular  or  constitu- 
tional infection,  removal  by  means  of  amputation  of  the  cervix  should 
certainly  be  performed. 

AmpiUation  of  the  cervix  may  most  readily  and  with  the  greatest 
amount  of  safety  be  performed  by  means  of  the  gal vano- cautery.  The 
danger  of  drawing  in  a  portion  of  the  vaginal  cul-de-sac,  the  risk  of 
haemorrhage,  and  the  fear  of  septic  absorption  are  thus  materially 
lessened. 

In  oi'der  to  allay  nervousness  and  prevent  the  patient  moving 
whilst  adjusting  the  wii^e,  it  is  generally  better  to  give  the  patient  an 
anassthetic.  Placing  her  then  either  in  the  left  lateral,  semi-prone,  or 
in  the  lithotomy  position,  the  diseased  mass  is  seized  with  a  vul- 
sellum  and  the  cervix  thus  held  firm,  little  or  no  traction  being 
employed.  The  cold  wire  loop  is  then  passed  over  the  handle  of  the 
vulsellum  and  adjusted,  by  aid  of  the  finger,  round  the  cervix,  the 
loop  being  gradually  tightened  until  it  becomes  somewhat  imbedded 
in  the  tissue  of  the  cervix.    The  current  of  electricity  is  then  passed 
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through  the  wire,  which  is  thus  brought  to  a  white  heat  or  made  red- 
hot,  as  desired.  The  loop  is  meanwhile  slowly  tightened  until  the 
whole  thickness  of  the  cervix  is  cut  through.  ^  It  is  well  to  proceed 
very  gradually  and  not  to  induce  too  white  a  heat,  or  otherwise  the 
tissues  are  divided  so  rapidly  that  haemorrhage  may  occur.  The 
diseased  mass  being  removed,  the  stump  should  now  be  examined 
carefull}'.  A  duckbill  speculum  being  introduced,  the  surface  of  the 
stump  should  be  explored  with  the  finger,  when,  if  any  induration  be 
detected,  the  tissues  may  still  further  be  destroyed  by  means  of  the 
galvanic  porcelain  button,  which  may  also  be  employed  to  arrest 
haemorrhage. 

If  the  operator  prefer  seeing  what  he  is  doing,  a  Sims's  speculum 
may  be  employed  and  the  sides  of  the  vagina  held  apart  by  retractors, 
before  adjusting  the  galvanic  wire. 

After  removal,  care  must  be  taken  not  to  exert  too  great  pressure 
on  the  stump,  if  it  be  found  requisite  to  plug  the  vagina  on  account 
of  haemorrhage.  A  stream  of  iced  water  will  generally  be  found  to 
be  sufficient  to  stop  any  bleeding,  the  porcelain  button  being  used  if 
any  small  spouting  arteries  be  detected.  A  few  plugs  of  cotton-wool 
or  strips  of  lint  soaked  in  carbolised  oil  should  then  be  packed  in  the 
vagina,  a  X-^^'^^i^^^'^ft©  applied,  and  the  patient  kept  quiet  in  bed. 
Should  any  oozing  continue,  it  may  be  necessary  to  remove  the  pack- 
ing and  apply  the  liq.  ferri  pei'chlor.  to  the  stump,  or  this  may  be 
done  before  the  packing  is  resorted  to.  The  dressing  should  be  re- 
moved the  following  day,  the  vagina  syringed  out  with  a  little  warm 
carbolic  acid  lotion,  and  then  a  strip  of  oiled  lint  again  inserted ; 
this  being  repeated  for  the  first  week  or  so.  It  will  be  necessary  to 
watch  the  case  and  adopt  means  to  prevent  the  os  uteri  closing 
during  the  process  of  cicatrisation,  which  generally  occupies  two  or 
three  weeks  at  least.  All  risk  of  impregnation  should  be  avoided.  If 
any  recuirence  of  the  disease  show  itself,  the  application  of  nitiic 
acid,  bromine,  or  other  similar  agent  should  be  resorted  to  from  time 
to  time. 

Removal  of  the  vaginal  portion  of  the  cervix  may  be  accomplished 
by  means  of  curved  scissors,  but  should  never  be  done  if  the  galvano- 
cautery  can  possibly  be  obtained,  as  the  risk  of  haemorrhage  which 
may  prove  uncontrollable  is  very  great.  The  fact  of  haHng  to  drag 
on  the  cervix  so  as  to  bring  it  as  near  the  vulva  as  possible  to  enable 
the  scissors  to  be  used  effectually,  constitutes  a  serious  danger,  in  that 
in  our  effort  to  remove  the  whole  of  the  diseased  tissue  we  may 
readily  cut  into  the  retro-uterine  peritoneal  pouch. 

The  ordinary  single  wire  or  chain  ecraseur  has  also  a  similar 
objection,  and  the  risks  of  septic  absorption  are  much  increased.  If 
either  of  these  methods  be  adopted  it  is  well  to  apply  the  actual  or 
benzoline  cautery  after  removal  of  the  cervix,  so  as  to  destroy  efiectu- 
ally  all  traces  of  the  diseased  tissue,  as  well  as  to  prevent  or  check 
haemorrhage  and  lessen  the  risk  of  septicaemia. 

Whatever  method  be  employed,  some  little  inflammatory  mischief 
with  subsequent  infiltration  around  the  uterus  generally  occurs. 

In  those  cases  where  the  disease  seems  to  be  limited  more  to  the 
cervical  canal,  extending  up  beyond  the  level  of  the  vaginal  portion 
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of  the  cervix,  Dr.  Marion  Sims's  operation  may  be  advisable.  The 
patient  being  placed  in  the  semi-prone  position,  a  Sims's  speculum  is 
introduced  into  the  vagina,  the  cervix  held  firmly  by  a  tenaculum, 
and  then  a  wedge-shaped  portion  excised  by  means  of  his  own  uterine 
knife,  so  as  to  form  a  cone-shaped  cavity,  the  apex  being  at  the  in- 
ternal OS.  A  cautery  is  generally  requisite  to  check  haemorrhage,  it 
is  also  of  service  in  enabling  the  operator  to  destroy  the  tissues  more 
deeply  than  might  be  deemed  prudent  with  the  knife,  and  the  risk  of 
septic  absorption  is  also  lessened.  A  tampon  saturated  with  an 
alcoholic  solution  of  bromine  (1  in  5  of  rectified  spirit)  carefully 
prepared — or  with  a  solution  of  chloride  of  zinc  (300  grs.  to  the  ounce 
of  water) — is  then  packed  into  the  cavity.  Another  tampon  satu- 
rated with  oil  is  next  inserted,  and  then  a  larger  one,  soaked  in  carbonate 
of  soda,  to  protect  the  vagina.  A  slough  is  thus  produced,  and  any 
cancer  cells  or  germs,  which  may  have  penetrated  beyond  the  portion 
of  the  tissue  removed,  eradicated.  It  will  be  necessary  to  employ 
opiates  to  allay  pain.  The  tampon  may  be  allowed  to  remain  six  to 
twelve  hours,  and  then  removed.  The  slough  generally  comes  away 
at  about  the  end  of  a  week. 

Emmet  advises  making  a  clean  amputation  of  the  cervix  when  we 
can  do  so,  and  to  cover  the  stump  by  sliding  the  vaginal  tissue  over 
it,  and  securing  the  edges  of  the  flaps  with  sutures. 

Extirpation  of  the  Uterus,  by  gastrotomy,  has  recently  been 
advocated  by  Freund  and  others,  when  the  disease  has  been  dis- 
covered early,  the  uterus  being  still  mobile  and  the  vagina  unaffected, 
as  offering  a  better  prospect  of  effecting  a  radical  cure  than  by  any 
other  means.  The  steps  of  the  operation  are  similar  to  those  pur- 
sued in  cases  of  ovariotomy  up  to  a  certain  stage.  Anaesthesia 
having  been  produced  and  the  carbolic  spray  employed,  the  vagina 
is  syringed  out  with  a  solution  of  carbolic  acid,  1  in  10.  An  incision 
along  the  linea  alba  is  then  made,  the  intestines  are  drawn  up  out  of 
the  pelvis  and  held  there  in  a  soft  linen  cloth  or  by  means  of  a  large 
flat  sponge  wrung  out  of  a  5  per  cent,  solution  of  carbolic  acid.  The 
fundus  uteri  is  then  seized  by  means  of  a  fenestrated  forceps,  or  by 
means  of  a  stout  ligature  passed  through  the  tissue  of  the  uterus,  if 
this  be  healthy,  and  the  organ  drawn  upwards  by  an  assistant.  The 
broad  ligaments  are  then  secured  by  three  ligatures  on  either  side, 
the  upper  loop  being  passed  through  the  Fallopian  tube  above  and 
the  ovarian  ligament  IdoIow,  the  middle  one  transfixing  the  ovarian 
ligament  above  and  the  round  ligament  below,  so  as  to  avoid  wound- 
ing any  of  the  vessels  contained  in  the  broad  ligaments. 

The  lowermost  loop  requires  a  special  manoeuvre ;  an  unarmed 
perineal  needle  is  pushed  up  from  the  vagina  into  the  peritoneal 
cavity  in  front  of  the  broad  ligament,  and  anterior  to  the  uterine 
artery,  the  site  of  which  has  previously  been  determined  by 
bimanual  examination.  The  needle  is  then  threaded  and  draw^n 
back  into  the  vagina,  returned  through  the  same  vaginal  puncture 
into  Douglas's  pouch  behind  the  broad  ligament,  unthreaded,  and  the 
ligature  drawn  upwards  into  the  abdomen.  The  loop  is  now  com- 
pleted by  transfixing  the  substance  of  the  round  ligament.  The  six 
ligatures  are  now  tied,  and  the  free  ends  of  each  one  fastened 
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together  by  a  knot,  the  uppermost  ligature  on  each  side  having  two 
knots  made  in  it  in  order  to  distinguish  it  from  the  others.  The 
broad  ligament  should  next  be  severed  on  each  side  as  far  down  as 
the  round  ligament,  and  all  bleeding  vessels  secured. 

The  upper  and  posterior  limits  of  the  bladder  having  been  defined 
by  the  catheter,  the  peritoneum  uniting  the  bladder  to  the  womb  is 
divided  by  the  knife.  The  front  surface  of  the  womb  is  then  sepa- 
rated from  the  bladder  by  the  fingers  or  the  handle  of  a  knife,  the 
fundus  uteri  being  meanwhile  drawn  upwards  and  backwards  by  an 
assistant  out  of  the  pelvis,  by  means  of  the  transfixing  ligature  or 
forceps. 

As  soon  as  the  anterior  vaginal  vault  appears  as  a  reddish  fold  at 
the  bottom  of  the  wound,  it  is  punctured  from  the  vaginal  side  by  a 
gunrded  knife  and  the  opening  enlarged  on  both  sides.  One  or  two 
fingers  are  then  passed  from  above  through  the  wound  into  the  os 
uteri,  and  the  cervix  is  gradually  drawn  upward  by  their  means 
until  the  posterior  vaginal  cul-de-sac  is  fully  exposed,  and  the  posi- 
tion of  the  two  lowermost  ligatures  is  seen.  The  incision  can  then 
be  carried  round  the  cervix  so  as  to  sever  the  uterus  completely  from 
its  remaining  attachments,  without  risk  of  dividing  the  lowest  loop  of 
ligatures,  and  with  the  least  risk  of  injury  to  the  ureters. 

The  uterus  is  then  removed  through  the  abdominal  wound,  and 
the  parts  thoroughly  cleansed  with  a  5  per  cent,  solution  of  carbolic 
acid.  If  the  woman  has  not  yet  reached  the  menopause,  the  ovarias 
should  be  also  removed. 

This  may  be  done  either  by  placing  the  uppermost  loop  of 
the  three  ligatures  outside  of  the  ovary,  or  by  transfixing  and  tying 
the  pedicle  of  each  ovary  independently  of  this  loop.  After  the 
uterus  is  detached,  the  knotted  ends  of  the  six  ligatures  are  pushed 
down  through  the  hole  in  the  vaginal  vault  and  drawn  tense. 
Strong  traction  is  made  upon  the  uppermost  ligatures  on  either  side, 
distinguished  by  the  double  knots,  so  as  to  bring  the  ligatured 
stumps  of  broad  ligament  down  into  the  vagina.  The  uninjured  por- 
tions of  the  anterior  and  posterior  layers  of  pelvic  peritoneum  fall 
together  in  a  transverse  fold  and  obliterate  the  opening.  The  trans- 
verse slit  thus  formed  is  sewn  up  by  gut  sutures  so  as  to  shut  off 
completely  the  peritoneal  cavity  from  the  vagina. 

A  tampon  of  cotton,  secured  by  a  coloured  string  to  distinguish  it 
from  the  ligatures,  soaked  in  (10  per  cent.)  carbolised  oil,  is  then 
pushed  up  into  the  vagina,  by  which  canal  the  ligatures  also  are 
brought  out,  and  the  operation  is  finally  completed  by  closing  up  the 
abdominal  wound. 

Where  the  cervix  is  in  a  state  of  cancerous  ulceration,  or  its  con- 
dition is  such  as  to  cause  a  risk  of  contaminating  the  peritoneum, 
amputation  may  be  performed  previously,  or  the  diseased  mass 
scraped  away  and  the  surface  touched  with  the  actual  cautery  or 
strong  carbolic  acid. 

As  the  operation  is  of  necessity  a  prolonged  one,  the  carbolic 
spray  should  not  be  allowed  to  play  directly  into  the  abdominal 
cavity.  The  surface  of  the  body  should  be  protected  as  far  as  pos- 
sible from  exposure,  so  as  to  avoid  the  depressing  influence  of  cold. 
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The  bladder  must  be  emptied  just  previous  to  the  operation,  and 
great  care  exercised  not  to  injure  the  ureters  during  the  removal  of 
the  uterus. 

The  chief  dangers  which  beset  the  patient  after  operation  are 
shock,  hiemorrhage,  septicaemia,  and  serious  damage  to  the  ureters 
and  other  organs,  through  laceration  or  unintentional  inclusion  in 
ligatures. 

Of  twenty-eight  recorded  cases,  only  nine  recoveries  occuri'ed,  so 
that  the  operation  must  still  be  regarded  as  one  re- 
quiring further  expeiience  to  determine  its  merits. 

It  is  safe,  both  as  regards  the 
life  of  the  patient  and  the  credit 
of  the  operation,  to  consider  that 
nothing  should  be  done  if  there 
be  the  least  likelihood  that  any- 
thing cannot  be  done. 

For  the  information  of  the 
student  it  may  here  be  mentioned 
that  Porro's  operation  is  a  supra- 
vaginal amputation  of  the  healthy 
gravid  uterus,  in  addition  to  the 
csesarean  section,  in  cases  of  par- 
turition, where  the  pelvis  is  de- 
formed. Freund's  operation  is 
total  excision  of  a  cancerous  uterus 
by  abdominal  section. 

E  em  oval  of  the  cancerous 
uterus  per  vaginam  has  been  at- 
tempted, but  thus  far  the  results 
have  not  been  very  satisfactory. 
The  operation  itself  is  attended  by 
greater  difficulties  and  dangers 
than  in  the  case  of  abdominal 
section. 

Even  when  the  disease  has  not 
been  detected  sufficiently  early  to 
allow  of  its  complete  eradication, 
it  may  still  not  only  be  justifiable 
but  advisable  to  remove  as  much 
of  the  diseased  mass  as  possible,  in 
order  to  diminish  haemorrhage 
and  foetid  discharge  and  lessen  the 
risk  of  septic  absorption.  If  any  ^■'Lv  rigM?.^ 
large  vegetating  surface  exist,  the 
galvano-cautery  may  first  be  used  to  remove  this, 
and  then  as  much  more  diseased  tissue  as  deemed 
prudent  removed,  by  scrcqoing  the  exposed  surface,  either  with 
Recamier's  or  Sims's  curette,  or  by  means  of  Simon's  scoop  (fig.  12.3), 
or  one  bent  at  right  angles  as  in  fig.  124. 

The  selection  of  a  sharp  scoop  or  blunt  curette  will  depend  upon 
the  nature  of  the  mass  to  be  removed,  whether  it  be  deeply  imbedded 
in  the  uterine  tissue  or  is  more  superficial. 


Fig.  123.— Simon's 
Scoop. 
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The  deeper  we  get  the  greater  the  caution  that  must  be  employed 
not  to  tear  through  the  peritoneal  border  of  the  uterus.  The  normal 
tissue  being  more  resistant  than  the  diseased,  and  the  latter  more 
friable,  this  danger  may  be  avoided  if  the  examining  finger  explore 
from  time  to  time  the  condition  of  the  surface  and  care  be  taken  to 
employ  a  blunt  curette. 

Unless  the  patient  be  very  nervous,  it  is  not  necessary  to  give  an 
anaesthetic,  as  the  operation  is  comparatively  painless,  nor  is  it  requi- 
site to  use  a  speculum,  the  operator  having  to  depend  upon  the  sense 
of  touch. 

Haemorrhage  is  often  very  free,  and  the  operation  should  never  be 
undertaken  unless  either  the  actual,  benzoline,  or  galvanic  cautery  are 
at  hand  to  sear  the  surface  so  as  to  check  bleeding.  In  many  cases 
it  is  prudent,  having  removed  the  superficial  portions  of  the  diseased 
mass,  to  employ  the  cautery  only  for  the  deeper  structures.  '  Either 
Sims's  speculum  or  a  cylinder  made  of  boxwood  or  ivory,  from  one 
to  two  inches  or  more  in  diameter,  and  varying  in  length  from  four 
to  six  inches,  depending  upon  the  capacity  of  the  vagina,  should  then 
be  inserted,  so  as  to  expose  the  surface  to  view  and  enable  the 
cautery  to  be  employed  without  injury  to  the  vulva. 

Where  the  disease  has  advanced  to  the  ulcerative  stage,  the 
vagina  is  implicated,  the  rectum  or  bladder  involved,  and  infiltration 
into  the  deep  pelvic  tissues  has  taken  place,  the  cancerous  cachexia 
being  well  pronounced,  it  is  seldom  expedient  to  attempt  any  opera- 
tive interference  with  a  view  to  removal  of  diseased  tissue.  Still, 
where  the  haemorrhage  and  discharge  are  very  profuse  and  the  patient's 
powers  are  not  utterly  prostrated,  the  application  of  one  or  other 
form  of  cautery  to  the  surface,  or  of  the  strong  perch loride  of  iron  or 
other  similar  agent,  may  be  admissible. 

Certain  chemical  agents  have  from  time  to  time  been  recommended 
as  local  applications  for  the  destruction  of  the  diseased  mass.  Of 
these  the  strong  nitric  acid,  bromine,  potassa  fusa,  potassa  cum  calce, 
chloride  of  zinc,  strong  acetic  acid,  chromic  acid,  sulphuric  acid,  and 
sodium  ethylate,  are  the  chief. 

Where  the  practitioner  cannot  command  either  of  the  forms  of 
cautery  previously  alluded  to,  the  application  of  the  strong  nitric 
acid  offers  certain  advantages.  If  efficiently  applied  it  relieves  pain, 
arrests  haemorrhage,  and  lessens  the  amount  of  discharge. 

To  apply  it,  a  Fergusson's  glass  speculum,  as  large  as  the  vagina 
will  admit,  must  first  be  passed  up  to  the  cervix,  against  which  the 
end  is  firmly  pressed.  The  surface  having  been  mopped  as  dry  as 
possible  by  means  of  cotton  wool,  a  Playfair's  probe,  coated  with  the 
same  material  tightly  wound  round  it,  is  saturated  with  the  acid,  any 
siipei^fluity  being  carefully  pressed  out  against  the  neck  of  the  bottle. 
The  acid  is  then  applied  thoroughly  to  the  whole  of  the  diseased  sur- 
face, the  point  of  the  probe  being  also  pressed  into  any  irregularities 
so  as  to  destroy  more  effectually  the  mass.  It  is  well  to  have  several 
probes  ready,  so  that  fresh  relays  of  acid  may  be  employed.  A  mop 
soaked  in  a  saturated  solution  of  carbonate  of  soda  should  then  be 
used  to  neutralise  any  excess  of  acid  and  prevent  it  injuring  the 
vagina.  A  plug  of  cotton- wool  soaked  in  glycerine  is  then  passed  up 
to  the  cervix  uteri  and  left  there  for  the  next  twelve  hours  or  so. 
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The  same  precautions  will  need  to  be  taken  if  either  of  the  other 
strong  acids  be  selected.  If  chromic  acid  be  employed,  the  crystals 
are  moistened  with  water,  so  as  to  make  a  fresh  saturated  solution. 
Acetic  acid,  added  to  a  section  of  cancer  on  the  microscopic  slide,  dis- 
solves the  cell-walls  and  also  affects  the  nuclei.  Not  coasjulatinff 
albumen,  the  acid  may  diffuse  itself  through  a  tumour,  reaching 
every  part  equally,  and  may  probably  produce  similar  results  when 
the  cells  are  in  situ.  For  this  reason  Dr.  Broadbent  suggests  inject- 
ing equal  parts  of  acetic  acid  and  water  into  the  tissue  of  the  cervix, 
thereby  hoping  to  put  an  end  to  the  dividing  and  multiplying  of  the 
cells,  and  consequently  to  arrest  the  growth  of  the  tumour. 

Sulphuric  acid  may  be  employed  in  a  similar  manner  to  the 
method  described  for  nitric  acid,  asbestos  being  employed  in  place  of 
cotton,  or  the  acid  may  be  made  into  a  kind  of  paste  with  asbestos 
and  thus  applied  to  the  cervix,  whilst  the  speculum  is  retained  in  the 
vagina.  A  solution  of  carbonate  of  soda  should  then  be  injected  so 
as  to  wash  away  and  neutralise  every  trace  of  acid.  A  plug  of  cotton- 
wool soaked  in  oil  or  glycerine  should  then  be  inserted  and  left  in 
situ  for  the  next  twelve  hours  or  so. 

Bromine  is  regarded  as  exercising  a  special  influence  in  destroying 
cancer-cells,  and  has  been  tried  with  marked  benefit  in  many  cases. 
Care  must  be  taken  in  preparing  the  solution  not  to  inhale  the  fumes, 
which  are  very  irritating.  One  part  of  bromine  is  cautiously  dis- 
solved in  five  parts  of  rectified  spirit. 

A  small  pledget  of  cotton-wool  the  size  of  a  nut  is  saturated  with 
the  solution  and  passed  up  through  the  speculum  to  the  cervix  uteri. 
This  is  covered  over  with  a  piece  of  gutta-percha  tissue,  and  a  large 
plug  of  cotton- wool  soaked  in  carbonate  of  soda  then  passed  into  the 
vagina  to  neutralise  any  excess  of  bromine  that  may  escape.  The 
whole  is  left  in  situ  for  from  six  to  twelve  hours,  when  it  should  be 
removed,  and  warm  water  injected  into  the  vagina  to  remove  all 
traces  of  the  bromine.  Where  any  distinct  nodules  of  diseased 
tissue  are  detected,  it  is  advisable  to  inject  some  of  the  bromine 
solution  into  them  by  means  of  an  elongated  hypodermic  syringe,  the 
canula  of  which  is  made  of  platinum. 

Potassa  fusa,  or  w^hat  is  better  still,  as  being  more  manageable, 
jyotassa  cum  calce,  in  the  proportion  of  two  of  quicklime  to  one  of 
caustic  potash,  fused  into  sticks,  is  sometimes  applied.  It  should 
never  be  done  unless  the  patient  be  in  bed  and  remain  quietly  for 
some  few  days  or  more,  until  all  irritation  from  its  application  has 
subsided. 

As  large  a  Fergusson's  speculum  as  the  vagina  will  tolerate 
having  been  passed  up  to  the  cervix — this  latter  must  be  carefully 
cleansed  and  dried — a  dossil  of  cotton-wool  saturated  with  vinegar  or 
acetic  acid  is  then  passed  gently  just  within  the  os,  and  more  of  the 
same  material  similarly  prepared  should  be  packed  round  the  cervix, 
so  as  to  neutralise  any  excess  of  the  alkali  and  prevent  the  vagina 
being  injured.  The  stick  of  potassa  cum  calce,  secured  in  a  caustic- 
holder,  is  then  pressed  firmly  against  the  cervix,  changing  the  point 
of  application  every  few  seconds,  until  the  whole  surface  has  been 
cauterised. 
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A  solution  of  equal  parts  of  vinegar  and  water  should  then  be 
injected  into  the  speculum,  withdrawing  this  latter  a  little,  so  as  to 
allow  the  fluid  to  circulate  freely  all  round  the  cul-de-sac  of  the 
vagina.  The  pledget  of  cotton-wool  from  the  os  uteri  should  then  be 
removed,  and  the  vagina  washed  out  thoroughly.  A  tampon  of 
cotton-wool  saturated  with  glycerine  is  then  passed  up  to  the  cervix 
and  the  speculum  withdrawn.  A  morphia  suppository  may  be  passed 
per  anum,  or  a  full  dose  of  opium  given  to  allay  pain  and  procure  rest. 

Whenever  caustics  are  employed  they  should  be  applied  as 
thoroughly  as  the  circumstances  of  the  case  will  permit,  otherwise 
whilst  the  superficial  portions  are  being  destroyed  increased  action  is 
set  up  in  the  deeper  poi'tions  where  the  caustic  has  not  yet  reached, 
and  thus  the  growth  of  the  cancer  is  in  reality  augmented  instead  of 
being  retarded. 

If  caustics  are  employed  with  a  curative  intention,  they  must  be 
used  early,  fully,  and  decisively  (De  Morgan). 

The  caustic  treatment  is  especially  useful  in  cases  where  the 
patients  have  an  invincible  horror  of  the  knife.  It  is  more  applicable 
to  the  disease  when  it  occurs  in  the  mammce  or  other  superficial 
structures  than  it  is  to  the  uterine  manifestation  of  cancer. 

It  is  well  to  bear  in  mind  that  peritonitis,  pelvic  cellulitis,  phleg- 
masia dolens,  thrombosis  in  the  pelvic  veins,  and  even  tetanus  have 
followed  as  a  result  of  the  operation  of  applying  caustics,  and  there- 
fore every  precaution  should  be  taken  both  in  forewarning  the 
patient  of  the  possibility  of  such  a  sequence,  in  keeping  her  strictly 
quiet  for  several  days  following  the  application,  and  in  promptly 
allaying  any  irritation  that  may  be  set  up  by  means  of  opium  and 
other  appropriate  remedies. 

Agents  such  as  chloral  hydrate,  chlorate  of  potash,  and  pepsin, 
applied  in  form  of  powder  to  the  cervix,  and  kept  there  by  means  of 
a  tampon  moistened  with  glycerine  or  water,  have  been  recommended 
strongly  and  deserve  a  trial. 

To  be  of  service  they  must  be  applied  once  or  twice  daily,  and 
their  employment  persevered  in  for  a  lengthened  period.  A  satiu'ated 
solution  of  the  salt  does  equally  well.  Chloral  acts  as  a  local  sedative 
as  well  as  a  disinfectant.  A  solution  of  ten  to  thirty  grains  to  the 
ounce  answers  best.  A  plug  of  cotton- wool  is  saturated  with  this 
and  applied  to  the  diseased  surface. 

Palliative  Treatment. — Unfortunately,  it  too  often  happens  that 
the  disease  has  already  made  such  progress  before  the  patient  applies 
for  relief  that  all  hope  of  a  radical  cure  being  effected  is  futile.  We 
can  but  treat  symptoms.  Pain,  haemorrhage,  and  offensive  discharge 
being  the  three  most  prominent  symptoms,  our  attention  is  com- 
monly directed  to  relieving  these. 

Pain  can  best  be  allayed  by  means  of  opium  in  some  form.  It  is 
always  desirable  to  attempt  this  at  first  by  the  employment  of  sup- 
positories, so  as  to  leave  the  stomach  free  for  the  assimilation  of 
nourishment.  Five  grains  of  pil.  saponis  co.,  one  grain  of  the  extract 
of  opium,  morphia  in  half  to  one  grain  doses,  combined  or  not  with 
the  twentieth  of  a  grain  of  atrophine,  either  made  up  with  cocoa  butter 
or  the  gelatine  and  glycerine  mass  (1  to  4),  may  be  inserted  in  the 
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rectum,  or  a  starch  and  opium  injection,  containing  n^xx-lx  of  tinc- 
ture of  opium,  may  be  employed. 

The  hypodermic  injection  of  morphia,  or  of  morphia  and  atropine, 
answers  well  in  many  cases,  but  unless  the  patient  or  some  nurse  or 
friend  be  instructed  how  to  inject  it,  the  duty  of  attending  punctually 
at  stated  hours  daily  for  many  consecutive  months  is  apt  to  become 
very  irksome  to  the  practitioner. 

It  is  well  to  begin  with  about  a  third  of  a  grain  of  morphia  and 
gradually  increase  the  dose  as  necessity  requires,  or  lessen  the  in- 
tervals, or  both. 

As  the  pain  increases  in  severity,  opium  in  some  form,  by  the 
mouth,  generally  becomes  necessary ;  in  fact,  the  patient  should  be 
encouraged  to  become  an  opium-eater.  Solid  Turkey  opium,  in  doses 
sufficiently  large  to  effectually  assuage  pain,  commencing  with  half  a 
grain,  and  increasing  this  up  to  one,  two,  or  three  grains,  every  four, 
three,  or  two  hours  should  be  given.  Some  patients  prefer  Battley's 
liquor  opii  sedativus,  chlorodyne,  nepenthe,  or  the  alkaloid  morphia 
itself. 

Instances  are  recorded  where  patients  have  taken  as  much  as 
120  grains  of  solid  opium,  three  pints  of  laudanum,  or  three  drachms 
of  morphia  in  the  twenty-four  hours,  and  kept  up  its  administration 
for  many  consecutive  months. 

Other  sedatives,  such  as  camphor  and  hyoscyamus,  cannabis 
indica,  belladonna,  conium,  chloral,  &;c.,  may  be  tried,  but  sooner  or 
later  opium,  in  some  form,  is  instinctively  selected  as  the  drug  that 
affords  most  relief. 

Various  local  applications  have  been  tried  from  time  to  time  to 
allay  pain,  such  as  cold  by  means  of  ice,  iced  water  injections,  and 
ether  spray,  but  their  influence  is  but  temporary.  Chloroform 
vapour  and  carbonic  acid  have  also  been  tried,  but  with  only  slight 
results.  Iodoform  and  tannin  in  equal  proportions  may  be  dusted 
over  the  surface ;  the  odour  of  the  former  is  thus  to  a  great  extent 
destroyed,  and  the  mixture  serves  to  relieve  pain  as  well  as  correct 
foetor. 

Hcemorrhage  when  profuse  will  need  to  be  restrained,  though  it 
has  often  been  noticed  that  pain  and  haemorrhage  occur  in  an  inverse 
ratio  to  each  other,  the  pain  being  most  severe  when  haemorrhage  is 
slight,  and  disappearing  to  a  great  extent  when  this  latter  is  profuse. 
Still  there  are  limits  beyond  which  it  is  not  prudent  to  allow  the 
haemorrhage  to  go,  as  the  patient's  powers  become  exhausted.  The 
first  indication  is  to  modify  the  condition  of  the  diseased  surface  by 
one  or  other  of  the  methods  already  suggested,  removal  of  as  much 
of  the  disease'  as  practicable  by  cautery  or  scraping,  so  as  to  lessen 
the  morbid  activity  and  the  determination  of  blood  to  it. 

The  next  is  to  apply  such  caustics  or  styptics  as  will  exert  a 
direct  influence  in  preventing  haemorrhage.  Chromic,  nitric,  or 
carbolic  acid,  perchloride  or  persulphate  of  iron,  powdered  sulphate  of 
zinc,  &c.,  may  be  applied  as  previously  advised.  Astringent  lotions, 
such  as  a  saturated  solution  of  alum,  iron  alum,  acetate  of  lead,  per- 
sulphate of  iron,  &c.,  may  be  employed  by  the  patient  herself  or  by  a 
nurse. 
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Lastly,  we  must  endeavour  to  regulate  and  moderate  vascular 
excitement  by  means  of  salines,  digitalis,  bromides,  aperients,  ergot, 
rest  at  the  menstrual  periods,  and  other  similar  measures. 

Should  a  severe  burst  of  haemorrhage  occur  when  skilled  assistance 
is  not  available,  the  vagina  may  be  syringed  out  with  ice-cold  water, 
or  water  as  hot  as  the  patient  can  well  bear  it,  and  then  a  plug 
of  cotton-wool  in  which  powdered  persulphate  of  iron  has  been  in- 
corporated, with  a  string  attached,  introduced  into  the  vagina, 
pressed  firmly  up  against  the  bleeding  surface  and  retained  there  for 
an  hour  or  two,  when  it  should  be  carefully  withdrawn;  or  a  good- 
sized  plug  of  cotton-wool  soaked  in  a  saturated  solution  of  alum  may 
be  similarly  employed,  the  patient  meanwhile  reclining  on  the  couch 
or  in  bed,  or  even  lying  with  the  hips  somewhat  elevated. 

To  correct  the  foetor  of  the  discharge,  cleanliness  is  the  first 
requisite.  Injections  of  acetate  of  lead  ( 5 j  ad  Oj  aquae),  alum  (§j 
ad  Oj),  glycerate  of  carbolic  acid  (§ij  ad  Oj),  chlorate  of  potash  (^j  ad 
Oj),  chloral  hydrate  (J ss-j  ad  Oj),  tincture  of  iodine  (5j-ij  ad  Oj), 
liquor  sodae  chlor  (5ij  ad  Oj),  chloride  of  zinc  (5ss-5ij.  ad  Oj),  or 
creasote  (iii,xx  ad  Oj),  are  among  the  most  useful.  The  acetate  of 
lead  is  not  only  a  haemostatic,  but  also  deodorant  and  sedative.  Alum 
is  also  a  good  deodoi'ant.  Carbolic  acid  and  iodine,  however,  are  the 
most  certain  and  effectual. 

Small  pillows  filled  with  charcoal  roughly  powdered,  or  German 
moss  peat,  if  changed  sufficiently  often,  say  twice  a  week,  are  of  service 
in  these  cases.  A  double  case  of  ticking  and  linen  is  necessary  to 
prevent  the  charcoal  soiling  the  sheets.  Small  wooden  boxes,  about 
six  to  eight  inches  long  and  four  inches  wide,  with  a  perforated  zinc 
top  filled  with  small  lumps  of  chalk  saturated  with  carbolic  acid, 
also  prove  very  useful. 

A  saucer  filled  with  a  mixture  of  common  salt  and  binoxide  of 
manganese,  in  the  proportion  of  seven  and  a  half  of  the  former  to  six 
of  the  latter,  may  be  allowed  to  stand  under  the  bed  or  in  the  room. 
When  a  little  strong  sulphuric  acid  is  added  to  this,  chlorine  is 
generated  and  forms  a  valuable  disinfectant. 

Constitutional  Treatment. — It  will  frequently  be  noticed  that 
patients  afflicted  with  cancer  are  in  good  general  health  at  the  com- 
mencement, well-nourished,  and  even  robust,  showing  that  the  disease 
does  not  arise  from  want  of  tone  or  defect  of  nutrition.  Under  these 
circumstances  it  is  seldom  advisable  to  suggest  the  patient's  taking 
plenty  of  nourishment  and  stimulants  to  '  keep  her  up,'  as  the  disease 
is  probably  thereby  increased  and  its  growth  accelerated.  The  better 
plan  is  to  take  a  light  unstimulating  diet,  such  as  milk  and  farina- 
ceous food,  and  to  avoid  alcohol,  unless  lor  special  reasons. 

Physiological  rest  i8  absolutely  essential ;  fatal  attacks  of  haemor- 
rhage have  before  now  resulted  from  a  neglect  of  this  precaution  ;  in 
any  case  the  disease  would  be  rendered  more  active,  and  if  pregnancy 
should  happen  to  occur,  the  risk  would  be  very  great  at  the  time  of 
parturition. 

It  is  by  no  means  requisite  to  enjoin  complete  rest,  provided  the 
pain  and  haemorrhage  are  not  increased  by  moderate  exercise,  whether 
walking  or  driving.    The  mere  fact  of  keeping  the  patient  constantly 
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indoors  has  a  prejudicial  effect  on  the  general  health,  and  is  apt  to 
depress  the  mind  very  greatly.  As  to  the  effect  of  drugs,  no  remedy 
has  yet  been  found  that  has  borne  the  test  of  prolonged  experience  as 
exercising  any  specific  influence  on  the  progress  or  cure  of  cancer. 

Dr.  Clay  has  recently  recommended  strongly  Chian  turpentine. 
He  asserts  tliat  '  it  appears  to  act  upon  the  periphery  of  the  growth 
with  great  vigour,  causing  the  speedy  disappearance  of  the  cancerous 
infiltration,  and  thereby  arresting  the  further  development  of  the 
tumour.  It  produces  equally  efficient  results  on  the  whole  mass, 
seemingly  destroying  its  vitality,  but  more  slowly.  It  appears  to 
dissolve  all  the  cancer-cells,  leaving  the.vessels  to  become  subsequently 
atrophied,  and  the  former  structures  to  gradually  gain  a  comparatively 
normal  condition.  It  is  a  most  efficient  anodyne,  causing  an  entire 
cessation  of  pain  in  a  few  days,  and  far  more  efiectually  than  any 
sedative.' 

He  prescribes  six  grains  of  Chian  turpentine  ;  flowers  of  sulphur, 
four  grains  ;  to  be  made  into  two  pills,  to  be  taken  every  four  hours. 
Twenty-five  grains  daily  is  the  maximum  dose  which  can  be  safely 
and  continuously  given.  Another  mode  of  prescribing  it  is  by  dis- 
solving the  drug  in  double  the  quantity  of  ether,  and  then  giving  a 
mixture  composed  of  tinct.  terebinth.  Chia  ether.  Jss;  sulphur,  subl. 
gr.  xl ;  mucilag.  tragacanth.  Jiv ;  syrup.  §j,  aquam  Jxvj.  An 
ounce  thrice  daily  or  oftener.  The  marvellous  results  recorded  by 
Dr.  Clay  have  not  been  attained  by  other  observers  ;  in  fact,  in  other 
hands,  the  drug  has  been  absolutely  inert,  failing  both  to  relieve 
pain  or  in  any  way  arrest  the  progress  of  the  disease. 

It  would  serve  no  wise  purpose  to  mention  the  innumerable  list 
of  drugs  reputed  from  time  to  time  to  exercise  a  curative  influence 
on  cancer.  Mercury,  iodine,  arsenic,  bromine,  conium,  have  all  been 
tried  without  standing  the  test  of  time. 

Iron  in  combination  with  salines  often  proves  of  service  in  im- 
proving materially  the  general  health,  but  has  little  or  no  influence 
in  arresting  the  progress  of  the  disease.  Quinine  in  some  cases  does 
good.  Ergot  and  gallic  acid  have  been  prescribed  with  a  view  to 
control  haemorrhage.  Cod-liver  oil  is  useful  in  improving  the  nutri- 
tion of  the  body.  Some  form  of  aperient  is  generally  requisite,  the 
simpler  the  better.  Pills  containing  aloes  and  belladonna,  confection 
of  senna,  or  an  enema  may  be  employed. 

Cancer  of  the  Body  of  the  Uterus. — This  affection  is  by  no  means 
so  rare  as  genei  ally  supposed.  It  is  more  common  in  nulliparae,  and, 
as  a  rule,  occurs  later  in  life  than  carcinoma  of  the  cervix.  It  com- 
mences in  the  body  of  the  uterus,  but  may  extend  to  the  cervix  later 
on,  the  uterus  remaining  mobile  for  a  considerable  period  after  the 
disease  has  been  recognised. 

Pathological  Anatomy. — When  the  body  of  the  uterus  is  primarily 
afiected  with  cancer,  it  is  generally  in  one  of  two  forms,  true  carci- 
noma, or  more  frequently  still,  sarcoma,  either  round-celled  or  spindle- 
celled.  True  carcinoma  commences  generally  in  the  uterine  glands ; 
it  is  doubtful  whether  it  originates  in  the  parenchyma  of  the  uterus. 
It  may  occur  as  isolated  nodules,  or  may  infiltiate  the  whole  organ 
diffusely. 
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The  cells  of  carcinoma  generally  resemble  those  of  the  epithelium 
fiom  which  it  grows  :  there  is  little  intercellular  tissue  the  vessels 
l  un  in  the  fibrous  tissue,  not  among  the  cells,  and  multiplication  of 
cells  is  by  endogenous  formation  (Butlin). 

{Symptoms. — Hsemorrhage  is  generally  the  most  prominent  symp- 
tom, associated  usually  with  foetid  discharge.  Pain,  severe  and 
lancinating  in  character,  may  be  present  almost  from  the  commence- 
ment, or  may  not  occur  until  the  disease  has  made  marked  progress, 
and  the  neighbouring  organs  are  becoming  infiltrated.  At  this  stage 
the  cancerous  cachexia  is  manifested,  and  the  vital  forces  rapidly  de- 
teriorate. 

Physical  Signs. — On  examination  the  uterus  will  be  found  to  be 
enlarged  and  indurated,  often  tender  on  pressure.  Profuse  haemor- 
rhage generally  occurs  on  passing  the  uterine  sound,  which  seldom 
enters  the  normal  distance.  The  cervix,  unless  the  disease  has 
extended  to  this  portion,  is  normal  in  consistence,  the  os  often 
patulous. 

Differentiation. — The  conditions  most  liable  to  be  confounded  with 
cancer  of  the  fundus  uteri  are  fibroid  tumours,  or  large  fibrous  polj^jji, 
more  especially  if  sloughing  has  occurred. 

Ketained  portions  of  placenta,  and  cystic  degeneration  of  the 
chorion,  have  before  now  led  to  the  supposition  that  cancer  of  the 
body  of  the  uterus  existed.  Intra-uterine  vegetations  have  also  been 
mistaken  for  cancer.  In  these  three  latter  conditions,  however,  pain 
is  seldom  severe,  and  the  discharge  is  not  often  ofiensive  in  the  two 
last-named. 

In  case  of  fibroid  tumours  there  is  generally  a  history  of  menor- 
rhagia  extending  over  several  years,  the  uterine  cavity  is  usually 
longer,  and  profuse  haemorrhage  on  passing  the  uterine  sound  seldom 
occurs  as  in  cases  of  cancer.  Dilatation  of  the  cervix  will  enable  us 
to  explore  the  cavity  of  the  uterus  with  the  finger,  and  ascertain  the 
condition  of  its  surface,  whether  vegetations  or  a  soft  fungoid  mass 
exists,  or  whether  an  intra-uterine  polypus  be  present.  Care  must 
be  taken,  if  the  uterine  sound  be  employed,  not  to  use  any  violence, 
as  otherwise  the  end  may  perforate  the  softened  diseased  fundus  and 
set  up  peritonitis  which  may  prove  fatal. 

The  only  sure  method  of  settling  the  question  of  malignancy  is  by 
removing  a  small  portion  of  the  mass  and  examining  it  under  the 
microscope.  To  accomplish  this,  the  blunt  wire  curette  may  be 
passed  in,  or  the  end  of  a  silver  catheter  turned  round  in  utero,  and 
a  small  fragment  thus  scraped  ofi"  or  brought  away. 

Should  these  means  fail,  the  cervix  may  be  dilated  by  means  of  a 
sponge-tent,  and  the  interior  explored  with  the  finger,  a  small  piece 
being  detached  with  the  finger-nail  or  a  curette.  This  should  be 
placed  in  a  solution  of  equal  parts  of  glycerine  and  water,  and  sub- 
mitted to  some  competent  mici-oscopist  for  examination. 

Progress. — The  disease,  commencing  at  the  fundus,  may  extend  to 
the  cervix  and  neighbouring  organs,  or  may  involve  distant  organs  by 
metastasis.  Cavities  are  not  infrequently  formed  in  the  uterine  wall 
with  gangrenous  or  semi-purulent  contents ;  these  may  extend  out- 
wards, perforating  the  peritoneum,  and  causing  fatal  peritonitis. 
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Death  usually  results,  as  in  cancer  of  the  cervix,  from  prolonged 
hiiemorrhage  and  exhaustion. 

Treatment. — If  the  nature  of  the  affection  can  be  determined  in 
the  early  stage,  whilst  the  uterus  is  still  mobile,  and  the  surround- 
ing organs  are  not  implicated,  extirpation  of  the  entire  uterus  by 
Freund's  method  may  be  practised  with  a  fair  prospect  of  success. 

As  a  rule  the  treatment  can  only  be  palliative.  Pain  must  be 
relieved  by  opiates. 

If  the  haemorrhage  be  very  severe,  the  cervix  may  be  dilated,  the 
interior  of  the  uterus  scraped  out  with  the  blunt  or  sharp  curette, 
Simon's  scoop,  or  the  scrong  nitric  acid  applied.  If  any  mass  suffi- 
ciently large  be  detected,  it  may  be  removed  with  the  ecraseur  or 
galvano-cautery. 

Sarcoma  of  the  Uterus. 

Definition. — The  sarcomata  are  tumours  consisting  of  embryonic 
connective  tissue.  They  include  what  have  generally  been  known  in 
this  country  as  fibro-plastic,  fibro-nucleated,  recurrent  fibroid,  and 
myeloid  tumours. 

The  sarcomata  occur  most  frequently  in  early  and  middle  life,  and 
next  to  the  cancers  are  the  most  malignant  of  the  new  formations. 
They  are  especially  characterised  by  their  great  tendency  to  extend 
locally  and  to  infiltrate  the  surrounding  structures,  so  that  they  are 
exceedingly  prone  to  recur  in  loco  after  removal.  They  comparatively 
rarely  infect  the  lymphatic  glands,  and  in  this  respect  present  a 
marked  contrast  to  the  cancers.  They  are  also  very  liable  to  become 
generally  disseminated,  although  this  is  not  usual  in  the  earlier 
stages  of  the  disease  (Green). 

Pathological  Anatomy. — Two  principal  varieties  occur  in  the 
uterus.  The  round,  and  the  fusiform  or  spindle-shaped.  The  cells, 
which  constitute  nearly  the  whole  of  the  growth,  consist  for  the  most 
part  of  masses  of  nucleated  protoplasm,  and  rarely  possess  a  limiting 
membrane. 

The  spindle -celled  variety  arises  in  the  muscular  tissue,  often  from 
degeneration  of  a  fibroid,  in  fact  it  is  often  difficult  to  distinguish  it 
from  a  fibroid,  except  by  the  microscope,  and  by  the  fact  of  its  recur- 
rence. It  is  generally  of  slower  growth  than  the  round-celled  variety, 
and  when  it  contains  muscular  tissue,  is  spoken  of  as  myo-,  or  fibro- 
myo-sarcoma.  The  round-celled  variety,  more  distinctly  malignant 
than  the  former,  is  of  softer  consistence,  and  from  its  frequent  resem- 
blance in  physical  characters  to  encephaloid,  it  is  sometimes  knov/n 
as  medullary,  encephaloid,  or  soft  sarcoma.  It  is  distinguished  from 
encephaloid  cancer  by  the  absence  of  an  alveolar  stroma,  and  by  the 
uniformity  in  the  character  of  the  cells.  It  is  exceedingly  vascular, 
rapidly  assuming  a  f ungating  character,  and  breaking  down  readily, 
thus  leading  to  hsemorrhage  and  foetid  discharge.  It  extends  rapidly 
by  peripheral  growth,  infiltrating  the  surrounding  structures,  repro- 
ducing itself  in  internal  organs,  and  often  involving  the  lymphatic 
glands. 

Symjytoms. — These  are  similar  to  those  occurring  in  cases  of 
cancer;  pain,  hsemorrhage,  offensive  discharge,  cachexia,  &c. 
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The  pain  is  generally  a  more  prominent  symptom  than  is  the  case 
in  cancer  of  the  cervix,  though  it  is  not  uniformly  present.  In  some 
instances  it  comes  on  early  in  the  disease,  and  is  both  constant  and 
severe,  lancinating  or  stabbing ;  in  others  it  does  not  appear  until 
later. 

The  pain  is  due  partly  to  the  stretching  of  the  muscular  fibre, 
partly  to  the  contractile  efforts  aroused  by  the  parasitic  growth,  partly 
by  the  pressure  of  the  enlarged  uterus  upon  surrounding  structures, 
partly  to  the  invasion  of  surrounding  structures  by  the  disease,  and 
partly  to  the  nerves  themselves  being  affected  by  it  (Barnes). 

The  haemorrhage  is  often  very  troublesome,  and  alternates  with  a 
pinkish  watery  or  offensive  mucous  discharge,  shreds  or  small  portions 
of  the  tumour  being  occasionally  passed.  These  symptoms  occur 
earlier  in  the  round-celled  variety,  being  seldom  present  until  quite 
late  in  the  spindle-celled  variety. 

Physical  Signs.—  The  tumour  generally  springs  from  the  interior 
of  the  fundus,  being  more  or  less  sessile,  and  projects  into  the  cavity, 
in  some  cases  assuming  a  polypoid  form. 

The  uterine  contractions  excited  by  its  presence  ultimately  serve 
to  dilate  the  cervix,  and  thus  allow  the  growth  to  be  paitially  forced 
into  the  vagina.  The  surface  is  felt  to  be  soft,  spongy,  and  friable  in 
the  round-celled  variety,  but  denser  and  firmer  in  the  spindle-celled 
form.  On  conjoined  manipulation  the  uterus  may  be  felt  to  be  en- 
larged, irregular  in  shape,  and  tender  on  pressure. 

Differentiation. — The  only  way  of  determining  the  nature  of  the 
tumour  is  by  examining  a  small  portion  of  it  under  the  microscope, 
when  if  it  be  sarcoma  the  characteristic  appearances  mentioned  will  be 
detected.  The  conditions  most  likely  to  be  confounded  with  sarcoma 
are  fibroid  tumour,  and  cancer  of  the  body  of  the  uterus.  The  history 
will  often  assist  us  in  forming  an  opinion,  but  the  microscope  alone 
can  be  relied  on  in  determining  the  diagnosis. 

Sarcoma  occurs  more  frequently  than  carcinoma  during  the  period 
of  sexual  activity. 

Termination. — As  a  rule  sarcoma  runs  a  much  slower  course 
than  carcinoma,  not  infrequently  extending  over  a  period  of  several 
years. 

The  soft,  round-celled,  and  large  spindle-celled  varieties  are  usually 
much  more  mafignant  than  the  firmer,  small  spindle-celled  growths. 
Their  infiltrating  powers  are  much  greater.  They  sometimes  infect 
the  lymphatic  glands,  and  they  tend  to  reproduce  themselves  very 
rapidly  in  internal  organs. 

Death  ultimately  results  from  haemorrhage,  infiltration  of  the 
neighbouring  organs,  interference  with  nutrition,  or  acute  perito- 
nitis. 

Prognosis. — The  ultimate  issue  is  certain  ;  the  disease  invaiiably 
proving  fatal  sooner  or  later,  depending  upon  the  variety,  whether 
round-  or  spindle-celled,  the  former  being  more  rapid  in  its  develop- 
ment. As  a  rule,  the  softer  and  more  vascular  the  tumour,  and  the 
less  its  tendency  to  form  a  fully  developed  tissue,  the  greater  is  its 
malignancy. 

Treatment. — Extirpation  of  the  uterus  before  the  process  of  in- 
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filtration  has  taken  place  in  the  neighbouring  organs  offers  the  only 
hope  of  removing  the  disease.  Where  the  disease  has  progressed 
beyond  this,  the  growth  presenting  through  the  dilated  cervix,  re- 
moval of  as  much  of  the  mass  as  practicable  by  the  galvano-cauteiy, 
ecraseur,  or  other  means,  and  the  application  of  nitric  acid  to  the 
base,  may  serve  to  arrest  the  progress  of  the  disease  for  a  time.  If 
not  already  dilated,  the  cervix  may  be  opened  up  by  sponge-tents. 


Note. — In  those  distressing  cases  of  cancer  where  the  disease  has 
extended  to  the  bladder,  producing  a  vesico-vaginal  fistula,  with  in- 
continence of  urine,  the  German  moss  peat  proves  a  great  comfort  to 
the  patient  in  preventing  the  linen  becoming  saturated  with  the  dis- 
charge. Pillows  or  small  mattresses  are  filled  with  the  peat,  upon 
which  the  patient  lies.  These  absorb,  and  at  the  same  time  deodorize, 
the  offensive  discharge,  thereby  conducing  materially  to  the  patient's 
comfort  and  preventing  excoriation  of  the  skin.  As  soon  as  the 
pillow  becomes  partially  saturated  it  must  be  replaced  by  a  fresh  one. 
The  peat  may  be  obtained  from  the  agent,  Mr.  Albert  Pfeifer,  Metro- 
politan Buildings,  Queen  Victoria  Street,  E.G. 
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CHAPTER  XVIII. 

DISEASES  OF  THE  OVARIES. 

Diseases  of  the  Ovaries. — Absence. — Except  in  cases  where  the 
entire  sexual  apparatus  is  deficient,  it  very  rarely  happens  that  both 
ovaries  are  congenitally  absent.  Even  when  the  uterus  is  absent, 
the  ovaries  are  often  found  well-developed. 

When  the  ovaries  are  congenitally  absent,  in  place  of  the  usual 
sexual  development  at  puberty,  the  period  of  childhood  is  indefinitely 
prolonged,  the  stature  remaining  small,  the  figure  undeveloped,  the 
mind  often  childish  or  deficient,  even  approaching  to  idiocy.  In 
some  instances  the  girl  lacks  vigour  both  of  mind  and  body,  sufiers 
from  depression  of  spirits,  remaining  a  child  without  retaining  the 
vivacity  and  cheerfulness  of  childhood.  In  other  cases  there  is  more 
or  less  approximation  to  the  male  type.  There  is  generally  a  com- 
plete absence  of  any  sexual  feeling. 

Manual  exploration  by  the  rectum  may  be  justifiable  in  certain 
cases,  and  saves  inflicting  unnecessary  interference  in  other  ways. 

At  the  same  time  the  operation  is  not  unattended  by  risks  of 
laceration  and  subsequent  incontinence,  and  should  not  therefore  be 
lightly  undertaken. 

A  peculiar  condition,  excessive  obesity  with  idiocy,  occasionally  is 
witnessed  in  cases  where  the  ovaries  are  presumed  to  be  absent. 

Imperfect  Bevelojwient. — The  ovaries  retaining  their  foetal  con- 
dition, in  place  of  becoming  rapidly  developed  at  puberty,  is  one  of 
far  more  frequent  occurrence  than  entire  absence. 

It  is  often  associated  with  a  rudimentary  condition  of  the  rest  of 
the  sexual  apparatus  ;  puberty  is  indefinitely  postponed,  menstruation, 
if  it  occur  at  all,  commences  very  late,  is  generally  very  scanty,  and  is 
absent  for  long  periods  at  a  time,  the  menopause  occurring  very  early. 

Not  infrequently  we  find  a  marked  tendency  to  masculinity,  the 
voice  being  harsh,  the  mammse  undeveloped,  the  chin  and  legs  covered 
with  hair,  and  occasionally  a  well-marked  moustache,  the  stature 
small  but  muscular. 

The  pelvis  is  either  uniformly  small,  undeveloped,  or  of  masculine 
type.  The  sexual  feehng  is  either  absent,  causing  complete  frigidity, 
or  so  slight  as  to  prove  a  source  of  much  unbappiness  should  the 
patient  marry. 

Even  by  rectal  exploration  it  may  be  impossible  to  diagnose 
between  complete  absence  and  imperfect  development  of  the  ovaries. 
If,  with  arrested  puberty,  there  is  complete  absence  of  any  sexual 
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feelings,  and  menstrnation  cannot  be  induced  by  the  means  to  be 
mentioned  directly,  it  will  be  well  to  abandon  any  further  attempts 
at  treatment. 

Atrophy  of  the  Ovaries  may  occur  independently  of  the  normal 
involution  which  takes  place  at  the  menopause  from  some  pelvic  in- 
flammatory mischief,  such  as  cellulitis,  or  still  more  frequently  in 
consequence  of  pelvic  peritonitis,  or  even  acute  ovaritis.  The  dense 
surrounding  deposit  and  adhesions  prevent  the  natural  liberation  of 
the  ovules,  the  existing  follicles  shrink,  and  the  stroma  retracts. 

Any  severe  constitutional  depression,  such  as  results  from  a  serious 
or  prolonged  exhaustive  illness,  or  even  some  sudden  shock  or  deep 
sorrow,  may  result  in  atrophy,  more  especially  if  there  has  been  feeble 
development  of  the  ovaries  from  the  first. 

Treatment. — Where  complete  absence  is  presumed  or  proved, 
nothing  can  be  done.  If  imperfect  development  be  suspected,  some- 
thing may  be  attained  by  stimulating  the  sexual  organs  by  means  of 
a  general  tonic  course  of  treatment,  in  which  iron  plays  an  important 
part ;  nutritious  diet,  and  regular  exercise  in  the  fresh  air,  being  also 
resorted  to. 

Uterine  irritation  by  means  of  laminaria  tents,  occasionally  in- 
serted, the  employment  of  the  hot  water  douche,  the  wearing  of  an 
intra-uterine  galvanic  stem,  may  also  be  tried  with  a  view  to  irritat- 
ing the  ovaries. 

Direct  local  stimulation  to  the  ovaries  by  means  of  Faradisation 
may  also  be  tried,  one  pole  of  the  battery  being  applied  to  each 
ovary  successively,  the  other  being  placed  over  the  sacrum,  or  applied 
to  the  cervix  uteri,  or  even  to  the  interior  of  the  uterus  by  a  rheo- 
phore  shaped  like  a  sound,  protected  by  some  non-conducting  material 
excepting  the  terminal  2^  inches. 

The  influence  of  marriage  has  occasionally  a  beneficial  result, 
especially  if  pregnancy  ensue. 

Where  atrophy  has  occurred  from  pelvic  peritonitis,  we  must  be 
extremely  careful  in  attempting  to  irritate  the  ovary.  Intra-uterine 
stems  are  distinctly  contra-indicated. 

Apoplexy  of  the  Ovaries  occurs  as  a  physiological  act  at  each 
menstrual  period ;  where  it  is  excessive,  the  haemorrhage  continuing 
longer  than  natural,  or  returning  after  cessation,  it  constitutes  a 
pathological  process.  The  collection  of  blood  may  be  as  large  as 
an  orange,  or  the  tunica  albuginea  of  the  ovary  may  rupture  and 
the  blood  be  eflTused  into  the  peritoneal  cavity,  constituting  pelvic 
hsematocele. 

Symptoms. — Sudden  and  violent  pain  in  one  ovarian  region,  with 
nausea,  volniting,  and  occasionally  extreme  exhaustion  or  collapse, 
occurring  at  the  time  of  a  menstrual  period. 

On  examination  by  conjoined  manipulation  the  ovary  may  be 
detected,  enlarged  and  tender.  Great  care  should  be  taken  lest  by 
pressure  we  rupture  the  cortical  portion  of  the  ovary,  and  so  cause  a 
hsematocele. 

Treatment. — Perfect  rest  and  quiet  :  avoidance  of  all  emotional 
disturbance.  Poultices  or  fomentations  with  sedatives  if  the  pain  be 
urgent ;  a  blister  to  the  seat  of  pain  later  on. 
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Displacements  of  the  Ovaries  may  arise  from  their  increased 
weight  or  bulk,  due  to  hypersemia  or  commencing  cystic  degeneration ; 
from  the  pressure  of  neighbouring  organs  or  tumours ;  from  relaxa- 
tion of  the  supports  which  usually  hold  them  in  position ;  from  dis- 
placements of  the  uterus  as  in  retro- version  and  -flexion,  or  prolapse, 
dragging  the  ovaries  with  it ;  or  from  inflammatory  adhesions  binding 
them  down. 

Prolapse  of  the  Ovary  downwards  and  inwards  towards  the 
mesial  line  is  the  most  usual  displacement,  the  ovary  descending  into 
Douglas's  pouch.  Here  it  often  becomes  fixed  from  inflammation, 
the  result  of  pressure  or  other  injury. 

jSymptoms.' — A  peculiar  sickening  pain  is  generally  complained  of, 
often  coming  on  in  severe  paroxysms,  increased  on  defsecation  and 
coitus,  generally  worse  on  standing  or  on  walking.  The  pain  is 
referred  to  the  sacral  and  inguinal  region,  as  of  a  throbbing,  aching 
character,  a  sense  of  bursting  being  often  spoken  of  at  the  menstrual 
period,  when  the  pain  is  greatly  intensified.  This  constitutes  ovarian 
dysmenorrhoea. 

On  vaginal  examination  the  prolapsed  ovary,  more  often  the  left, 
is  felt  low  down,  slightly  to  one  side  of  the  uterus,  as  an  oval  or 
almond-shaped  body,  slightly  irregular  or  nodular  on  its  surface, 
extremely  sensitive  to  the  touch,  a  sickening  pain  being  produced  on 
pressure,  analogous  to  that  of  the  testicle,  and  often  giving  rise  to 
hysterical  manifestations. 

Examination  per  rectum  enables  us  to  pass  the  end  of  the  finger 
above  the  ovary,  and  thus  to  ascertain  more  definitely  the  exact  size 
and  condition  of  the  organ. 

Diagnosis. — A  retroflexed  fundus  uteri  is  not  infrequently  mis- 
taken for  a  prolapsed  ovary.  The  former  is,  as  a  rule,  denser,  less 
mobile,  and  less  sensitive  than  an  inflamed  prolapsed  ovary. 

The  uterine  sound  will  soon  clear  up  any  difficulty.  If  this  passes 
in  the  normal  direction,  upwards  and  forwards,  the  fundus  uteri 
being  felt  behind  the  pubes,  the  tumour  posteriorly  remaining  un- 
afiected,  we  may  conclude  that  this  latter  is  the  prolapsed  ovary.  But 
if  the  sound  passes  backwards  and  downwards,  and  the  fundus  uteri 
can  be  lifted  out  of  its  abnormal  position,  no  tumour  being  then 
detected  posteriorly,  it  is  a  case  of  retroflexion  of  the  uterus. 

Treatment. — The  genu-pectoral  or  the  semi-prone  position,  fre- 
quently and  perseveringiy  resorted  to,  often 
proves  of  much  service.  The  introduction 
of  a  Hodge's  pessary,  either  with  an  elastic 
or  broad  posterior  end,  as  in  fig.  125,  care- 
fully adjusted  so  as  to  put  the  posterior  cul- 
de-sac  on  the  stretch,  will  also  prove  useful. 

The  bowels  must  be  carefully  regulated      ^^^^  125.- Albert  Smith's 
by  means  of  alteratives,  salines,  enemata.  Pessary, 
confection  of  senna,  liquorice  powder,  &c. 

If  much  pain  be  present  a  few  leeches  may  be  applied  to  the 
posterior  cul-de-sac  of  the  vagina;  suppositories  or  pessaries  of 
morphia,  conium,  or  belladonna  may  be  employed  at  bedtime.  All 
unnecessary  fatigue  in  the  way  of  prolonged  standing,  walking,  &c., 
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especially  at  the  monthly  periods,  must  be  avoided.  Hot  water 
vaginal  or  rectal  injections  may  be  tried.  The  bromide  of  potassium, 
in  9j  to  5gs  doses,  is  often  of  much  service. 

Hernia  of  the  Ovary. — This  may  be  congenital  or  acquired.  In 
very  rare  instances  the  ovary  descends  into  the  labium  majus,  or 
into  a  pouch  of  peritoneum,  which  remains  patent  in  the  inguinal 
canal  as  a  congenital  error  of  development,  giving  rise  to  the  supposi- 
tion of  hermaphroditism.  In  these  latter  cases,  however,  it  is  more 
likely  to  be  a  testicle  than  an  ovary. 

Acquired  hernia  of  the  ovary  may  occur  shortly  after  delivery, 
when  the  attachments  are  often  very  loose.  It  is  generally  associated 
with  hernia  of  intestine  or  omentum,  and  is  more  commonly  inguinal, 
though  it  may  also  occur  in  cases  of  vaginal,  crural,  abdominal,  or 
even  ischiatic  hernia. 

Periodical  swelhng  and  tenderness  at  the  times  when  the  cata- 
menia  are  present,  with  a  dragging  pain  when  the  patient  lies  on  the 
opposite  side,  and  tenderness  on  pressure,  should  suggest  the  nature 
of  the  case. 

Treatment. — In  congenital  or  irreducible  hernia  the  ovary  may 
be  protected  from  pressure  by  a  concave  shield.  If  the  hernia  be 
reducible,  the  taxis  and  a  truss  should  be  applied.  If  the  ovary 
becomes  inflamed  and  fixed  by  adhesions,  and  produces  considerable 
discomfort,  it  may  be  removed  by  operation.  This  has  frequently 
been  done  successfully. 

Inflammation  of  the  Ovary. — Oophoritis  ;  Ovaritis. — This  con- 
dition probably  occurs  more  frequently  than  we  are  apt  to  imagine, 
but  inasmuch  as  it  is  seldom  fatal,  we  have  not  frequent  opportunities 
of  verifying  the  diagnosis.  On  making  post-mortem  examinations  of 
patients  who  have  died  from  other  causes,  it  is  not  at  all  infrequent 
to  find  fibrous  bands  or  adhesions  surrounding  the  ovary,  induration 
of  the  stroma,  and  thickening  and  opacity  of  the  peritoneum  covering 
the  ovary,  where  no  history  of  previous  oophoritis  existed,  or  had  been 
suspected  or  inquired  into.  It  is  usually  associated  with  other  forms 
of  pelvic  inflammation,  and  occurs  more  frequently  in  puerperal  than 
in  non-puerperal  patients. 

It  is  in  the  latter  class  only  that  we  shall  here  consider  it.  It  is 
usually  spoken  of  as  acute  and  chronic. 

Acute  Oophoritis,  uncomplicated  by  inflammation  of  the  adjoining 
peritoneum  or  cellular  tissue,  is  rarely  met  with,  and  the  post-mortem 
records  of  cases  are  so  few,  that  to  divide  the  afiection  into  parenchy- 
matous, folhcular,  and  peritoneal  seems  an  unnecessary  refinement,  and 
will  serve  no  useful  purpose. 

Pathology. — At  first  the  ovary  is  extremely  congested,  enlarged, 
and  heavy.  It  then  becomes  softer  in  consistency  and  friable,  much 
increased  in  size  and  weight,  infiltrated  with  serum,  with  hfemor- 
rhagic  points  which  become  purulent  later  on ;  suppuration  takes 
jDlace,  the  organ  bacomes  soft  and  diffluent,  disorganised,  or  converted 
into  an  abscess. 

Causes.- — Imprudences  during  menstruation,  from  exposure  to  cold 
or  fatigue,  immoderate  sexual  indulgence,  secondary  extension  of  in- 
flammation from  the  neighbouring  organs  (the  uterus,  Fallopian  tubes, 
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and  broad  ligaments) ;  operations  upon  the  uterus,  insertion  of  lami- 
naria,  sponge-tents,  or  stem  pessaries  into  the  uterus,  intra-uterine 
injections. 

In  the  majority  of  cases  the  exciting  cause  will  be  found  to  be 
pelvic  cellulitis  or  peritonitis,  often  due  to  gonorrhoea.  Oophoritis 
may  also  occur  in  the  course  of  acute  fevers,  as  smallpox,  &c. 

Symptoms. — These  are  similar  to  those  of  pelvic  cellulitis  and 
peritonitis,  elsewhere  described,  and  it  is  often  impossible  to  distin- 
guish them.  There  is  generally  sevei-e  pain  in  the  region  of  the 
aft'ected  ovary,  with  great  tenderness  on  pressure.  On  conjoined 
manipulation  the  ovary  will  be  found  to  be  exquisitely  sensitive  to  the 
touch,  somewhat  lower  in  position  than  normal,  and  also  enlarged ; 
but  frequently  the  accompanying  inflammation  of  the  other  tissues 
and  the  extreme  sensitiveness  of  the  parts  effectually  preclude  our 
detecting  the  ovary.  Examination  per-  rectum  will  often  enable  us  to 
ascertain  more  clearly  and  with  far  less  discomfort,  especially  in  vir- 
gins, the  exact  condition  of  the  ovary. 

Menstruation  may  be  either  suppressed  or  the  flow  may  be  in- 
creased in  quantity. 

In  severe  cases,  especially  where  the  peritoneum  becomes  in- 
volved, or  is  already  inflamed,  oophoritis  may  continue  for  many 
weeks  or  months,  with  more  or  less  marked  remissions  or  distinct 
intermissions,  the  paroxysms  being  synchronous  with  the  catamenial 
epochs. 

Results. — Resolution  and  recovery  may  ensue,  or  the  inflammation 
may  become  chronic. 

The  exudation  may  ultimately  disappear,  becoming  absorbed,  or 
may  remain  as  firm  fibrous  bands  or  adhesions,  binding  down  the 
ovary  to  the  neighbouring  organs,  interfering  with  its  functions  and 
so  causing  sterility. 

The  adhesions  may  be  so  dense,  or  the  exudation  so  firm,  as  to 
encapsule  the  ovary  and  lead  to  atrophy  of  its  tissue. 

The  ovary  may  undergo  suppuration,  an  abscess  forming  which 
may  burst  into  the  peritoneal  cavity  and  produce  general  peritonitis, 
which  ends  fatally,  or  cause  death  at  once  by  shock  or  collapse.  Small 
perforations  may  take  place,  setting  up  more  circumscribed  peritonitis. 
Adhesions  may  form  between  the  bladder  or  intestine,  the  pus  be- 
coming discharged  by  fistulous  communications,  or  may  even  gain 
exit  by  the  vagina  or  through  the  abdominal  wall. 

Where  large  quantities  of  pus  escape,  suppuration  taking  place  in 
the  cavity  of  some  ovarian  cyst  is  generally  the  explanation. 

Diagnosis. — This  is  often  impossible.  Intense  pain  in  either 
ovarian  region  is  not  sufficient  to  constitute  oophoritis;  still,  the 
localisation  of  the  pain  and  tenderness,  with  the  detection  of  an  en- 
larged, exquisitely  sensitive  swelling  in  the  position  of  the  ovary,  will 
assist  materially  in  forming  an  opinion.  The  association  of  oophoritis 
with  peri-metric  inflammation,  either  as  cause  or  consequence,  is 
generally  so  intimate  as  to  preclude  our  coming  to  any  certain  con- 
clusion. 

Prognosis. — As  a  rule  this  is  favourable,  though  the  affection  may 
prove  fatal  in  a  very  short  time,  ma,y  remain  active  for  many  months, 
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give  rise  to  frequent  relapses,  or  cause  death  by  perforation  of  an 
abscess. 

Treatment. — Perfect  rest,  leeches  to  the  groin  or  perineum,  hot 
fomentations  or  poultices,  opium  suppositories.  Where  suppuration 
occurs,  and  fluctuation  can  be  detected  ^j'er  vaginam,  the  aspirator 
trocar  may  be  employed  to  evacuate  the  pus.  Especial  care  must  be 
taken  to  avoid  anything  likely  to  cause  rupture  of  the  abscess  into 
the  peritoneal  cavity. 

Chronic  Oophoritis  is  an  affection  apparently  of  far  more  common 
occurrence  than  the  acute.  It  may  be  preceded  by  the  acute  form, 
or  commence  in  a  subacute  manner  as  frequently  witnessed  in  con- 
nection with  parturition,  or  may  arise  independently  in  connection 
with  dysmenorrhoea.  As  a  primary  affection  which  creates  secondary 
uterine  disorder  and  results  in  dysmenoi'rhoea,  sterility,  and  hysteria, 
it  is  by  no  means  rare. 

Congestion  of  the  ovaries  beyond  the  physiological  limit,  with 
severe  pain,  may  occur.  But  intensity  of  pain  is  not  necessarily  evi- 
dence of  inflammation.  As  Dr.  Barnes  suggests  :  It  may  be  true  that 
the  ovary  proper  may  be  inflamed  alone,  but  it  is  hardly  conceivable 
that  repeated  attacks  of  oophoritis  should  fail  to  involve  the  peritoneal 
investment.  It  is  moreover  scarcely  in  accordance  with  the  history 
of  inflammation  to  return  in  an  organ  every  month,  to  run  its  course 
in  a  few  days,  and  to  leave  the  organ  essentially  sound,  that  is,  in  a 
condition  ultimately  to  perform  its  functions. 

Causes. — Any  influences  calculated  to  keep  up  a  state  of  hyper- 
semia  of  the  ovary,  such  as  is  not  infrequently  met  with  in  the  un- 
mated  or  the  ill-mated,  long  engagements,  disappointments  in  love, 
immoderate  sexual  excitement,  masturbation,  imperfect  coitus,  the 
strong  emotional  susceptibility  of  hysterical  subjects,  and  other 
similar  conditions,  will  be  very  liable  to  produce  such  a  constant  state 
of  congestion  as  readily  to  pass  the  limits  of  health  and  become  one  of 
inflammation. 

The  ovary,  increased  in  weight,  becomes  partially  prolapsed,  its 
venous  circulation  being  thereby  still  further  interfered  with,  hyper- 
plasia with  thickening  of  the  capsule  results,  and  the  extrusion  of  the 
ovule  by  rupture  of  the  follicle  being  thus  rendered  more  difficult, 
inflammatory  changes  are  apt  to  ensue,  or  cystic  degeneration  to  take 
place. 

In  single  women  chronic  oophoritis  will  be  found  to  be  frequently 
associated  with  some  form  of  dysmenorrhoea  often  dependent  on  some 
misplacement  of  the  uterus.  The  affection  is  often  relieved  by  mar- 
riage, even  if  pregnancy  does  not  occur ;  menorrhagia,  dysmenori-hcea, 
and  other  evidences  of  ovarian  irritation  becoming  less  marked. 

The  left  ovary  is  more  frequently  affected  than  the  right,  due, 
doubtless,  to  the  left  ovarian  vein  opening  into  the  renal  in  place  of 
into  the  vena  cava,  as  happens  on  the  right  side,  but  also  to  the  pres- 
sure produced  by  the  ever- recurring  distension  of  the  rectum  and 
sigmoid  flexure  on  the  venous  circulation,  especially  in  cases  where 
constijjation  occurs.  Latent  gonoirhoea,  or  syphilis,  may  prove  in 
some  instances  the  exciting  cause. 

Pathology. — In  acute  cases  we  have  seen  that  the  ovary  at  first 
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is  enlarged,  and  subsequently  becomes  softened.  In  chronic  cases 
hypertrophy  of  the  parenchyma  similar  to  the  interstitial  hyperplasia 
of  other  glands,  as  in  cirrhosis  of  the  liver,  produces  induration,  the 
surface  of  the  ovary  becomes  roughened  or  corrugated,  the  capsule 
thickened,  so  much  so  as  to  interfere  with  the  rupture  of  the  follicles 
i\t  the  menstrual  periods,  sanguineous  effusion  often  takes  place  not 
only  in  the  interior  of  the  vesicles,  but  also  in  their  immediate  neigh- 
bourhood, producing  the  so-called  apoplexy  of  the  ovary. 

Cystic  degeneration  or  atrophy  may  ensue,  or  the  structure  of  the 
ovary  be  broken  up  by  the  formation  of  abscess.  It  is  needless  to 
enter  upon  the  refinements  of  follicular  and  interstitial  ovaritis. 

Sym2)toms. — There  is  generally  more  or  less  fixed  pain  of  a  dull, 
heavy  character  over  one  or  both  ovaries,  increased  towards  the 
menstrual  period,  aggravated  by  much  standing,  constipation,  &c.  If 
the  ovary  be  prolapsed  the  pain  is  often  severe  on  defsecation  or  coitus, 
described  as  of  a  sickening  character. 

The  pain  radiates  from  the  ovary  to  the  back  and  hips,  often  ex- 
tending down  the  inner  side  of  the  thighs.  It  may  be  periodical  at 
£rst,  but  ultimately  becomes  continuous.  It  is  often  worse  the  week 
before  the  period,  and  abates  somewhat  on  the  appearance  of  the  flow 
if  no  cause  of  obstruction  exist,  though  in  some  cases  the  pain  is 
woi'se  after  the  period,  as  if  the  ovarian  congestion  had  aggravated 
the  already  existing  mischief.  In  other  cases  the  pain  occurs  midway 
between  the  periods,  the  so-called  inter-menstrual  dysmenorrhoea. 

Menstruation  is  usually  profuse  in  the  early  stages,  being  either 
increased  in  quantity,  prolonged  in  duration,  or  too  frequent. 
Amenorrhoea  is  a  more  frequent  accompaniment  of  the  later  stages. 
There  is,  however,  no  invariable  rule.  Menstruation  may  be  fairly 
normal,  scanty, irregular,  or  profuse.  This  maybe  partially  explained 
by  the  fact  of  one  ovary  only  being  involved,  when  according  to 
Negrier's  theory  of  the  alternate  action  of  the  ovaries,  ovulation  may 
be  normal  when  the  healthy  ovary  is  at  work,  there  being  no 
■dysmenorrhoea  or  profuse  menstruation,  whereas  these  latter  symptoms 
may  be  marked  when  the  inflamed  ovary  is  acting. 

Some  amount  of  uterine  catarrh  is  often  present,  but  whether  this 
be  the  cause  of  the  ovarian  mischief  or  the  consequence  it  is  often 
dif&cult  to  say.  The  fact  t'hat  when  the  disease  of  the  cervical  canal 
is  cured  by  the  application  of  caustics  or  other  appropriate  treatment 
the  ovarian  pain  ceases,  may  prove  that  the  latter  was  dependent 
upon  the  former,  but  the  treatment  applied  to  the  uterus  may  have 
acted  on  the  principle  of  derivation  or  counter-irritation,  and  so  have 
cured  the  ovarian  disease. 

Physical  Signs. — On  conjoined  manipulation  we  shall  generally 
be  able  to  detect  on  one  or  other,  or  both  sides  of  the  uterus,  not 
infrequently  more  towards  Douglas's  pouch,  an  oval,  enlarged, 
extremely  sensitive  body,  about  the  size  of  a  Spanish  olive,  or  even 
larger.  Pressure  upon  this  causes  a  feeling  of  nausea  and  often  pro- 
vokes hysteria. 

The  ovary  is  usually  prolapsed,  but  in  cases  where  the  ovarian 
•disorder  is  secondary  to  or  symptomatic  of  preceding  pelvic  perito- 
nitis, the  organ  is  often  bound  down  by  adhesions  which  prevent  its 
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descent,  and  it  may  then  be  beyond  the  reach  of  the  examinmg  finger 
internally. 

It  will  often  be  noticed  that  the  abdominal  muscles  on  the 
affected  side  are  held  tense  and  rigid  so  as  to  prevent  any  pressure 
externally.  There  is  also  a  certain  amount  of  fulness,  due  to  flatu- 
lent distension  of  the  intestine,  often  described  by  the  patient  as  a 
tumour  in  the  side.  Rectal  exploration  will  frequently  enable  us  to 
detect  the  inflamed  ovary  more  thoroughly  than  is  practicable  by  the 
vagina. 

The  uterus  is  more  often  misplaced  than  not,  retroflexion  being 
the  most  usual.  The  cervix  is  often  in  an  unhealthy  condition.  Other 
signs  of  pelvic  mischief  may  also  be  present. 

Diagnosis. — Attention  to  the  symptoms  and  physical  signs 
already  enumerated,  the  exclusion  of  other  forms  of  pelvic  diseases^ 
the  detection  of  the  inflamed  ovary  by  conjoined  manipulation, 
vaginal  and  rectal  touch,  will  generally  enable  us  to  distinguish  the 
nature  of  the  afi'ection. 

If  the  fundus  uteri  be  retroflexed,  the  introduction  of  the  uterine 
sound  will  serve  to  disciiminate  the  fundus  from  a  prolapsed  ovary, 
although  the  two  are  often  bound  together  by  adhesions  and  in  some 
cases  the  diagnosis  is  very  difficult. 

Results. — In  long-standing  cases,  the  patients  often  develop 
marked  symptoms  of  hysteria,  anomalous  sensations  are  complained 
of,  the  patients  become  extremely  nervous  and  irritable,  and  often 
confirmed  invalids.  The  general  health  is  much  impaired  and  anaemia 
results. 

Professor  Charcot  has  recently  called  attention  to  hystero-epilepsy 
with  hallucinations  bearing  a  constant  relation  to  disorders  of  the 
ovary,  mere  pressure  upon  this  organ  being  sufficient  to  produce  the 
most  marked  manifestations. 

Sterility  is  the  rule,  impregnation  the  exception,  though  it  is 
possible  that  this  latter  may  occur  in  those  cases  where  only  one 
ovary  is  involved,  or  where  some  follicles  remain  in  a  condition  to 
bring  forth  healthy  ova  even  when  both  ovaries  are  more  or  less 
affected. 

Resolution  may  occur,  but  the  affection  is  generally  very  intract- 
able. The  healthy  structure  of  the  ovary  often  becomes  destroyed, 
the  vesicles  compressed  and  atrophied,  amenorrhcea  and  sterility 
being  the  natural  result.  In  septic  cases  suppuration  and  the  forma- 
tion of  abscess  generally  ensue,  peritonitis  or  even  death  from 
rupture  of  the  abscess  into  the  peritoneal  cavity  occurring  in  conse- 
quence. 

Prognosis. — Although  chronic  oophoritis  does  not  often  prove 
fatal  except  when  suppuration  occurs  and  the  abscess  bursts  into  the 
peritoneal  cavity,  it  is  yet  a  very  intractable  disease,  little  amenable 
to  treatment,  often  causing  life-long  suffering  and  exposing  the 
patient  to  constant  danger  from  the  liability  to  peritonitis.  Many 
cases  are  rendered  incurable  in  consequence  of  the  profound  anaemia 
induced  by  the  habit  of  resorting  to  opium  to  allay  pain.  Epilepsy 
and  insanity  are  not  infrequently  the  result  of  the  long-continued 
ovarian  irritation. 
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Treatment. — Chronic  oophoritis  heing  on  all  hands  admitted  to  be 
a  very  intractable  malady,  we  must  be  extremely  careful  to  avoid  all 
influences  calculated  to  depress  the  vital  forces,  or  to  encourage  any 
habits  detrimental  to  the  general  well-being  of  the  individual  who  is 
the  subject  of  this  affection. 

Prolonged  rest,  either  in  bed  or  on  the  couch,  should  not  as  a  rule 
be  suggested,  the  impaii-ment  of  the  general  health  from  the  loss  of 
appetite,  constipation,  sleeplessness,  want  of  exercise,  and  concentra- 
tion of  the  patient's  thoughts  upon  herself  will  probably  do  far  more 
harm  than  good.  At  the  same  time  it  will  be  well  to  avoid  any  pro- 
longed or  undue  exertion.  The  patient  should  not  be  allowed  either 
to  stand  or  sit,  to  walk  or  ride,  too  long  at  a  time.  The  employment 
of  the  treadle  sewing-machine,  practising  the  piano  or  harmonium, 
standing  in  the  laundry,  at  the  ironing-board,  or  in  the  school-room 
teaching,  or  behind  the  counter,  and  other  similar  fatiguing  occupa- 
tions, should  as  far  as  possible  be  avoided. 

A  certain  amount  of  rest  at  the  menstrual  period  is  not  only 
advisable,  but  often  absolutely  necessary. 

Physiological  rest  is  indicated.  All  influences  calculated  to  excite 
the  emotions  or  the  sexual  passions  in  the  unmarried  should  be  care- 
fully avoided.  In  married  patients  it  is  not  absolutely  requisite  to 
abstain  entirely  from  indulgence  in  sexual  relations,  but  strict  mode- 
ration must  be  enjoined  ;  pi-ovided  of  course  the  act  is  not  attended 
by  any  severe  exacerbation  of  pain. 

Should  impregnation  fortunately  occur,  and  the  ovaries  thus 
obtain  immunity  from  the  periodical  monthly  congestions  for  the 
ensuing  nine  months,  it  will  probably  have  a  very  beneficial  influence 
upon  the  course  of  the  disease. 

As  to  local  treatment,  if  the  ovary  be  prolapsed,  the  insertion  of  a 
carefully  adjusted  light  elastic  ring  or  Hodge's  pessary,  so  as  to  sus- 
tain the  ovary  at  its  proper  level,  thus  ensuring  rest  and  favouring 
the  normal  circulation  in  the  organ,  will  probably  aflbrd  marked 
relief.  If  any  misplacement  of  the  uterus  exist,  the  pessary  will  also 
prove  of  service  in  reinstating  it  in  its  proper  position,  and  so  reliev- 
ing any  undue  congestion.  If  menstruation  be  scanty  or  the  local 
pain  and  tenderness  very  severe,  the  application  of  a  few  leeches  to 
the  cervix  uteri,  just  before  or  immediately  after  the  menstrual 
period,  may  be  advisable.  They  should  not,  however,  be  repeated  too 
frequently,  for  patients  seldom  bear  depletion  well  in  these  cases. 

The  application  of  potassa  c.  calce  to  produce  a  small  issue  or 
eschar  on  the  cervix  uteri,  and  so  act  as  a  derivative,  has  been  re- 
commended by  Dr.  Barnes.  The  complication  of  uterine  disorders  in 
many  of  these  cases  is  sufficient  to  justify  the  treatment  suggested. 

Hot  water  vaginal  injections  should  be  employed  night  and  morn- 
ing. Painting  the  cervix  uteri  and  the  upper  portion  of  the  vagina 
over  once  or  twice  a  week  with  tincture  of  iodine  has  also  been  re- 
commended. Fomentations  or  poultices  to  the  lower  abdomen  should 
be  used  when  requisite.  Counter-irritation  over  the  seat  of  pain  in 
the  inguinal  or  iliac  region  by  means  of  blistering  fluid,  iodine  lini- 
m.ent,  or  other  similar  application,  should  be  kept  up  for  months  at  a 
time. 
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As  regards  medicinal  treatment,  the  iodide  and  bromide  of  potas- 
sium, as  being  calculated  to  promote  absorption,  relieve  hypersemia, 
and  produce  a  sedative  influence  upon  the  sexual  organs,  have  been 
strongly  recommended.  They  will  need  to  be  persevered  with  for 
many  months  at  a  time,  but  their  action  should  be  carefully  watched 
lest  they  tend  to  upset  the  digestion,  cause  marked  mental  depression, 
or  in  any  way  impair  the  general  health. 

Where  any  syphilitic  history  exists,  or  there  seems  to  be  any 
constitutional  taint  of  this  disorder,  the  iodide  and  bromide  may  be 
combined  with  small  doses  of  liq.  hydr.  perchl.  and  persevered  with 
steadily  for  many  months.  It  is  often  advisable  to  combine  these 
with  some  preparation  of  quinine  or  bark — the  tinct.  cinch,  co.  for 
instance,  or  calumba  or  cascariUa. 

Iron,  as  a  rule,  is  not  indicated  in  these  cases,  especially  if  menor- 
rhagia  or  any  active  congestion  be  present,  but  where  amenorrhcea 
exists,  or  marked  nervous  symptoms  are  developed,  iron  often  proves 
of  much  value. 

There  are  two  agents  not  infrequently  resorted  to  in  these  cases 
that  the  practitioner  will  need  to  be  on  his  guard  against.  These 
are  opium  in  its  various  forms,  and  alcohol.  It  is  to  be  feared  that 
the  frequent  resort  to  the  use  of  morphia,  hypodermically,  as  supposi- 
tory, or  by  the  mouth,  tends  to  produce  anorexia  and  in  time 
ansemia,  with  neuralgia  as  a  frequent  accompaniment.  A  morbid 
craving  for  the  drug  is  frequently  engendered  which  at  length 
becomes  more  detrimental  to  the  general  health  than  the  original 
disease  for  which  it  was  employed.  Opium  should  be  reserved  as 
much  as  possible  for  acute  paroxysms.  Alcohol  also  has  its  evils. 
The  glass  of  port  wine  taken  in  place  of  food  to  avert  some 
threatened  neuralgic  attack,  the  tumbler  of  hot  toddy  at  bedtime 
that  steeps  the  senses  in  a  happy  oblivion  for  some  hours  to  come, 
may  ultimately  grow  into  such  a  pernicious  habit  that  it  is  impos- 
sible to  break  the  patient  of  it. 

Where  much  pain  occurs  at  the  menstrual  period  and  there  is 
other  evidence  of  congestive  dysmenorrhcea,  warm  hip-baths,  or  better 
still  a  full  warm  bath,  will  generally  afford  marked  relief. 

At  other  times,  where  the  case  is  of  long  standing,  the  nervous 
symptoms  marked  or  the  general  health  much  deteriorated,  cold 
sponge  or  shower  baths  may  be  prescribed  with  benefit.  Sea-bathing 
in  summer,  or  a  resort  to  some  hydropathic  establishment  in  winter, 
may  also  prove  of  service. 

Battey's  Operation, — Should  all  ordinary  measures  fail  in  pro- 
curing relief,  and  the  continued  pain  and  discomfort  be  so  great  as 
not  only  to  einbitter  the  patient's  existence  but  also  to  render  her  a 
helpless  and  confirmed  invalid,  threatening  her  reason,  or  inducing 
recurring  attacks  of  epileptiform  mania  or  hystero-epilepsy,  it  will 
then  become  an  anxious  question  whether  removal  of  the  ovaries  by 
spaying  should  not  be  resorted  to. 

The  operation  has  been  done  repeatedly  both  by  vaginal  as  well 
as  by  abdominal  section.  The  latter  seems  the  preferable  mode  of 
proceeding  in  all  cases  where  adhesions  of  the  ovary  are  suspected  or 
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known  to  exist.  If  attempts  be  made  through  a  vaginal  incision  to 
gouge  out  the  adherent  ovary  piecemeal  witb  the  finger-nail,  we  incur 
the  risk  of  leaving  some  of  the  organ  behind,  and  also  of  producing  so 
much  haemorrhage  that  it  is  almost  impossible  to  restrain  it. 

The  operation  has  thus  far  been  performed  about  thirty  times, 
with  the  result  of  three  deaths — rather  a  large  proportion — the  abdo- 
minal having  proved  more  dangerous  than  the  vaginal  section. 

Dr.  Sims  sums  up  his  opinion  upon  the  operation  as  follows  : — 

1st.  Kemove  both  ovaries  in  every  case. 

2nd.  As  a  rule,  operate  by  abdominal  section,  because  if  the 
ovaries  are  bound  down  by  adhesions,  it  is  possible  to  remove  them 
entii'e,  whereas  by  the  vaginal  incision  it  is  impossible. 

3rd.  If  we  are  sure  that  there  has  been  no  pelvic  inflammation, 
no  cellulitis,  no  hsematocele,  no  adhesions  of  the  ovaries  to  the  neigh- 
bouring parts,  then  the  operation  may  be  made  by  the  vagina,  but 
not  otherwise. 

The  vaginal  operation  is  performed  with  the  patient  lying  on  the 
left  side.  A  Sims's  speculum  is  introduced,  the  cervix  drawn  down 
by  a  strong  tenaculum,  and  Douglas's  cul-de-sac  opened  by  knife  or 
scissors.  The  finger  is  then  passed  into  the  aperture  to  feel  for  the 
ovary,  which  is  then  seized  by  forceps  or  tenaculum,  and  drawn  out 
into  the  vagina.  It  may  be  removed  by  means  of  the  ecraseur,  or 
the  application  of  a  silk  ligature,  and  then  cut  ofi",  the  stump  being 
returned  into  the  cavity,  the  opening  being  left  to  close  gradually  so 
as  to  admit  of  drainage.  The  presence  of  the  stump,  and  rapid  adhe- 
sions, prevent  any  prolapse  of  the  intestines  into  the  vagina. 

The  abdominal  operation  is  performed  in  a  similar  manner  to 
ordinary  cases  of  ovariotomy,  only  on  a  smaUer  scale. 

Dr.  Battey  himself,  in  a  recent  paper,  thus  points  out  the  field  for 
the  application  of  the  operation.  The  operation  should  never  be  one 
of  election;  it  is  applicable  only  to  a  certain  class  of  cases — cases  in 
the  first  place  incurable  by  any  other  means ;  in  the  second  place, 
cases  menacing  life ;  and  in  the  third  place  cases  from  which  we  may 
reasonably  expect  to  relieve  the  patients  of  the  direful  consequences 
of  their  disease  by  a  change  of  life. 

Three  questions  must  be  properly  answered  before  deciding  to 
perform  the  operation.  Is  it  a  mortal  case  1  Is  it  incurable  by  other 
known  resources  of  our  art  1    Is  it  curable  by  a  change  of  life  ? 

The  first  class  of  cases  in  which  the  operation  is  advised  is  where 
there  is  an  absence  of  the  uterus,  with  more  or  less  irregular  ovula- 
tion, and  a  violent  nervousness  of  the  system. 

The  second  class  of  cases  is  where  there  is  a  complete  occlusion  of 
the  whole  utero-vaginal  canal,  attended  with  violent  nervous  or  vas- 
cular perturbations. 

A  thh"d  class  consists  of  cases  of  menstrual  mania,  or  ovarian 
mania,  where  reason  becomes  dethroned  in  consequence  of  violent  per- 
turbations attendant  upon  the  stoppage  of  the  menstruation. 

A  fourth  class  of  cases  is  where  ovarian  epilepsy  is  found. 

In  another  class,  there  is  a  pernicious  amenorrhoea  that  is  utterly 
destroying  the  life  of  the  patient. 
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CHAPTEK  XIX. 

OVARIAN  TUMOURS. 

Ovarian  Tumours. — These  may  be  divided  into  the  Solid  and  the 
Cystic. 

The  Solid  are  generally  Sarcomatous ;  undoubted  instances  of 
Fibroma  and  Carcinoma  have  been  observed. 

Tubercle  and  Enchondroma  are  exceedingly  rare.  Many  of  the 
supposed  cases  of  melanosis  are  sarcomata  discoloured  by  old  extrava- 
sations of  blood. 

Cystomata  or  Cystic  Tumours  of  the  Ovary  may  be  thus 
divided : — 

1.  Cysts  from  dilatation  of  unruptured  Graafian  follicles.  These 
may  be  single  or  multiple. 

2.  Cysts  from  morbid  changes  in  the  tissue  of  the  parenchyma  of 
the  ovary,  namely :  Proliferous  cysts,  secondary  cysts  growing  from 
the  interior  of  the  wall  of  the  parent  cyst ;  and  cysts,  also  proliferous, 
with  glandular  tissue  developed  exuberantly  from  the  walls  of  the 
parent  and  secondary  cysts. 

3.  Cysts  from  morbid  changes  in  the  tissue  of  the  hilum  of  the 
ovary.  These  are  generally  proliferous  cysts,  but  always  known  by  the 
vast  masses  of  iminllary  growths  which  spring  from  their  inner 
walls.  This  type  is  frequently  blended  with  the  i^rohferous  glandular 
form. 

Cystomata  constitute  by  far  the  most  frequent  and  important 
variety  of  ovarian  tumour,  and  hence  cannot  but  prove  of  much 
interest  to  the  practitioner,  since  the  advances  of  modern  antiseptic 
surgery  have  enabled  us  to  deal  with  them  in  a  much  more  satisfactory 
manner  than  was  formerly  the  case. 

Simple  Ovarian  Tumours. — The  simple  or  unilocular  ovarian 
cysts  generally  originate  in  a  Graafian  follicle,  either  before  or 
after  its  rupture.  Where  several  enlarge  together,  the  term  Oligo- 
cystic  has  been  employed.  They  seldom  form  tumours  larger 
than  a  hen's  egg.  When  small  they  have  a  similar  structure — 
a  fibrous  coat  derived  from  the  stroma  of  the  ovary ;  an  inner 
coat,  lined  by  epithelium,  corresponding  to  the  tunica  propria  of 
the  follicle.  They  contain  a  clear  fluid,  and  the  ovum  has 
in  some  instances  been  found  in  such  cysts  ;  the  condition  is  evidently 
due  to  hypersecretion  of  the  fluid  of  the  follicle.  In  many  cases  the 
follicles  are  so  deeply  seated  in  the  structure  of  the  ovary,  that  though 
the  ovum  is  fully  formed  and  ready  for  impregnation,  there  is  no 
possibility  of  its  escape  by  rupture;  and  its  unwonted  presence  in  such 
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a  position  may  give  rise  to  morbid  action,  or  there  may  be  thickening 
and  induration  of  the  coats  of  the  follicle  in  consequence  of  inflam- 
mation preventing  the  escape  of  the  ovule.  The  fact  that  dysmenor- 
rhoea  is  a  frequent  antecedent  of  ovarian  dropsy  tends  to  corroborate 
the  opinion  that  some  obstruction  to  the  due  maturation  and  escape 
of  ova  is  one  cause  of  the  production  of  ovarian  tumours. 

The  comparatively  great  frequency  of  these  follicular  dropsies  in 
women  who  have  long  suffered  from  chlorosis  or  other  diseases  com- 
bined with  amenorrhoea  may  be  explained  by  the  fact  that  the 
menstrual  congestions  in  the  ovaries  not  attaining  sufficient  intensity 
to  effect  the  bursting  of  the  follicular  wall,  the  result  is  an  increase  of 
secretion  and  its  accumulation  in  the  cavity. 

Multiple  cysts  are  of  very  disputed  origin.  They  decidedly  do  not 
arise  from  mere  direct  dilatation  of  Graafian  follicles.  They  have 
been  attributed  to  colloid  changes  in  the  ovarian  stroma,  to  changes 
in  the  thick-walled  ovarian  vessels,  and  lastly  to  changes  in  certain 
follicles  which  have  never  developed  and  become  ruptured  at  men- 
struation, and  which  have  not  undergone  passive  dilatation,  but  have 
been  subject  to  morbid  changes  in  their  walls  before  swelling  from 
accumulation  of  fluid  in  their  interior.  These  multiple  cysts,  how- 
ever formed,  present  from  the  first  a  very  different  appearance  to 
cysto  formed  by  a  collection  of  dilated  follicles ;  the  stroma  is  also 
much  increased  in  quantity.  They  grow  side  by  side,  fill  with  fluid, 
become  an  enormous  assemblage  of  similar  units,  disfiguring  and 
stimulating  each  other  by  pressure  and  reflex  action,  forming  preter- 
natural adhesions  within  and  without,  and  at  length,  by  their  very 
excess  of  development,  inducing  in  their  component  tissues  the 
inevitable  process  of  involution,  and  in  the  organised  being  to  which 
they  belong,  a  lingering  decay  and  death.  In  this  is  recognisable  an 
adenoid  tumour  of  the  true  type  and  tendency,  aggressive  and  de- 
structive, though  not  essentially  malignant.  Gaining  a  certain  size, 
however,  it  generally  happens  that  one  of  the  cysts  takes  the  lead  of 
the  rest.  Annihilating  some  of  its  neighbom^s,  it  dwarfs  others, 
lessens  their  vitality,  vitiates  their  contents,  and  fills  more  rapidly 
than  they.  And  this  struggle  for  existence  seldom  goes  on  long 
without  destroying  their  integrity.  Pressure  and  expansion  cause 
obstruction  to  the  circulation  in  the  cell  walls ;  atrophy  and  absorp- 
tion are  the  natural  consequences,  and  the  boundaries  being  wholly 
or  partially  gone,  or  represented  only  by  bands  or  bridges  of  mem- 
brane, the  adjacent  cells  communicate,  and  the  tumour  assumes  what 
is  called  the  muUilocular  form. 

This  process  of  excavation  may  even  go  further,  until  all  the 
cavities  becorae  continuous,  or,  with  a  total  clearance  of  every  par- 
tition, the  cyst  remains  only  one-chambered.  It  is  but  rarely,  how- 
ever, that  we  find  a  true  ovarian  cyst  to  be  unilocular ;  more  usually 
it  is,  what  has  been  termed,  paucilocular,  if  it  be  not  multilocular. 

These  transformations  are  found  taking  place  in  some  instances 
at  an  early  period  in  some  small  tumours,  while  others  of  larger  size 
preserve  their  multiple  vesicular  character  intact.  The  nature  of  the 
contents  of  the  several  loculi  varies  almost  indefinitely.  Liquidity, 
consistence,  colour,  and  chemical  composition  may  be  different  through- 
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out.  One  cell  may  contain  nearly  solid  matter,  the  next  a  limpid 
fluid ;  in  one  may  be  pus,  in  another  serum,  without  any  trace  of 
cell  formation.  There  is  union  in  the  mass,  but  no  uniformity  of 
action  in  the  parts ;  and  the  growth  having  overstepped  the  bounds 
of  healthy  influences,  comes  to  ultimate  destruction  by  the  irregular 
play  of  a  series  of  morbid  changes. 

Although  multiple  in  number  they  are  nothing  but  agglomerations 
of  simple  cysts,  and  do  not,  collectively  any  more  than  singly,  possess 
the  distinctive  property  of  the  compound  or  proliferous  cyst — that  of 
self-multiplication  by  endogenous  gemmation. 

Proliferous  Cysts. — These  have  probably  the  same  origin  as 
other  cysts,  and  their  early  condition  would  be  that  of  a  common 
unilocular  cyst.  In  fact,  any  epithelial  cysts  may  become  pro- 
liferous, and  they  are  found  in  all  parts  of  the  body.  But  wherever 
they  are  they  have,  when  filled  up,  the  same  complex  appearance  to  a 
casual  observer,  and  seem  equally  to  defy  description  or  comprehension. 

When  cut  open,  the  interior  is  seen  to  be  choked  up  with  other 
cysts,  growing  from  all  sides,  crowding  and  pressing  each  other  out  of 
shape.  From  the  outside  of  these  secondary  cysts  others  grow,  and 
the  same  outgrowth  may  be  again  repeated  upon  them.  So,  too,  if 
these  inner  cysts  are  opened,  another  endogenous  series  may  be  dis- 
closed within,  and  the  budding  does  not  necessarily  stop  there.  Want 
of  space  and  failing  vitality  only,  either  in  the  patient  or  the  part, 
put  an  end  to  the  process. 

But  proliferous  cysts  have  degrees  of  fertility.  Some  breed  to 
suicidal  repletion ;  others  fill  with  fluid  and  nourish  a  few  clusters,  or 
only  a  single  symmetrical  cluster,  of  secondary  cells,  which  have  room 
enough  and  to  spare,  and  hang  pendant  in  the  cavity.  Now  and  then 
only  one  solitary  bud  indicates  the  self-multiplying  tendency  of  the 
parent  cyst. 

Their  mode  of  development  varies.  The  Graafian  follicle  is  a 
proliferous  cell,  lined  with  epithelium.  If  injured  or  tainted  by  some 
morbific  influence,  the  ovum  is  blasted ;  the  vesicle  then  takes  on  a 
cystic  form  and  enlarges. 

Dr.  Fox  has  shown  that  the  first  and  most  frequent  manner  in 
which  secondary  cysts  are  formed  is  the  result  of  the  production  of  a 
series  of  glandular  structures,  presenting  a  tubular  type,  on  the  inner 
wall  of  the  parent  cyst.  Masses  of  glands  thus  imbedded  are  dilated 
into  cysts  by  their  own  secretion,  and  form  the  small  semi-solid  masses 
which  project  into  the  interior  of  the  parent  cysts,  and  in  them  similar 
processes  may  be  repeated  indefinitely.  Another  process  of  secondary 
cyst  formation  is  of  a  somewhat  diflerent  character.  The  cysts  in 
these  cases  give  ofif  diverticula,  which  expand  at  once  into  cysts  which 
project  into  the  interior  of  similar  adjacent  formations ;  or  long  tubular 
follicles  are  given  oflp  from  the  diverticula,  portions  of  which  become, 
by  a  series  of  successive  constrictions,  converted  into  cysts.  The 
third  class  of  cases  are  those  where  cysts  are  found  associated  with 
cauliflower  growths,  springing  from  the  interior  of  the  parent  cysts. 

All  these  multiple  and  proliferous  cysts  are  attached  to  the  uterus 
by  a  pedicle  formed  of  the  broad  ligament.  Fallopian  tube,  ovarian 
ligament  and  vessels,  which  latter  are  sometimes  very  large.  There 
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are  also  lymphatics  running  into  the  cyst,  as  well  as  nerves.  The 
pedicle  varies  in  length  and  consistence,  being  sometimes  long  and 
slender,  at  others  short  and  broad ;  sometimes  it  is  tough  and  dense, 
in  other  instances  being  so  fragile  as  hardly  to  admit  of  being  secured 
by  a  ligature. 

The  Fallopian  tube  is  often  much  elongated,  the  broad  ligament 
often  considerably  thickened,  the  utero-ovaiian  ligament  occasionally 
hypertrophied  into  a  large  fibroid  stem.  The  utero-ovarian  ligament 
and  the  Falloj^ian  tube  are  not  invariably  connected  by  the  broad 
ligament;  a  considerable  space  may  intervene  between  them,  so  that 
they  appear  as  two  pedicles  to  one  tumour. 

Ovarian  cysts  are  covered  by  peritoneum.  In  the  larger  cysts  the 
walls  can  be  separated  into  two  layers :  the  external  consisting  of 
tough  fibrous  tissue,  with  very  few  cells ;  the  internal  layer  is  softer, 
more  fleshy -looking,  and  vascular,  is  composed  of  fine  fibres,  with  an 
abundance  of  cells.  The  walls  are  highly  vascular  ;  the  epithelial  lining 
varies  in  character,  from  flattened  polygonal  cells  to  cylindrical  cells. 

When  the  fibrous  inter-cystic  structure  grows  rapidly,  the  thick- 
ness of  the  cyst  wall  being  disproportionate  to  the  contained  fluid,  the 
tumour  is  spoken  of  as  being  a  cysto-sarcoma  of  the  ovary.  The  more 
active  the  tendency  to  proliferation,  especially  if  it  present  the  cha- 
racter of  round-cell  sarcoma,  and  the  further  the  departure  from 
simplicity  of  organisation,  the  greater  the  tendency  towards  malignancy. 

When  this  form  occurs  it  frequently  affects  both  ovai-ies  at  the 
same  time  ;  and  when  adhesions  take  place  with  neighbouring  viscera, 
these  tissues  are  apt  to  become  involved.  There  is  also  a  tendency 
for  this  form  of  growth  to  recur  in  the  pedicle,  or  by  metastatic 
dej)Osits,  when  the  tumour  has  been  removed  by  operation. 

From  the  isolated  position  of  these  tumours  they  can  be  removed 
without  fear  of  recurrence  if  the  operation  be  performed  early  enough, 
before  adhesions  have  taken  place. 

The  Conteyits. — In  the  simple  unilocular  cysts  the  fluid  is  generally 
perfectly  clear,  hyaline,  colourless,  pale  yellow  or  straw-coloured,  thin 
and  limpid,  varying  in  specific  gravity  frqm  1007  to  1015,  and  in 
quantity  from  a  few  ounces  to  several  pounds;  as  much  as  160  lbs. 
having  been  di'awn  off"  from  one  cyst. 

In  the  multilocular,  and  especially  in  the  proliferous  cysts,  the 
contents  are  more  viscid  and  gelatinous,  often  resembling  a  firm  jelly 
or  colloid  material,  which  will  not  flow  through  even  a  large  canula, 
or  may  even  be  semi-solid,  almost  friable  and  crumbling  colloid. 

The  contents  of  the  different  cysts  forming  the  same  tumour  may 
vary  immensely  in  character. 

Even  in  -  the  peif  ectly  clear  fluid  of  simple  cysts  there  may  be 
considerable  quantities  of  cholesterine  crystals,  which,  after  standing, 
form  a  glittering  pellicle  on  the  surface.  Scales  of  epithelium  ai-e 
almost  always  found  floating  in  these  fluids.  The  colour  of  the  fluid 
varies  from  that  of  clear  water  to  a  turbid  yellow-green,  brown-red,  or 
chocolate  colour,  depending  upon  the  admixture  of  blood  or  pus,  which 
may  be  recent  and  pure,  or  old  and  undergoing  changes. 

As  a  rule,  after  tapping  the  fresh  accumulation  of  fluid  is  thicker, 
more  viscid,  and  of  a  darker  colour. 
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Chemically  the  contents  have  been  divided  into  two  classes — the 
mucous  and  the  albuminous  (Eichwald).  The  mucous  series  consists 
of  the  material  of  colloid  globules,  mucin,  colloid  material,  and  mucous 
peptone.  The  albumen  series  consists  of  albumen  (and  fibrine),  par- 
albumen,  metalbumen,  albumen  peptone  (fibrine  peptone).  The 
mucous  series  are  soluble  in  mineral  acids,  never  precipitated  from 
their  acid  solutions  by  ferrocyanide  of  potassium,  not  usually  pre- 
cipitated by  tannin,  or  by  neutral  metal  salts,  but  are  completely 
thrown  down  by  basic  lead  salts.  The  albumen  series  are  distin- 
guished from  the  mucin  series  generally  by  their  being  precipitated 
from  their  solutions  by  tannin  and  neutral  metal  salts.  The  first 
three  contain  sulphur. 

The  solids  usually  found  on  microscopic  examination  are  granules, 
globules  of  fat,  granular  cells,  epithelial  cells,  crystals  of  cholesterine, 
blood  corpuscles,  and  disintegrated  blood,  pus  cells  and  compound 
granular  cells,  or  inflammatory  globules  of  Gluge.  Some  of  these  are 
present  in  the  contents  of  every  ovarian  cyst,  but  it  is  rarely  that  all 
are  found  together  in  one  specimen.  Of  these  bodies  the  most  im- 
portant is  the  granular  cell,  and  it  is  almost  invariably  present. 

Proliferous  cysts,  with  exuberant  papillary  contents,  are  developed 
in  the  vascular  tissue  of  the  hilum  which  contains  epithelial  and  some- 
times tubular  relics  of  the  "Wolffian  body.  These  cysts  are  generally 
multilocular,  and  from  their  inner  walls  gi-ow  masses  of  papillary 
outgrowths.  Owing  to  their  origin,  they  are  almost  or  entirely 
sessile,  but  separate  from  the  tube  and  broad  ligament.  In  some 
cases,  however,  they  force  the  layers  of  that  ligament  apart,  and  grow 
up  to  the  tube. 

They  are  often  blended  with  proliferous  glandular  growths. 
Their  clincial  importance  lies  in  the  fact  that  they  are  sessile,  or  only 
have  a  very  short  pedicle,  which  greatly  adds  to  the  difiiculties  of  an 
operator.    Their  fluid  contents  are  often  quite  clear. 

Cutaneous  Piliferous  or  Dermoid  Cysts  of  the  Ovary  constitute 
a  distinct  class,  though  they  may  be  found  in  combination  with  serous 
or  colloid  cysts,  these  latter  being  dependent  upon  the  irritation  pro- 
duced by  the  former.  They  are  frequently  developed  before  puberty, 
and  by  many  regarded  as  always  congenital. 

Pathology, — The  cyst  wall  consists  of  two  distinct  layers,  the  inner 
one  resembling  skin  in  structure,  being  either  smooth  or  uneven  from 
circular  elevations.  The  lining  membrane  is  composed  of  thick  layers 
of  pavement-epithelium,  the  innermost  of  which  are  flattened  and  non- 
nucleated,  while  the  deeper  are  round  or  polygonal  in  shape.  Under 
this  is  a  layer  corresponding  to  the  cutis,  frequently  having  papillae, 
though  not  arranged  in  parallel  rows  or  regular  groups.  Next  to  -this 
is  a  mass  of  looser  areolar  and  adipose  tissue,  containing  the  usual 
tegumentary  appendages,  sebaceous  and  often  sweat-glands,  and  hair 
follicles.  In  the  areolar  tissue  beneath  the  skin  formation,  laminae  or 
spiculse  of  bone  are  found,  assuming  when  larger  the  most  extraor- 
dinary irregular  shapes,  often  occurring  as  lumps  of  dense  compact 
substance  having  the  true  structure  of  bone,  the  Haversian  canals 
and  bone  cells  being  arranged  in  lamellse,  though  the  canaliculi  are 
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less  numerous.  Occasionally  these  bony  masses  resemble  distinct 
foetal  bones. 

Teeth,  in  some  instances  perfectly  formed,  but  more  generally 
rudimentary,  are  generally  present.  They  arise  either  from  bone, 
which  in  some  instances  resembles  perfectly-formed  alveoli,  or  from 
the  stroma  of  the  cyst  wall. 

The  contents  of  dermoid  cysts  are  generally  of  a  greasy,  pultaceous 
nature,  consisting  of  free  fat,  cast-off  epithelial  cells,  and  cholesterine 
crystals,  which  often  give  it  a  glistening  appearance.  Mixed  with 
this  we  have  tufts  of  hair,  often  collected  in  balls,  and  teeth,  varying 
in  number  from  a  few  to  as  many  as  three  hundred.  Brain  substance, 
nerves,  muscular  fibres,  and  bone  have  also  been  found. 

The  cyst  is  usually  single,  at  other  times  it  seems  to  be  divided 
into  compartments  by  the  growth  of  septa  from  its  walls.  The 
external  covering  is  fibrous  in  structure. 

Causation. — Various  hypotheses  have  from  time  to  time  been 
started  to  explain  the  origin  of  these  cysts.  It  was  thought  they 
might  be  the  result  of  the  imperfect  development  of  an  ovum,  taking 
place  either  spontaneously  or  in  consequence  of  impregnation,  but 
they  have  a  character  quite  distinct  from  that  of  extra-uterine  foeta- 
tions,  and  form  independently  of  spermatic  influence,  being  found 
in  young  children,  and  even  before  birth,  so  that  anatomists  now 
generally  agree  that  they  are  quite  independent  of  conception. 
Another  explanation  suggested  was  that  they  arose  from  the  early 
inclusion  of  an  ovum  which  is  imperfectly  developed  within  another 
ovum  which  attains  perfection.  But  the  constant  situation  of  these 
cysts  in  the  ovary  goes  far  to  disprove  this  theory ;  such  an  ovum 
would  be  attached  to  some  more  external  part. 

The  evidence  against  all  theories  which  refer  the  origin  to  the 
development  of  an  ovum  under  any  circumstances  is  overwhelming. 
They  have  been  found  in  other  organs  than  those  of  generation,  as 
the  lungs,  thyroid  glands,  kidneys,  &c.,  and  also  occur  in  the  propor- 
tion of  about  two-fifths  in  the  male,  the  majority  of  these  being  in 
the  testicle. 

The  view  of  the  origin  of  these  cysts  now  generally  received  is, 
that  they  are  congenital,  and  due  to  a  displacement  of  the  external 
layer  of  the  blastoderm.  From  this  layer  the  epidermis  and  other 
structures  are  developed,  and  it  is  supposed  that  a  portion  of  it  be- 
comes included  in  the  part  of  the  middle  layer  from  which  the  ovary 
is  formed,  and  forms  the  rudiments  of  cvsts  of  a  dermoid  character 
(Williams). 

Symptoms. — These  differ  in  several  respects  from  those  met  with 
in  the  case  of  ovarian  cystomata.  In  the  majority  of  cases  probably 
the  tumour  commences  in  very  early  life,  while  formative  energy  is 
specially  active,  taking  on  a  more  active  growth  when  the  ovary 
becomes  developed  about  puberty,  their  presence  being  then  declared. 
Their  rate  of  growth  is  slow,  and  they  seldom  attain  a  larger  size 
than  that  of  the  adult  head.  They  are  hard  and  generally  globular. 
There  is  generally  only  one  tumour  of  one  ovary.  Fluctuation  is 
generally  indistinct,  unless  suppuration  occur,  or  the  accumulation  of 
fat  becomes  excessive.    They  are  very  liable  to  undergo  inflammation 
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and  suppuration  from  the  pressure  of  the  gravid  uterus  during  preg- 
nancy and  parturition.  They  are  apt  to  contract  adhesions  with  the 
viscera  among  which  they  are  imbedded,  with,  the  bladder  or  intestine, 
or  even  with  the  abdominal  wall.  Fistulous  communications  then 
occur,  and  the  contents  of  the  cyst  become  discharged,  but  seldom  so 
perfectly  as  to  ensure  a  cure.  The  tumour  does  not  appreciably 
diminish  in  size,  suppuration  goes  on,  the  signs  of  hectic  or  irritative 
fever  set  in,  emaciation  with  exhaustion,  and  death  ensuing,  if  meana 
be  not  taken  to  obviate  this  termination.  The  cyst  rarely  ruptures 
into  the  peritoneal  cavity. 

Diagnosis.  —  Where  a  moderate-sized,  slow-growing,  semi-solid' 
tumour  is  discovered  about  the  age  of  puberty,  that  presents  no  evi- 
dence of  fluctuation,  but  often  of  hard  bony  plates  on  the  cyst  waJl, 
our  suspicions  as  to  the  character  of  the  tumour  may  well  be  excited. 
Care  will,  however,  be  requisite  not  to  miijtake  an  extra-uterine  ges- 
tation cyst  for  a  dermoid  cyst.  The  frequency  with  which  adhesions 
occur  to  surrounding  organs  in  these  latter,  and  the  presence  of  bony 
plates,  may  mislead  even  the  most  wary.  The  history  of  possible 
pregnancy,  and  a  careful  consideration  of  all  the  symptoms,  will  alone 
enable  us  to  distinguish  them.  Even  when  rvipture  of  the  cyst  exter- 
nally into  the  bladder  or  rectum  has  taken  place,  we  may  still  be  led 
into  error  in  imagining  that  we  have  an  extra-uterine  gestation  to 
deal  with.  The  escape  of  fatty  matters,  hair,  teeth,  or  portions  of 
bone,  should  at  once  enable  us  to  clear  up  the  diagnosis. 

Treatment. — Should  inflammation,  or  rapid  enlargement  of  the 
tumour  ensue,  removal  by  ovariotomy  should  be  advised  before  sup- 
puration has  taken  place,  or  the  risk  of  rupture  of  the  cyst  has  been 
incurred. 

If  evident  pointing  of  the  tumour  towards  the  surface  be  detected, 
the  skin  becoming  inflamed  and  tender,  it  will  be  well  to  make  a 
small  incision  by  means  of  a  bistoury,  and  then  carefully  explore  the 
cavity  by  the  sound,  finger,  and  hook,  when  if  fat,  hair,  teeth  or  bone 
be  detected,  the  opening  may  be  enlarged  by  means  of  a  crucial  inci- 
sion, and  the  evacuation  of  the  contents  thus  facilitated.  The  cavity  of 
the  cyst  may  then  be  washed  out  with  some  antiseptic  fluid,  a  solution 
of  iodine,  Condy,  or  carbolic  acid.  If  thought  desirable,  efforts  may 
be  made  with  a  view  to  obtaining  contraction  of  the  cyst  by  lightly 
cauterising  the  interior  with  the  galvanic  cautery,  to  modify  its 
character,  as  suggested  by  Dr.  Barnes. 

Extirpation  of  the  cyst  may  be  attempted  if  the  adhesions  are  not 
too  extensive,  but  should  these  preclude  removal,  a  counter- opening 
through  the  roof  of  the  vagina  may  be  made  by  the  thermo-cautery, 
the  contents  of  the  cyst  as  far  as  practicable  removed,  and  a  drainage 
tube  inserted,  the  cavity  being  washed  out  regularly  with  some  anti- 
septic fluid. 

Where  the  dermoid  cyst  is  of  moderate  size,  and  wedged  down  in 
the  pelvis  by  adhesions,  an  exploratory  puncture  with  the  aspirator 
trocar  may  be  made,  and  the  opening  subsequently  enlarged. 

Fibroid  Tumour  of  the  Ovary.  —  Fihro-myoma ;  Fibroma. — 
This  is  exceedingly  rare.  Tumours  beginning  in  the  uterus,  over- 
growing and  involving  the  ovary  so  as  to  disguise  its  natural  appear- 
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ance  or  conceal  it  altogether,  have  not  infrequently  been  mistaken, 
even  after  removal,  for  tumours  of  the  ovary.  Fibroid  tumours  con- 
,sist  chiefly  of  fibroid  tissue,  and  appear  to  be  due  to  hypertrophy  of 
the  stroma  of  the  ovary.  Muscular  fibre-cells  have  also  been  disco- 
vered in  them,  but  in  small  quantities  only.  Some  of  these  growths, 
however,  are  not  due  to  simple  hypertrophy  of  the  ovary,  but  are 
distinct  nodules  growing  in  the  substance  of  the  organ.  Several 
■such  nodules  may  be  agglomerated  together  and  form  one  tumour. 
They  vary  in  density,  some  having  a  hard,  tmifoi'mly  dense  structure, 
others  containing  smaller  or  larger  loculi  or  cysts,  while  a  third  class 
possesses  a  loose  vascular  texture,  and  present  a  cancerous  appearance 
(Williams). 

True  fibroid  tumours  of  the  ovary  seldom  attain  a  large  size, 
rarely  larger  than  a  child's  head.  Although  fibro-cystic  ovarian 
tumours  may  attain  an  immense  size,  and  there  seems  no  doubt 
that  much  confusion  has  arisen  between  these  separate  forms,  Dr. 
Barnes  observes  that  in  most  of  the  jDresumed  fibrous  tumours,  the 
cystic  cavities  have  been  the  most  noticeable  features.  The  cysts 
may  be  more  or  less  obliterated  by  the  hyperplastic  condition  of  their 
walls. 

These  overgrown  partitions  are  made  up  of  a  fibrous  vascular  mass, 
not  in  any  way  distinguishable  from  that  usually  seen  in  cyst-walls. 
This  kind  of  fibro-cystic  tumour  grows  very  rapidly,  and  has  a  strong 
hsemorrhagic  disposition,  causing  in  some  cases  eff*usion  of  blood  into 
the  cyst  cavity.  It  appears  then  to  be  highly  probable  that  most  of 
the  apparent  fibrous  tumours  of  the  ovary  differ  from  undoubted  cystic 
tumours  chiefly  in  the  greater  relative  proportion  of  the  fibrous  walls 
and  the  lesser  development  of  the  cysts.  Like  fibroid  tumours  of  the 
uterus  they  occasionally  undergo  a  process  of  calcification.  Far  more 
serious  changes,  however,  occur,  for  occasionally  they  become  gangre- 
nous, or  break  down  and  suppurate,  forming  fistulous  communica- 
tions with  the  vagina  or  elsewhere. 

The  pedicle  may  become  twisted,  thus  producing  congestion  and 
softening  of  the  tumour,  leading  to  gangrene,  or  it  may  be  so  bruised 
and  injured  during  parturition  as  to  lead  to  suppuration  or  gangrene. 

Diagnosis. — There  is  nothing  very  characteristic  in  the  symptoms 
during  the  development  of  these  growths.  It  is  extremely  difficult, 
if  not  impossible,  to  distinguish  them  from  pedunculated  fibroid 
tumour  of  the  uterus.  Their  mobility  or  fixity  may  guide  us  slightly, 
but  where,  as  not  infrequently  happens,  they  are  impacted  in  the 
pelvis,  even  this  fails  us,  and  at  best  our  diagnosis  is  purely  conjec- 
tural. From  cystic  tumours  they  may  be  distinguished  generally  by 
their  hardness  and  absence  of  fluctuation  ;  from  cancer  by  their  slow 
growth  and  more  or  less  smooth  suiface. 

Prognosis. — As  a  rule,  fibroid  tumours  of  the  ovary  grow  slowly, 
and  cause  but  little  inconvenience,  as  they  seldom  attain  to  any  very 
large  size.  They  may,  however,  become  impacted  in  the  pelvis,  thus 
obstructing  the  bladder  and  rectum,  or  interfere  materially  with 
parturition. 

Treatment. — This  will  generally  consist  in  relieving  symptoms. 
Should  the  tumour  become  impacted  in  the  pelvis,  and  cause  obstruc- 
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tion,  our  first  efforts  should  be  directed  to  dislodging  the  tumour. 
The  patient  should  be  placed  in  the  genu-pectoral  position,  and  digital' 
pressure  made  either  per  rectum  or  ])er  vagincmi,  as  in  cases  of  im- 
paction of  the  retroflexed  gravid  uterus. 

Should  these  means  fail  in  relieving  the  obstruction,  the  question 
of  extirpation  will  present  itself. 

The  operation  of  gastrotomy  will  generally  be  preferable  to  any 
attempts  at  removing  the  tumour  by  the  vagina  or  rectum. 

Where  the  tumour  attains  a  considerable  size,  and  interferes  with 
the  comfort  or  health  of  the  patient  by  producing  much  pain  or  dis- 
tress, its  removal  by  gastrotomy  will  be  advisable. 

Sarcoma  and  Cancer  of  the  Ovary. — Malignant  disease  may 
occur,  as  in  other  organs  of  the  body,  either  as  a  primary  or  secondaiy 
affection.  Next  to  cystic  disease,  sarcoma  is  the  most  frequent  disease 
of  the  ovary.  Cancer  may  also  be  primary  in  this  organ,  but  is 
generally  consecutive  upon  disease  of  the  uterus  and  the  pelvic  and 
abdominal  glands.  Every  kind  of  cancer  infesting  other  organs  is  in 
turn  reproduced  in  the  ovary.  The  peculiarity  of  its  tissues,  and  the 
arrangement  of  its  component  parts,  perhaps  in  some  respects  facili- 
tate the  development  of  the  disease.  The  fibrous  stroma,  the  dense 
investment,  the  abundant  groups  of  innocent  reproductive  vesicles, 
and  the  ever-growing  intra-follicular  eiDithelium,  seem  respectively 
typically  to  prefigure  the  forms  of  scirrhous,  colloid,  papillary,  and 
medul]ary  cancer  (Wells). 

Sarcoma  often  forms  a  lobulated,  firm  tumour,  feeling  like  a 
fibroma.  Rapid  growth,  deterioration  of  health  (never  seen  in  fibroma 
and  cystic  disease),  and  ascites  before  the  solid  tumour  has  attained 
a  considei-able  size,  invariably  indicate  that  such  solid  tumours  are 
not  pure  fibromata. 

Encephaloid  cancer  is  a  less  frequent  disease,  being  often  con- 
founded with  sarcoma.  It  may  attain  considerable  size,  forming  a 
globular  mass,  with  spheroidal  knobby  projections,  diffluent  in  parts. 
In  some  cases  it  appears  to  have  sprung  up  on  the  internal  membrane 
of  the  Graafian  vesicle,  preserving  an  areolar  or  alveolar  aspect,  the 
centre  being  filled  with  blood,  the  result  of  internal  haemorrhage. 

Scirrhous  degeneration  may  be  either  primary  or  secondary.  It 
is  less  commonly  met  with  than  the  other  varieties,  occurs  usually 
after  middle  life,  and  may  create  a  tumour  of  large  dimensions.  It 
develops  slowly,  and  presents  the  same  physical  appearance  as  noticed 
in  other  organs  similarly  affected.  The  ovary  seems  occujoied  by  a 
nodulated  mass  of  uniformly  hard,  heavy,  white,  and  fibrous  tissue ; 
its  toua^hness  exceeds  even  that  of  the  firmest  fibrous  tumour. 

Melanosis  almost  always  attacks  the  ovary  secondarily. 

Medullary  carcinoma  occurs,  especially  in  young  persons,  as  a 
primitive  disease,  and  is  also  associated  with  cancer  of  the  other 
organs  as  a  part  of  a  general  wide-spi'ead  cancer  formation.  It  may 
originate  in  the  Graafian  vesicles,  in  a  corpus  luteum,  or  in  the  stroma 
of  the  organ. 

It  is  often  symmetrical  in  size,  and  forms  a  distinct  mass  as  large 
as  a  child's  head.  In  some  places  it  resembles  in  its  firmness  and  the 
preponderance  of  its  framework,  the  fibrous  cancer ;  in  others  it  is 
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soft,  very  juiey,  fluctuating,  encephaloid.  The  tumour  is  sometimes 
free,  but  mostly  united  to  surrounding  structures  by  adhesion. 

Medullary  cancer  may  affect  the  cyst  walls  in  the  form  of  villous 
cancer,  so  completely  invading  the  cyst  walls  in  some  cases  as  to 
make  it  appear  that  cystic  degeneration  had  occurred  secondarily  to  its 
deposit.  The  gelatinous  cancer  thus  appears  in  the  cystoid  growths. 
Flat,  rounded  medullary  knots,  or  villous  cauliflower-like  excres- 
cences, appear  on  the  inside  of  the  cysts,  growing  until  they  fill  the 
cavity.  Distension  sometimes  causes  rupture  of  the  tunica  albuginea 
of  the  ovary,  and  then  exuberant  medullary  growth  develops  in  con- 
tact with  the  peritoneum  and  abdominal  viscera,  the  whole  cystoid 
formation  becoming  fixed  in  all  directions,  producing  either  a  danger- 
ous peritonitis  or  abundant  abdominal  dropsy.  This  cysto-carcinoma 
also  often  occurs  symmetrically  in  both  ovaries,  more  commonly  so  in 
the  more  mature  periods  of  life.  With  this  form  of  cancer  colloid 
degeneration  is  often  associated,  when  it  constitutes  that  variety 
called  alveolar  cancer. 

The  frequent  transition  from  the  cystic  tumour  to  colloid  cancer 
suggests  the  suspicion  that  some  forms  at  least,  especially  the  pro- 
liferovis,  partake  of  the  cancerous  character.  The  history  of  patho- 
logical processes  does  not  lend  much  confirmation  to  the  hypothesis  of 
the  ready  convertibility  of  one  form  of  morbid  product  into  another. 
So  far  then  as  analogical  reasoning  may  be  trusted,  that  which  in  its 
advanced  stages  is  obviously  cancer,  in  the  ovaries,  is,  as  elsewhere, 
cancer  ah  initio.  The  strong  innate  disposition  of  the  ovary  to  develop 
cystic  formations  may  determine  the  frequent  assumption  by  the 
original  cancerous  element  of  the  cystic  or  alveolar  form  (Barnes). 

Colloid  cancer  grows  rapidly  and  to  a  large  size,  but  does  not 
quickly  tend  to  destroy  life  by  contaminating  the  system.  It  is  a 
sort  of  intermediate  form  of  disease,  having  intimate  alliances  and 
resemblances  on  the  one  hand  with  the  innocent  single  cysts,  and  on 
the  other  often  being  intermingled  and  confused  with  the  most  rapidly 
spreading  and  malignant  cancer  growths. 

In  structure  they  consist  of  countless  alveoli,  often  involving  the 
whole  ovarian  structure,  and  acquiring  a  bulk  equal  to  that  of  any  of 
the  cystic  tumours,  and  filling  up  the  pelvis  and  abdomen. 

The  contents  are  a  tenacious  viscid  matter,  varying  in  consistency 
from  set-jelly  solidity  to  a  ropy,  glairy  stuff"  which  may  be  drawn  out 
into  strings.  It  is  seldom  clear,  often  brown  or  yellowish,  having 
mixed  with  it  flocculent,  whitish,  creamy  substance,  and  many  epi- 
thelial cells,  oil  drops,  and  granular  matter. 

Diagnosis. — The  symptoms  pointing  to  the  malignant  character  of 
an  ovarian  tumour  have  been  summed  up  as  follows  by  Thomas  : — 

1.  Rapid  development  of  a  solid  tumour  in  an  ovary. 

2.  Marked  depreciation  of  the  strength,  vital  forces,  spirits,  and 
general  condition  of  the  patient. 

3.  The  occurrence  of  oedema  pedum  and  spansemia  with  a  small 
tumour,  which  are  consequently  dependent  upon  a  general  blood- 
state,  and  not  the  results  of  pressure  by  the  tumour. 

4.  Lancinating  and  burning  pains  through  the  tumour. 

5.  Cachectic  appearance. 
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6.  The  occurrence  of  ascites  without  evidence  of  cirrhosis  or  other 
hepatic  disease,  organic  disease  of  the  kidneys  or  heart,  or  chronic 
peritonitis. 

Treatment. — That  cancer  of  the  ovary  preserves  for  a  comparatively 
lengthened  time  its  exclusive  habitat  in  the  ovary,  before  spreading 
to  other  parts,  may  be  explained  by  the  comparatively  isolated  termi- 
nal position  of  the  ovary.  As  soon,  therefore,  as  the  least  suspicion 
of  the  nature  of  the  tumour  occurs,  before  it  has  become  adherent, 
ovariotomy  should  be  performed  and  the  tumour  removed. 

Where  patients  do  not  present  themselves  sufficiently  early  in  the 
progress  of  the  case  to  allow  of  the  removal  of  the  tumour,  adhesions 
being  evidently  so  extensive,  or  the  constitutional  cachexia  so  marked, 
we  can  but  treat  symptoms,  allaying  pain  by  opium,  relieving  the 
ascitic  distension  by  tapping  with  a  very  fine  trocar  and  drawing  ofi" 
some  of  the  fluid  gradually,  and  promoting  in  every  way  euthanasia. 

Tubercle  of  the  ovary  is  exceedingly  rare,  except  in  association 
with  tubercle  elsewhere.  Even  when  it  occurs  secondarily  it  is  not 
generally  until  the  whole  system  has  become  so  infected  that  the  idea 
of  directing  any  special  treatment  to  the  ovary  is  out  of  the  question. 

Enchondromatous  tumours  of  the  ovary  have  been  observed  by 
Kiwisch  in  two  cases,  but  are  so  extremely  rare  that  it  will  be  un- 
necessary to  more  than  mention  the  possibility  of  their  existence. 

Extra-Ovarian  Tumours. 

It  will  be  well  to  mention  these  in  conjunction  with  ovarian 
cysts  in  order  to  facilitate  diagnosis.    They  include  : — 

Cysts  of  the  Fallopian  tube  and  terminal  vesicle. 

Cysts  of  the  broad  ligament,  or  vesicles  of  Wolffian  body,  and 
those  developed  from  tubules  of  the  parovarium. 

Cysts  of  the  Fallopian  Tubes.  Hydro-saljnnx,  or  Fallopian 
Dropsy. — Distension  of  the  tubes  with  fluid  is  occasionally  met  with 
in  old  people,  both  tubes  being  generally  symmetrically  afl"ected. 
There  is  usually  somq  preceding  inflammation  causing  closure  of  both 
extremities  of  the  tube ;  saccular  dilatation  then  occurs  from  accu- 
mulation of  secretion,  and  the  outlets  being  closed,  sacs  of  consider- 
able size  may  form. 

The  cyst  is  not  necessarily  single,  but  may  be  subdivided  by  tight 
fibrinous  bands,  the  product  of  peritonitis,  encircling  and  constricting 
the  tube  at  various  points,  throwing  it  into  convolutions  more  or  less 
tortuous  in  character.  They  seldom  attain  a  size  larger  than  the 
foetal  head,  though  instances  have  been  recorded  of  their  growing  to 
a  much  larger  size,  even  having  attained  a  capacity  of  eighteen 
pounds.  The  mucous  membrane  is  changed  in  appearance,  becoming 
smooth,  or  roughened  by  papillary  vegetations  from  the  submucous 
connective  tissue. 

The  contents  vary,  being  mucous,  watery,  purulent,  or  sangui- 
neous. 

The  papillary  vegetations  may  form  a  large  tumour  distending 
the  tube  and  discharging  morbid  secretion  into  the  peritoneal  cavity, 
so  as  to  cause  ascites.    But  in  the  majority  of  cases  the  fimbriated 
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extremity  of  the  tube  remains  closed,  so  as  to  prevent  all  escape  of 
fluid. 

Tubo- Ovarian  Cysts  are  those  whose  walls  are  formed  jointly  by 
the  tube  and  the  ovarian  stroma,  the  distended  end  of  the  Fallopian 
tube  connected  with  and  opening  into  a  cavity  within  the  ovary. 

The  ovarian  portion  of  the  cyst  walls  possesses  either  reticulated 
or  smooth,  yellow,  yellowish-red,  or  russet-coloured  lining-membrane, 
which  does  not  continue  into  the  tubal  part  of  the  cyst.  It  is  seldom 
that  the  whole  of  the  tube  is  involved,  more  generally  the  distal  third 
is  dilated,  the  junction  of  the  tubal  end  with  the  rest  of  the  cyst  being 
marked  by  a  slight  constriction,  or  this  may  even  be  indistinct. 
These-cysts  occasionally  pour  their  contents  into  the  uterus  along  the 
Fallopian  tubes,  and  then  collapse.  The  fluid  draining  ofl*  through 
the  cervix  uteri  and  vagina  has  not  infrequently  been  mistaken  for 
urine,  the  patient  being  supposed  to  have  had  an  ovarian  tumour, 
which  has  either  burst  into  the  peritoneal  cavity,  the  fluid  being 
drained  ofl"  by  the  kidneys,  or  has  established  a  communication  directly 
with  the  bladder,  allowing  the  fluid  from  the  cyst  to  pass  ofl"  per 
uretJiram.  The  formation  of  these  cysts  is  presumed  to  be  as  follows. 
The  fimbriated  extremity  of  the  Fallopian  tube  grasping  the  ovary 
at  the  time  of  rupture  of  a  Graafian  follicle,  in  place  of  retracting, 
remains  adherent  to  the  ovary.  Excessive  secretion  of  fluid  follows, 
and  a  cyst  is  formed. 

Parovarian  and  Broad  Ligament  Cysts. — The  origin  of  many 
varieties  of  cysts  connected  with  and  external  to  the  ovary  cannot 
be  made  clear  without  some  knowledge  of  the  ultimate  involution  of 
the  Wolfiian  body  and  its  duct. 

Miiller's  ducts  undergo  partial  fusion  until  they  ultimately  as- 
sume their  adult  form  as  Fallopian  tubes,  uterus  and  vagina. 

In  the  human  female  a  number  of  parallel  and  almost  vertical 
tubes  are  to  be  seen  in  the  segments  of  broad  ligament  between  the 
Fallopian  tube  and  the  ovary.  These  tubes  constitute  the  par- 
ovarium. Above  they  join  a  horizontal  tube  which  is  blind  inter- 
nally, and  ends  externally  in  a  cyst-like  dilatation,  sometimes  as 
large  as  the  hydatid  of  the  Fallopian  tube,  with  which  it  must  never 
be  confounded.  Inferiorly  the  tubes  are  apparently  lost  in  the 
ovary.  The  microscope,  however,  has  detected,  beyond  any  doubt, 
distinct  relics  of  the  Wolfiian  tubes  in  the  tissue  of  the  hilum  of  that 
organ.  In  the  normal  adult  human  female  no  trace  of  the  Wolfiian 
body  can  be  found  between  the  layers  of  the  inner  part  of  the  broad 
ligament,  but  Coblenz  and  others  have  observed  that,  until  late  in 
foetal  life  all  this  region  shows  parallel  tubes,  with  a  single  straight 
tube  above,-  continuous  with  the  outer  or  permanent  '  parovarium.' 
The  excretory  duct  of  the  Wolfiaan  body  is  totally  obliterated  in  the 
human  subject,  excepting  in  very  rare  monstrosities,  where  it  remains, 
a  homologue  of  the  duct  of  Gaertner  persistent  in  certain  female 
mammals.  It  runs,  in  such  cases,  into  the  walls  of  the  uterus,  and 
has  even  been  knoM^n  to  open,  unobstructed,  close  to  the  clitoris,  after 
descending  the  vaginal  walls.  The  origin  of  both  uterus  and  vagina 
from  the  fusion  of  Miiller's  ducts,  to  which  the  Wolffian  duct  becomes 
adherent,  explains  this  teratological  phenomenon.    In  horizontal  sec- 
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tions  of  the  uterus  of  a  seven-months'  foetus  the  Wolffian  ducts  are 
plainly  visible. 

The  different  varieties  of  cysts  originating  from  relics  of  the 
Wolffian  body  and  duct  are  : — 

1 .  Cysts  of  the  hilum  of  the  ovary. 

2-  True  parovarian  cysts. 

'3.  True  broad  ligament  cysts. 

4.  Para-uterine  cysts.  Cysts  of  the  broad  ligament  including 
pai't  of  the  uterine  wall ;  and 

5.  Certain  cysts  of  the  vagina. 

True  Parovarian  Cysts  are  typically  unilocular,  with  no  growths 
from  their  inner  walls,  and  contain  a  clear  watery  fluid,  instead  of  the 
glairy-coloured  contents  of  ovarian  cysts.  They  lie  between  the  folds 
of  the  broad  ligament,  pushing  up  as  far  as  the  Fallopian  tube,  which 
thus  becomes  stretched  on  the  outer  wall,  with  its  fimbriae  widely 
stretched.  The  ovary  hangs  below  them,  generally  flattened  and 
atrophied,  but  sometimes  absolutely  unaffected. 

The  segment  of  tube  and  broad  ligament  internal  to  the  paro- 
varium makes  a  good  pedicle  to  these  cysts. 

When  the  so-called  parovarian  cyst  contains  papillary  growths, 
which  however  is  rarely  the  case,  its  oiigin  from  the  parovarium  is 
tolerably  certain,  as  it  differs  in  no  respect  from  the  cysts  developed 
from  other  parts  of  the  Wolffian  relics. 

It  is  otherwise  with  the  commoner  variety,  which  bears  no  inti  a- 
cystic  growths.  These  may  possibly  arise  from  small  cystic  bodies 
perfectly  spherical,  often  detected  lying  between  the  layers  of  the 
broad  ligament  over  the  tubes  of  the  parovarium,  yet  apparently 
separate  fi-om  that  structure. 

They  usually  occur  in  young  women,  are  of  slow  growth,  seldom 
attain  any  considerable  size,  although  cases  have  been  met  with  where 
the  cyst  was  so  large  as  to  distend  the  abdomen.  They  cause  com- 
paratively little  constitutional  disturbance. 

The  cyst  is  almost  invariably  unilocular,  though  occasionally  more 
than  one  tubule  becomes  dilated.  The  walls  are  usually  very  thin, 
so  that  fluctuation  is  generally  very  distinct  and  equal  in  all  direc- 
tions. 

In  some  cases  they  are  pedunculated,  but  are  more  likely  to  extend 
deeply  between  the  layers  of  the  broad  ligament  than  in  the  case  of 
true  ovarian  tumours. 

The  ovary  is  generally  found  separate  and  distinct  from  the  cyst, 
the  mes  ovarium  being  intact.  The  Fallopian  tube  is  more  likely  to 
be  flattened  out  over  the  cyst  than  in  the  case  of  a  true  ovarian  cyst, 
and  may  even  extend  over  the  greater  part  of  the  circumference. 

The  cyst  is  lined  internally  by  pale  cylindrical  nucleated  epithe- 
lium, corresponding  with  that  found  naturally  in  the  tubules.  The  fluid 
contained  in  the  cyst  is  limpid  like  water,  generally  of  very  low  specific 
gravity,  seldom  above  1005,  and  contains  only  a  trace  of  albumen, 
which  is  not,  as  a  rule,  precipitable  by  heat  alone,  but  only  by  nitric 
acid. 

These  cysts  are  strictly  simple  and  innocent  in  their  nature,  and  are 
not  likely  to  refill,  should  they  be  tapped,  or  from  any  accidental  cause 
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burst ;  hence  a  single  tapping  may  be  sulSicient  to  cure  the  patient 
without  exposing  her  to  the  risks  of  an  operation  for  extirpation. 

Where  a  cyst  of  small  size,  with  apparently  a  very  thin  wall, 
occupies  Douglas's  pouch,  puncture  with  the  aspirator  trocar  through 
the  vaginal  roof  should  be  resorted  to. 

True  Broad  Lig^ament  Cysts  are  believed  to  be  developed  from 
relics  of  the  obliterated  part  of  the  Wolffian  body,  occupying  that 
portion  of  the  broad  ligament  which  lies  between  the  parovarium  and 
the  uterus.  The  almost  constant  presence  of  papillary  growths  in 
their  interior  identical  with  those  seen  in  cysts  of  the  hilum  of  the 
ovary,  favour  the  theory  of  their  origin  from  a  similar  source.  Broad 
ligament  cysts,  of  necessity,  force  apart  the  layers  of  the  ligament  as 
they  grow.  Their  increase  is  rapid,  for  they  are  equally  in  com- 
munication with  the  trunks  of  the  ovarian  and  the  uterine  arteries. 
They  do  not  always  gi^ow  in  the  same  direction,  some  push  the 
anterior  layer  of  the  broad  ligament  forwards,  others  push  back  the 
posterior  layer,  and  then  increase,  forming  large  tumours  behind  the 
uterus.  Others  part  the  layers  of  the  ligament  asunder  below  and 
grow  into  the  cellular  tissue  around  the  vagina,  pushing  forwards  the 
walls  of  that  canal.  A  still  rarer  class  push  themselves  laterally 
under  the  peritoneum,  after  escaping  from  the  ligament,  till  they 
come  in  direct  contact  with  the  coecum  or  sigmoid  flexure,  when  they 
grow  upwards ;  or,  growing  downwards',  they  may  force  their  way 
between  the  rectum  and  uterus,  pushing  up  the  fold  of  Douglas.  The 
rarest  kind  push  forwards  along  the  anterior  wall  of  the  vagina,  the 
back  and  sides  of  the  bladder,  and  the  sub-peritoneal  cellular  tissue, 
so  that  ultimately  they  lie  immediately  under  the  abdominal  wall, 
entirely  in  front  of  the  peritoneum.  Broad  ligament  cysts  form  large 
multilocular  tumours,  generally  tilled  with  clear  fluid  and  abundant 
papillary  growths.  They  are  completely  sessile,  and  often  in  dan- 
gerous proximity  to  the  ureters  or  large  intestines. 

They  are  often  taken  for  ovarian  tumours,  and  operation  is  most 
difficult  and  sometimes  has  to  be  abandoned.  After  removal  the 
ovary  is  often  found  quite  normal  in  structure,  but  buried  in  papillary 
growths. 

A  similar  form  of  cyst  invades  part  of  the  uterine  wall  as  well  as 
the  broad  ligament,  being  probably  developed  from  morbid  changes 
in  the  relics  of  Gaertner's  duct  imbedded  in  the  uterine  wall.  In 
such  a  case  removal  w^ould  be  still  more  difficult :  extirpation  of  the 
uterus  with  the  growth  often  offers  the  only  chance  of  success. 

In  some  cases  the  papillary  masses  from  broad  ligament  cysts 
burst  through  the  cyst  walls  and  invade  the  peritoneum.  Eapid 
ascites  follows  this  invasion,  and  operative  measures  become  un- 
availing. 
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OVARIAN  TUMOURS,  continued;  including  the  diagnosis  of 

ABDOMINAL  TUMOURS. 

We  may  now  consider  the  causation,  symptoms,  course,  and  termina- 
tions, diagnosis  and  treatment,  of  cystomata  or  cystic  tumours  of  the 
ovary. 

Causation. — As  it  is  not  until  the  tumour  has  attained  some  size 
that  we  are  conscious  of  its  existence,  and  cannot  then  determine 
how  long  it  has  been  growing,  it  is  almost  impossible  to  say  what  has 
been  the  exciting  cause.  Observation  proves  that  small  cysts  arising 
from  the  ovaries  are  by  no  means  uncommon  even  in  the  foetal  state, 
some  authors  asserting  even  that  all  cystomata  have  a  congenital 
origin,  and  may  remain  in  a  more  or  less  latent  and  passive  condition 
until  l  oused  into  active  growth  at  puberty,  or  later,  when  the  natural 
functional  activity  of  the  ovary  comes  into  play. 

Although  the  operation  of  ovariotomy  for  the  removal  of  ovarian 
tumours  has  now  been  successfully  performed  in  several  thousands  of 
cases,  nothing  positively  certain  or  definite  has  been  made  out  as 
to  the  probable  cause  of  their  occurrence.  It  has  been  thought  that 
an  insufficient  menstrual  hypereemia  of  the  ovary,  as  witnessed  in 
cases  of  chlorosis  and  other  forms  of  anj3emia,  may  fail  in  producing 
rupture  of  the  follicle  :  when  in  place  of  becoming  atrophied,  it  under- 
goes cystic  degeneration. 

Again,  any  influences  which  keep  up  and  intensify  ovarian  con- 
gestion, leading  to  fibrous  hyperplasia  of  the  ovary,  or  thickening  of 
the  capsule  from  ovaritis  or  pelvic  peritonitis,  may  prevent  the  due 
maturation  or  rupture  of  the  Graafian  follicles,  which  then  undergo 
cystic  degeneration. 

In  some  instances  it  seems  probable  that  the  development  of  the 
follicles  too  far  from  the  surface  to  allow  of  their  reaching  it,  may  be 
the  exciting  cause  of  subsequent  morbid  action.  ^  Equally  the  prema- 
ture death  of  the  ovum  may  prevent  maturation  of  the  follicle, 
which,  however,  undergoes  other  changes,  and  may  ultimately  even- 
tuate in  some  cyst-formation. 

Inflammation  affecting  the  wall  of  the  vesicle  may  also  exert  an 
influence  on  the  production  of  the  disease. 

It  is,  as  a  rule,  during  the  period  of  most  vigorous  ovarian 
activity  that  the  aflfection  shows  itself,  nearly  half  the  cases  occurring 
between  twenty  and  forty  years  of  age.  The  exercise  of  the  sexual 
functions  does  not  predispose  to  ovarian  cystic  disease. 

It  has,  however,  been  noticed  that  women  who  are  the  subject  of 
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ovarian  cysts  are  less  prolific  than  others,  while  many  of  them  are 
absolutely  sterile  ;  this  may  be  from  the  fact  that  in  most  cases  of  this 
disease  there  is  from  the  first  the  abnormal  condition  of  the  ovaries 
which  accounts  for  the  absolute  or  comparative  sterility  present,  and 
which  tends  to  develop  cysts. 

Symptoms. — These  will  vary,  greatly  depending  upon  the  natural 
disposition  of  the  patient  and  the  character  of  the  tumour.  During 
the  early  period  of  development  there  may  be  little  or  no  evidence  of 
anything  abnormal  taking  place  until  the  tumour  is  manifest  by  its 
size.  In  other  cases  local  discomfort  is  experienced  from  the  first, 
such  as  pain  in  the  ovarian  region,  which  may  assume  the  character 
of  ovarian  dysmenorrhoea.  Whilst  the  tumour  is  still  small  and  con- 
tained in  the  pelvis  it  may  produce  irritability  of  the  bladder,  with 
frequent  desire  to  micturate,  o}*  even  retention  of  urine  from  impaction 
of  the  tumour  in  the  pelvis  and  pressure  upon  the  neck  of  the  bladder. 

Should  the  tumour  occupy  the  retro-uterine  pouch,  as  is  not  in- 
frequently the  case,  there  may  be  pain  in  the  back  with  a  sense  of 
weight  or  bearing  down  in  the  pelvis,  and  aching  pain  extending  down 
the  thighs  from  pressure  upon  the  nerves  as  they  pass  through  the 
pelvis.  The  function  of  the  rectum  is  usually  more  or  less  interfered 
with,  there  being  irritation  with  a  constant  sense  of  discomfort  as  if 
the  bowels  were  about  to  act,  or  constipation  with  tendency  to  haemor- 
rhoids. Should  the  tumour  contract  adhesions  in  the  pelvis  at  an 
early  stage,  and  thus  be  prevented  rising  into  the  abdomen  as  the 
growth  enlarges,  it  may  become  impacted,  and  thus  cause  complete 
obstruction  to  the  passage  of  fteces,  necessitating  operative  inter- 
ference. 

The  uterus  is  often  displaced,  thrust  down,  or  to  one  or  other  side, 
retroverted  or  anteverted.  Later  on  it  becomes  dragged  up  by  its 
attachments,  so  that  it  cannot  be  reached  by  the  finger  on  vaginal 
examination. 

Its  form  is  distorted  and  its  functions  often  rendered  difficult  and 
painful,  though  not  absolutely  impossible,  as  pregnancy  occasionally 
happens. 

Menstruation  may  be  regular  and  normal  in  character,  though  it 
is  usually  affected,  in  one  way  or  another,  from  the  commencement  of 
the  development  of  an  ovarian  tumour. 

At  first  there  may  be  monorrhagia,  but  generally  menstruation 
becomes  scanty  and  may  ultimately  cease  entirely.  Dysmenorrhoea  is 
not  infrequent.  Even  though  both  ovaries  are  invaded  by  the  mor- 
bid action,  it  is  seldom  that  the  proper  structure  of  both  is  entirely 
destroyed,  and  if  only  as  much  of  one  ovary  as  pertains  to  one  mature 
vesicle  remains  sound,  conception  may  take  place.  Pregnancy  may 
then  advance  to  full  term,  and  delivery  be  accomplished  without 
accident,  or  abortion  or  premature  labour  may  be  induced  by  the 
pressure  of  the  tumour.  During  pregnancy  the  tumour  may  become 
twisted  on  its  axis,  inflammation  of  the  cyst,  haemorrhage,  or  even 
gangrene  resulting,  or  it  may  burst  and  cause  death  by  peritonitis. 

During  labour  the  tumour  may  impede  delivery,  causing  either 
rupture  of  the  uterus  or  of  the  ovarian  cyst. 

Symptoms  of  pregnancy  occasionally  arise  when  no  such  condition 
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is  present.  There  may  be  amenorrhcea,  morning  sickness,  swelling  of 
the  breasts  with  the  characteristic  symptoms  of  enlargement  and  dis- 
colouration of  the  areolse  and  development  of  the  glandular  follicles, 
gradually  increasing  size  of  the  abdomen,  and  other  well-marked 
evidence  of  utero-gestation. 

After  the  tumour  has  attained  a  large  size,  or  has  been  of  long 
standing,  the  breasts  usually  become  flaccid  and  shrunken. 

When  the  tumour  first  rises  out  of  the  pelvis  into  the  abdomen,  it 
is  generally  more  to  one  side  than  in  the  centre.  The  pelvic  symptoms 
are  now  relieved,  unless  adhesions  had  previously  taken  place,  when 
from  the  dragging  and  other  discomfort  the  distress  is  aggravated.  In 
some  instances  a  certain  amount  of  peritonitis  is  set  up,  often  local  in 
character  and  assuming  a  latent  course,  but  still  producing  some  pain 
or  tenderness.  As  the  tumour  increases  in  size,  it  generally  becomes 
more  central,  gradually  rising  above  the  umbilicus  until  it  occupies 
the  whole  of  the  abdominal  cavity. 

The  symptoms  are  now  mainly  those  of  pressure.  There  is  a  sense 
of  fulness  or  distension,  dyspnoea  on  exertion,  aching  in  the  loins, 
gradually  increasing  sense  of  feebleness,  and  emaciation  begins  to 
show  itself.  Occasionally  there  is  pain  extending  down  one  leg  from 
pressure  on  the  nerves,  and  cedema  from  the  venous  circulation  being 
interfered  with  ;  later  on  both  legs  suffer. 

As  the  tumour  goes  on  increasing  in  size,  the  abdomen  becomes 
still  larger,  the  superficial  veins  in  the  abdominal  wall  become 
enlarged  owing  to  the  obstruction  to  the  return  of  blood  by  the  com- 
mon iliac  veins ;  linese  albicantes  appear  from  the  stretching  of  the 
abdominal  walls  ;  the  stomach  and  intestines,  crowded  out  of  their 
natural  position  and  subject  to  increasing  pressure,  have  their  func- 
tions seriously  interfered  with  ;  digestive  and  intestinal  disorders 
show  themselves,  vomiting,  constipation  or  diarrhoea,  anorexia,  and 
other  similar  symptoms  being  generally  present. 

Dr.  Atlee  regards  pulsation  of  the  abdominal  aorta  felt  through 
the  mass  as  pathognomonic  of  ovarian  tumour. 

With  increasing  size  the  thorax  at  length  becomes  implicated. 
The  diaphragm  and  heart  are  pushed  up,  the  lower  ribs  spread  out 
and  more  or  less  fixed.  The  lungs  being  compressed  and  the  heart's 
action  interfered  with,  palpitation,  dyspnoea,  and  imperfect  aeration 
of  the  blood  result.  Pressure  upon  the  kidneys  and  the  renal  vessels 
produces  congestion  of  these  organs ;  scanty  secretion  is  the  natural 
result,  and  albuminuria  is  not  infrequent.  Where  extensive  pelvic 
adhesions  occur,  there  is  often  also  pressure  upon  the  uretei's  with 
consequent  damage  to  the  kidneys ;  oedema  of  the  abdominal  walls 
and  loins  may  be  present ;  ascites  from  occasional  attacks  of  perito- 
nitis is  also  common.  With  the  gradually  augmenting  size  of  the 
tumour  we  have  progressive  emaciation  of  the  body  occurring ;  it  is 
more  noticeable  generally  in  the  face,  neck,  chest,  and  arms.  The 
features  are  chiselled  out  into  the  peculiar  pinched  expression  which 
has  been  described  as  the  fades  uterina^  but  which  would  probably 
be  better  named  fades  ovariana.  It  has  thus  been  described  by  Mr. 
Spencer  Wells  : — The  emaciation,  the  prominent  or  almost  uncovered 
muscles  and  bones,  the  expression  of  anxiety  and  suffering,  the  fur- 
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rowed  forehead,  the  sunken  eyes,  the  open,  sharply-defined  nostrils, 
the  long  compressed  lips,  the  depressed  angles  of  the  mouth,  and  the 
deep  wrinkles  curving  round  these  angles,  form  together  a  face  which 
is  strikingly  characteristic. 

In  the  latter  stage  a  low  type  of  gastritis,  marked  by  intensely  red 
tongue,  aphthous  stomatitis,  vomiting,  and  tenderness  over  the  epigas- 
trium, is  not  infrequent. 

Death  at  length  supervenes,  often  being  preceded  by  intense 
distress. 

The  distress,  however,  occasioned  by  ovarian  tumours  is  not 
always  determined  by  the  size  of  the  tumour  ;  it  appears  earlier,  and  is 
more  decided  in  cases  of  compound  than  in  those  of  simple  cysts,  and 
is  often  dependent  upon  individual  idiosyncrasy.  Pain  in  the  back 
or  iliac  regions  may  occur  from  tension  of  the  Fallopian  tubes  and 
the  broad  ligaments. 

Course  mid  Terminations. — The  natural  course  of  ovarian  cystic 
tumours  is  to  go  on  gradually,  or  in  some  cases  rapidly,  increasing  in 
size  until  they  fill  not  only  the  abdominal  cavity,  the  walls  of  which 
they  greatly  distend,  but  also  encroach  upon  the  thoracic  cavity, 
pressing  up  the  abdominal  viscera,  interfering  with  the  action  of  the 
diaphragm,  impeding  respiration,  and  also  the  circulation  by  pressure 
upon  the  aorta  and  vena  cava.  The  intestines  are  generally  driven 
backwards  and  upwards  ;  the  capacity  of  the  stomach  is  so  interfered 
with  and  the  pressure  upon  the  abdominal  viscera  so  great  as  seriously 
to  affect  the  process  of  nutrition.  The  patient  thus  becomes  emaciated  ; 
there  is  gradual  failure,  first  of  one  power  then  of  another,  until  at 
length  she  dies  from  exhaustion. 

The  rate  of  growth  or  natural  duration  of  ovaiian  cysts  depends 
upon  the  age  of  the  patient,  nature  of  the  tumour,  and  other  circum- 
stances. The  simple  cysts  may  go  on  steadily  increasing  for  some 
two  or  three  years  without  interfering  with  the  three  important  func- 
tions of  respiration,  circulation,  and  nutrition  sufficiently  to  produce 
a  fatal  result.  But  the  early  growth  of  an  ovarian  cyst  may  be  very 
slow;  it  may  remain  quiescent  for  a  time,  or  may  cease  suddenly 
and  finally  to  grow.  The  partly  solid  non-malignant  tumours  often 
grow  very  slowly,  so  slowly  indeed  that  the  system  adapts  itself  to 
the  gradual  change,  and  a  fatal  result  is  thus  postponed,  often  for 
many  years.  Instances  are  on  record  of  ovarian  tumours  being  pre- 
sent for  twenty  to  thirty  years. 

The  proliferous  cysts  and  malignant  tumours  grow  more  rapidly. 
It  is  then  often  more  a  question  of  months  than  years. 

There  are,  however,  many  contingencies  that  may  happen  in  the 
course  of  an  ovarian  tumour,  and  these  we  will  mention  seriatim. 

Small  ovarian  tumours  becoming  impacted  in  the  pelvis  may  push 
the  uterus  forwards  against  the  neck  of  the  bladder,  and  so  cause 
retention  of  urine.  They  may  also  cause  such  an  amount  of  pressure 
upon  the  rectum  as  to  produce  obstruction  to  the  passage  of  freces 
which  may  even  terminate  fatally.  Again,  the  cyst  may,  from  acci- 
dent or  injury,  become  the  seat  of  inflammation,  leading  to  suppura- 
tion of  the  cyst,  peritonitis  resulting  and  death  ensuing  in  consequence. 
Instances  have  been  recorded  of  tumours  coming  down  before  the 
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head  in  labour,  rupturing  the  vagina,  and  becoming  protruded  ex- 
ternally. The  tumour  has  been  known  to  escape,  by  bursting  or  per- 
foration of  Douglas's  sac,  through  the  rectum,  the  tumour  being 
removed  and  the  patient  recovering. 

Whenever  a  small  ovarian  tumour  complicates  pregnancy,  it  is 
liable  to  interfere  with  delivery  by  occupying  the  pelvic  cavity  and 
preventing  the  descent  of  the  head. 

Spontaneous  cures  of  ovarian  cysts.  Cases  of  supposed  spon- 
taneous resorption  of  the  fluid,  with  subsequent  shrivelling  of  the 
cyst  and  cure,  have  been  recorded,  but  it  is  more  than  doubtful 
whether  they  can  be  regarded  as  authentic.  There  has  been  some 
error  in  diagnosis.  Cases  have  unquestionably  occurred  in  which 
considerable  accumulations,  believed  to  be  in  ovarian  cysts,  have  dis- 
appeared more  or  less  completely,  either  spontaneously  or  under  the 
intiuence  of  diuretic  and  other  medicines,  but  so  long  as  the  fluid  is 
confined  in  the  ovarian  cyst,  it  is  beyond  the  influence  of  absorption. 
Dr.  Barnes  suggests  in  explanation  that  the  fluid  escapes  first  into 
the  peritoneal  cavity  by  rupture  or  a  small  perforation,  and  then 
becomes  absorbed,  or  else  by  a  fistulous  channel  directly  into  the 
bowel,  and  so  becomes  discharged.  x 

It  may  have  been  a  pseudo-cyst,  or  even  ascitic  fluid. 

Bursting  of  the  tumour  into  the  peritoneal  cavity,  with  absorption 
of  the  fluid  into  the  general  circulation  and  its  rapid  discharge  by  the 
excreting  organs,  may  occur.  Numerous  cases  are  on  record  of  the 
spontaneous  or  accidental  bursting  of  ovarian  cysts,  followed  by  cure 
in  this  way.  Where  the  walls  are  thin  and  tense,  the  simultaneous 
growth  of  the  pregnant  uterus,  with  its  consequent  pressure,  under 
sudden  exei'tion,  direct  violence,  or  concussion  from  a  fall,  may  cause 
rupture  of  the  cyst. 

Recovery  is  not  always,  however,  complete.  The  tumour  may 
form  again,  the  rent  cicatrising.  More  frequently  the  patient  dies 
rapidly  from  shock,  or  from  subsequent  peritonitis,  if  she  rallies  from 
the  shock.  This  will  depend  upon  the  nature  of  the  fluid.  If  clear 
and  watery  it  may  cause  little  irritation,  but  where  it  is  puriform  or 
gelatinous  it  possesses  acrid  and  irritating  properties,  and  sets  up  peri- 
tonitis which  may  prove  fatal.  Even  should  this  not  prove  so,  the 
ovarian  disease  will  pursue  its  natural  course  notwithstanding. 

When  rupture  occurs,  vessels  are  often  torn,  and  large  quantities 
of  blood  may  be  effused  along  with  the  ovarian  fluid.  This  complica- 
tion increases  the  danger  of  peritonitis,  and  adds  that  of  anaemia. 

Twisting  of  the  Pedicle  from  rotation  of  the  cyst  on  its  axis,  in 
cases  where  the  cyst  is  free  from  adhesions,  may  occur  from  the 
gravid  uterus  tilting  it  over,  or  from  any  sudden  exertion.  Mr.  Lawson 
Tait  suggests  that  the  alternate  filling  and  emptying  of  the  rectum, 
aided  possibly  by  the  bladder,  accounts  for  the  rotation.  The  pedicle 
thus  becomes  strangulated  or  partially  so.  Should  the  interference 
with  the  circulation  be  only  sufficient  to  produce  gradual  atrophy,  a 
cure  may  result.  Evidence  of  this  has  been  occasionally  found  post 
mortem.  The  tumour  may  either  shrink  without  being  detached,  or 
may  be  completely  separated  from  its  attachment  and  be  found  lying 
loose  in  the  abdomen.    In  other  cases  the  blood-vessels  being  unable 
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to  return  the  blood  from  the  tumour,  they  become  congested  aud 
burst. 

H?emorrhage  into  the  cyst,  causing  sudden  distension  and  pro- 
ducing symptoms  of  shock  and  ansemia,  may  prove  rapidly  fatal  with- 
out rupture  of  the  cyst  or  haemorrhage  into  the  peritoneal  cavity, 
which,  however,  not  infrequently  occurs.  If  the  patient  survive  the 
more  immediate  danger  from  shock,  haemorrhage,  and  peritonitis,  the 
strangulation  of  the  tumour  is  almost  certain  to  lead  to  gangrene, 
and  death  from  septicaemia  if  the  tumour  be  not  removed  by  gastro- 
tomy,  but  even  then  the  chances  of  saving  the  patient  are  slight. 

The  pedicle  may  give  way  spontaneously,  and  the  tumour  Hoat  in 
the  abdominal  cavity,  or  become  attached  to  some  other  part  and 
continue  to  grow,  its  vitality  being  maintained  through  the  medium 
of  vascular  adhesions. 

Bleeding  from  the  surface  of  the  cyst  or  into  its  interior  may 
take  place  spontaneously  from  papillary  growths,  without  the  occur- 
rence of  rupture,  or  twisting  of  the  pedicle.  The  blood  may  escape 
through  the  Fallopian  tube  and  uterus ;  may  collect  in  the  retro- 
uterine pouch,  constituting  a  hsematocele  ;  or  it  may  remain  diffused 
in  the  peritoneal  cavity  and  cause  fatal  peritonitis.  Death  may  occur 
rapidly,  as  in  cases  of  rupture  of  an  extra-uterine  gestation  cyst. 

Inflamination  in  the  interior  of  the  cysts  occasionally  happens.  It 
may  be  in  consequence  of  injury  or  from  tapping,  or  apparently  with- 
out any  assignable  cause.  Where  the  cyst  is  multilocular  the  in- 
flammation may  be  limited  to  one  or  more  of  the  cysts,  the  others 
remaining  unaffected.  Suppuration,  and  the  formation  of  pus  or  of  a 
foul  and  offensive  fluid,  generally  ensue.  This  may  become  absorbed 
and  give  rise  to  pyaemia  or  septicaemia  which  proves  fatal.  Perfora- 
tion of  the  cyst  and  discharge  of  the  decomposing  fluid  into  the  peri- 
toneal cavity  may  take  place  and  cause  death  by  shock  or  by  intense 
general  peritonitis. 

Adhesions  to  the  adjacent  organs  and  tissues  not  infrequently 
occur  during  the  progress  of  ovarian  tumours,  especially  to  the 
omentum  and  abdominal  walls,  but  occasionally  also  to  the  intes- 
tines, bladder,  pelvis,  and  even  the  liver  and  stomach.  A  coil  of 
intestine  may  be  found  running  over  the  anterior  surface  of  the 
tumour,  to  which  it  is  firmly  adherent.  As  the  tumour  enlarges  the 
intestine  becomes  pressed  upon  so  much  as  to  cause  obstruction, 
stercoraceous  vomiting  sets  in,  and  the  patient  succumbs. 

The  cyst  may  contract  adhesions  with  the  bladder,  bowel,  vagina, 
or  Fallopian  tubes,  and  by  bursting  or  ulcerative  perforation  into  one 
of  these  viscera,  its  contents  may  be  discharged.  When  an  opening 
forms  from  the  intestine  into  the  cyst,  the  contents  of  the  bowel  may 
enter  its  cavity  and  give  rise  to  faecal  abscess  which  terminates  fatally. 

Perforation  may  occur  from  a  wearing  through  of  the  cyst  wall 
by  partial  pressure  of  the  growths  from  within  a  papillary  cystoma, 
or  by  suppuration.  It  is  a  gradual  process,  and  more  likely  to  occur 
in  the  glandular  cystomas  than  in  the  simple  cysts.  Minute  perfora- 
tions between  the  cyst  and  the  peritoneum  not  infrequently  occur; 
the  opening  is  at  once  glued  up  by  plastic  adhesion,  thus  limiting 
effusion  and  causing  merely  local  peritonitis. 
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Occasionally  adhesions  form  to  the  diaphragm,  and  the  ulcerative 
process  continuing  in  an  upward  direction,  the  pleura  and  lung  may 
be  attacked. 

Intercurrent  attacks  of  peiitonitis  are  common  in  the  progress  of 
ovarian  tumours,  apart  from  bursting  or  perforation.  They  may 
prove  fixtal,  but  more  usually  recovery  takes  place,  and  the  surface  of 
the  tumour  may  then  become  completely  adherent  to  all  the  sur- 
rounding parts. 

Atrophic  involution  seems  in  some  cases  to  occur.  The  nutrition 
and  growth  become  impaired.  The  tumour  may  remain  quiescent 
for  many  years,  or  be  found,  post  mortem^  shrunken  and  degenerated. 

The  growth  of  an  ovarian  cyst  is  sometimes  also,  though  very 
rarely,  arrested  by  a  so-called  ossification  of  its  walls,  or  rather  calci- 
fication, no  true  bone  being  formed. 

Methods  in  which  Death  is  produced. — Terminations  : — 

By  exhaustion  arising  from  inanition,  due  to  pressure  upon  the 
stomach  and  alimentary  canal. 

By  asphyxia,  from  pressure  on  the  diaphragm,  fixity  of  the 
chest,  and  compression  of  the  lungs  ;  respiration  and  aeration  are  in- 
terfered with,  pulmonary  congestion  supervenes,  and  bronchitis  or 
pneumonia  proves  rapidly  fatal  from  any  slight  exposure  to  cold. 

By  collapse  or  shock,  from  the  extreme  distention  interfering 
with  the  heart's  action,  from  sudden  bursting  of  the  cyst  into  the 
peritoneal  cavity,  or  from  haemorrhage. 

By  septiccemia  or  ^yyannia,  from  twisting  or  rupture  of  the 
pedicle,  or  from  inflammation  of  the  cyst  and  decomposition  of  its 
contents,  especially  if  pregnancy  complicate  the  case. 

By  peritonitis,  intercurrent,  or  in  consequence  of  rupture  of  the 
cyst,  especially  in  cases  of  polycysts. 

By  intestinal  obstruction  from  adhesions,  or  pressure. 

Diagnosis. — If  attention  has  been  given  to  the  foregoing  symp- 
toms there  should  be  little  difiiculty  in  arriving  at  a  conclusion  as 
to  the  existence  or  otherwise  of  an  ovarian  tumour.  The  history  of 
gradual  enlargement  of  the  abdomen,  commencing  low  down  to  one 
or  other  side,  the  tumour  not  being  tender  on  pi-essure,  easily  dis- 
placed, causing  little  or  no  inconvenience  until  it  became  bulky, 
extending  above  the  umbilicus;  the  general  health,  good  at  first, 
gradually  becoming  impaired ;  the  abdominal  veins  becoming  en- 
larged; the  altered  expression  of  the  countenance,;  the  gradual 
emaciation  of  the  upper  portion  of  the  body ;  the  diminution  of  the 
urine  ;  the  oedema  of  the  extremities  and  other  symptoms  of  deranged 
functions,  form  a  characteristic  group. 

The  local  signs  elicited  by  inspection,  palpation,  and  percussion 
show  the  existence  of  a  tense,  elastic  tumour,  dull  on  percussion, 
fluctuating,  separate  from  the  uterus. 

As  these  symptoms  and  signs  will  be  more  fully  discussed  in  con- 
sidering the  differential  diagnosis,  it  will  be  needless  to  enter  more 
fully  into  them  at  present. 

Differential  Diagnosis. — When  we  state  that  the  abdomen  has 
repeatedly  been  opened  with  a  view  to  performing  ovariotomy,  when 
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not  only  no  ovarian  but  no  other  tumour  was  present ;  that  the 
pregnant  uterus,  nearly  at  full  term,  has  been  tapped  with  a  trocar 
with  the  intention  of  drawing  off  ovarian  fluid,  and  even  been  opened 
after  abdominal  incision  before  the  mistake  was  discovered ;  that  the 
chastity  of  virgins  has  been  impugned  by  the  assertion  of  their  medical 
attendants  that  pregnancy  existed ;  and  that  numerous  and  frequent 
mistakes  are  made  in  attempting  to  decide  upon  the  character  of 
abdominal  tumours,  we  have  said  sufficient  to  show  that  the  question 
of  diagnosis  in  these  cases  is  often  one  of  serious  difficulty  and  anxiety 
to  the  practitioner. 

Fortunately  it  is  not  always  so  ;  some  cases  are  so  simple  as  to  be 
recognised  almost  instinctively,  others  cause  much  greater  difficulty, 
and  in  some  cases  it  is  simply  impossible  to  arrive  at  any  conchision 
except  on  making  an  exploratory  incision,  and  even  then  it  may  be 
impossible  to  determine  the  nature  of  the  growth. 

The  diagnosis  not  infrequently  involves  the  decision  between  life 
and  death,  for  if  we  leave  a  patient  to  die  unrelieved  from  not  being 
able  to  make  out  the  character  of  the  tumour,  when  it  is  subse- 
quently discovered  that  an  operation  might  have  been  performed 
with  success,  or  if  we  attempt  to  operate  upon  a  patient,  exposing 
her  to  all  the  risks  of  a  formidable  operation  when  no  tumour  exists, 
or  even  one  unfitted  for  operative  interference,  in  either  case  we  incur 
a  grave  responsibility. 

It  will  be  well  then  in  every  case,  no  matter  how  simple  ap- 
parently it  may  at  first  sight  appear  to  be,  to  examine  the  patient 
thoroughly  and  systematically.  We  must  employ  every  faculty  avail- 
able—  sight,  touch,  hearing;  aiming  rather  at  making  a  thoroughly 
reliable  and  trustworthy,  than  a  brilliant  showy  diagnosis,  arrived  at 
often  too  hastily,  and  regretted  at  leisure.  The  examination  should 
be  pursued  systematically.  Having  made  out  the  history  of  the  case 
so  far  as  it  is  likely  to  throw  light  upon  the  question  at  issue,  and 
ascertained  that  some  abdominal  complication  exists,  the  patient 
should  be  requested  to  loosen  her  dress — unfastening  everything  that 
surrounds  the  waist,  remove  her  stays,  and  then  lie  on  her  back  on 
the  couch,  her  shoulders  being  slightly  elevated,  the  knees  drawn  up, 
and  the  abdomen  uncovered. 

Where  possible,  it  should  always  be  arranged  that  the  bladder  be 
emptied  and  the  rectum  unloaded  before  the  examination  be  made. 

Should  the  patient,  from  nervousness  or  from  any  wish  to  deceive 
and  mislead  us,  or  from  tenderness  preventing  careful  exploration, 
hold  the  abdominal  muscles  so  tense  as  to  preclude  our  making  a 
satisfactory  examination,  some  ansesthetic  must  be  given  and  a  full 
investigation  carried  out.  This  should  never  be  done  hurriedly  at 
the  time  by  the  practitioner  alone ;  a  second  person  should  always  be 
present  in  the  room,  and  if  possible,  the  anaesthetic  administered  by 
another  medical  man,  whose  opinion  also  might  prove  of  value.  It 
is  comparatively  seldom  that  it  will  be  found  requisite  to  administer 
an  anaesthetic,  but  in  cases  of  phantom  tumour  or  spurious  pregnancy, 
which  are  specially  liable  to  mislead  the  practitioner,  a  double  ad- 
vantage is  gained,  in  that  a  thorough  examination  is  facilitated,  and 
the  tumour  also  dispersed. 
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More  errors  in  diagnosis  are  made  from  too  hasty  conclusions 
from  imperfect  data  than  would  be  believed.  It  is  not  sufficient  to 
see  that  the  abdomen  is  enlarged  to  decide  that  a  tumour  is  present, 
nor  to  feel  that  the  abdomen  is  distended.  Unless  percussion  and 
auscultation  aie  systematically  employed,  we  shall  be  continually 
arriving  at  wrong  conclusions. 

When  it  is  remembered  that  the  diagnosis  of  ovarian  tumours 
involves  the  analysis  of  every  enlargement  possible  to  occur  in  the 
abdomen,  the  practitioner  should  not  be  in  too  great  a  hurry  to  arrive 
at  a  decision  as  to  the  character  of  any  individual  tumour.  We  shall 
on  this  account  enter  somewhat  fully  into  the  subject,  and  endeavour 
to  make  it  as  clear  as  possible. 

Our  first  object  then  will  be  to  discover  whether  any  abdominal 
tumour  exists,  and  if  so,  our  next,  what  is  the  character  of  the 
tumour  or  swelling. 

Having  uncovered  the  abdomen  suflficiently  to  command  a  fair 
view,  we  then  bring  into  play  our  faculty  of  sight  by — 

Inspection. — Note  carefully  the  size,  whether  enlarged  or  fiiirly 
normal;  the  shape,  whether  symmetrical  or  otherwise,  arched  and 
prominent  or  flat  and  bulging  in  fianks,  whether  there  is  any  altera- 
tion of  shape  on  sitting  up,  or  any  irregularities,  as  met  with  from 
distended  coils  of  intestines.  Note  also  the  condition  of  the  skin, 
whether  healthy  and  noi'mal  in  appearance,  or  cedematous,  marked 
with  linese  albicantes  or  discolorations. 

Mensuration  should  always  be  employed  to  give  more  precision  to 
what  may  have  been  detected  by  the  eye,  and  also  as  a  record  of  any 
alteration  in  size  from  time  to  time. 

Having  ascertained  all  that  we  can  in  this  way,  then  proceed  to 
bring  another  sense  to  bear  upon  the  question,  that  of  touch  by — 

Palpation. — With  the  outspread  hands  applied  to  the  abdomen, 
note  whether  it  be  soft  and  resilient,  hard  and  tense;  whether  the 
hand  can  be  pressed  down  towards  the  spine  or  encounters  resistance 
from  some  cystic  or  solid  tumour.  If  so,  determine  the  size,  shape, 
evenness  or  inequality  of  surface,  presence  of  fluctuation,  pain  or 
tenderness  on  pressui'e,  evidence  of  movement  as  in  utero-gestation. 

Per  vaginam  ascertain  if  the  uterus  be  normal  in  position,  size, 
consistence ;  if  the  finger  can  detect  any  tense  cyst- wall  at  the  roof 
of  the  vagina  to  which  impulse  is  communicated  from  above  by  con- 
joined manipulation. 

Should  the  case  seem  to  require  it,  examine  per  rectum  as  well. 

Then  bring  the  faculty  of  hearing  into  play  by  means  of — 

Percussion. — Note  whether  the  abdomen  be  resonant  or  dull,  the 
area  of  dulness  in  front  or  more  laterally  ;  whether,  if  dulness  be  de- 
tected, the  line  of  dulness  alters  on  change  of  position. 

The  sense  of  hearing  may  still  further  be  made  use  of  by  means  of — 

Auscultation,  either  with  the  ear  direct,  a  soft  towel  being  placed 
over  the  abdomen,  or  with  the  stethoscope. 

Notice  whether  borborygmi,  placental  bruit,  foetal  heart-sounds, 
&c.,  can  be  heard. 

The  examination  thus  far  conducted  should  enable  us  to  say 
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whether  the  abdomen  is  abnormally  enlarged,  and,  if  so,  whether 
from  distention  with  air  or  fluid,  or  from  the  presence  of  a  tumour, 
fluid  or  solid,  or  from  a  combination  of  any  of  these  conditions. 

Where  an  accumulation  of  fluid  is  detected  in  the  abdomen,  either 
fi-ee  or  encysted,  other  means  at  our  disposal  are — aspirating  a  small 
quantity  of  fluid  by  the  hypodermic  syringe,  or  an  ordinary  aspirator 
and  trocar,  or  by  paracentesis  and  examination  of  the  fluid  under  the 
microscope  and  by  chemical  tests.  An  exploratory  incision  may  also 
be  rendered  requisite  to  clear  up  a  diagnosis. 

The  abdomen  may  be  considerably  enlarged  from  obesity  with 
tympanitic  distention,  hysterical  tympanites,  phantom  tumours, 
spurious  pregnancy. 

Obesity  with  Tympanitic  Distention  occurs  not  infrequently 
towards  the  menopause,  especially  in  sterile  women.  The  obesity 
is  rarely  limited  to  the  abdomen  and  breasts,  but  occurs  in  the 
face  and  extremities  as  well. 

Although  large,  the  breasts  are  doughy,  and  have  neither  the 
characteristic  feel  of  physiologically  active  glands,  nor  is  there  any 
increase  in  the  area  and  darkening  of  the  areolae  as  met  with  in 
utero-gestation.  Pregnancy  and  obesity  seldom  concur,  and,  speaking 
generally,  the  subjects  of  ovarian  tumour  are  mostly  slim  and  slightly 
built. 

On  inspection  of  the  abdomen  it  is  seen  to  be  more  or  less  sym- 
metrically enlarged.  On  making  the  patient  sit  up  the  abdominal 
walls  are  thrown  into  pendulous  folds,  the  umbilicus  is  hollow  and 
depressed. 

On  palpation  the  abdominal  enlargement  is  felt  to  be  doughy, 
yielding  on  firm  pressure.  There  is  no  sensation  of  a  well-defined 
globular  tumour  with  resisting  outline,  giving  the  peculiar  feeling  of 
a  wavy  or  living  impulse  under  the  hand  as  marks  the  peristaltic 
movement  of  the  uterine  wall,  or  the  movements  of  the  foetus  in 
pregnancy.  The  abdominal  walls  may  be  pinched  up  between  the 
two  hands,  lifted  as  it  were,  and  made  to  roll  over  the  muscular  floor 
beneath. 

If  anaesthesia  be  produced  the  hand  can  be  made  to  sink  almost 
to  the  spine,  making  due  allowance  for  the  thickness  of  the  abdominal 
walls. 

On  vaginal  examination  the  uterus  is  probably  found  normal  in 
size,  central,  mobile ;  the  cervix  not  softened,  as  in  true  pregnancy, 
and  directed  backwards,  but  hard  and  central,  often  low  down. 

There  is  no  displacement  of  the  uterus,  with  tilting  to  one  side  or 
dragging  upwards,  as  met  with  in  ovarian  tumour. 

On  conjoined  manipulation  with  firm  pressure  the  uterus  can 
generally  be  felt  of  normal  size,  not  enlarging  out  uniformly  as  in 
pi  egnancy,  nor  is  there  any  sensation  of  a  cyst  in  front  of  the  uterus 
as  met  with  in  ovarian  tumours. 

On  percussion  obscure  resonance  over  the  whole  abdomen  is 
generally  detected.  If  firm  pressure  be  made  over  the  lower  por- 
tion between  the  umbilicus  and  pubes,  where  the  enlarged  uterus 
would  be  if  pregnancy  existed,  or  where  an  ovarian  cyst  would  be 
most  likely  to  be  found,  and  percussion  so  as  to  get  out  the  deep 
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note  be  resorted  to,  the  resonance  is  even  more  marked  than  it  is 
superficially. 

On  auscultation  the  rolling  and  rumbling  of  confined  air  in  the 
intestines,  so-called  borborygmi,  are  essentially  difierent  from  the 
placental  bruit  and  foetal  heart-sounds  of  utero-gestation  or  the 
complete  absence  of  any  sound  as  noticed  in  ovarian  tumours. 

Hysterical  Tympanites,  Phantom  Tumours,  and  Spurious  Preg"- 
nancy  may  practically  be  considered  together  to  obviate  confusion, 
since  the  actual  physical  condition  is  almost  identical  in  each.  The 
same  systematic  method  of  investigation  must  be  followed  as  just 
indicated.  The  abdomen  is  often  uniformly  distended  to  the  size  of 
the  pregnant  uterus  at  full  term.  It  is  rounded,  hard,  and  resistent. 
The  apparent  enlargement  is  often  increased  by  arching  of  the  back, 
either  involuntarily  or  at  will,  the  recti  muscles  being  held  tense,  so 
that  no  impression  is  made  upon  the  abdomen  by  pressure  of  the 
hand.    Change  of  position  causes  no  alteration  in  shape. 

On  percussion  the  abdomen  is  uniformly  resonant.  If  the  patient's 
attention  can  be  diverted  by  engaging  her  in  conversation,  or  if  she 
be  placed  under  the  influence  of  anaesthesia,  the  swelling  entirely 
disappears,  the  hand  can  be  pressed  down  to  the  spine,  the  abdomen 
becomes  flaccid.    There  is  no  fluctuation  or  any  sohd  tumour  present. 

In  these  cases  but  little  dependence  can  be  placed  on  the  subjec- 
tive symptoms,  the  patient  often  being  very  hysterical,  occasionally 
the  subject  of  delusion  amounting  almost  to  monomania,  in  other 
cases  merely  of  a  natural  mistake. 

In  cases  of  spurious  pregnancy,  in  addition  to  the  above  physical 
signs,  the  mammary  signs  of  pregnancy  are  often  entirely  absent. 
The  catamenia  in  young  women  are  often  regular,  though  this  fact 
may  be  suppressed.  At  the  time  of  the  menopause  the  cessation  of  the 
catamenia  in  due  course  may  really  prove  to  have  been  the  starting- 
point  of  the  delusion  as  to  the  existence  of  pregnancy.  On  vaginal 
examination  the  uterus,  in  place  of  being  enlarged,  is  found  to  be 
more  or  less  normal  in  size,  mobile ;  the  cervix  of  natural  density,  not 
softened  ;  the  os  uteri  normal. 

Ovarian  Cysts  and  Ascites. — If  in  place  of  resonance  we  find 
dulness  on  percussion,  and  a  more  or  less  distinct  sense  of  fluctua- 
tion, one  or  other  of  these  conditions  will  probably  be  found  to 
account  for  it. 

The  mere  fact  that  no  fluctuation  can  be  detected  must  not  always 
be  accepted  as  proof  of  the  non-existence  of  fluid,  without  further 
investigation.  Fluctuation  may  be  rendered  very  indistinct,  or  may 
be  entirely  prevented,  though  fluid  be  present,  by  the  following 
causes  (Peaslee) : — 

1.  Great  thickness  of  the  abdominal  walls,  from  fat  or  oedema, 
whether  the  fluid  be  in  the  peritoneal  cavity  or  in  a  cyst. 

2.  Great  thickness  of  the  walls  of  a  cyst,  they  being,  in  dermoid 
tumours  and  polycysts,  sometimes  1  to  1 J  inch  thick. 

3.  Great  tenseness  of  the  cyst,  even  though  it  be  a  large  one. 

4.  Great  density  of  the  fluid,  as  in  colloid  cysts. 

5.  Small  amount  of  fluid  in  each  cyst,  as  in  many  polycysts. 
As  it  is  of  great  importance  to  distinguish  ascites  from  an  ovarian 
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cyst,  the  leading  points  of  differ 
pari  son  : 

Ovarian  Oyst. 

History. — General  health  good  at 
time  of  discovery  of  eniarijement  in 
abdomen  ;  fails  gradually  and  slowly, 

Catamenia  often  regular,  though 
scanty. 

Hydragogues  and  diuretics  pro- 
duce no  etfect  as  a  rule. 

No  evidence  of  cardiac,  renal,  or 
hepatic  disease  as  a  rule. 

Tumour  often  first  noticed  to  one 
side  of  abdomen,  becoming  more  cen- 
tral further  on. 

GEdema  of  face,  hands,  feet,  &c., 
seldom  present  until  a  late  period. 

On   Ins_pectioti.  —  Abdomen  en- 


Fki.  12G. — Ovarian  Tumour.  Dorsal 
Decubitus.  (After  Barnes.)  O.T. 
Dull  area  of  Ovarian  Tumour.  I. 
Intestinal  resonance.    L.  Liver. 


larged,  bulging  in  front,  arched,  often 
more  to  on.e  side  than  another,  chang- 
ing but  little  if  at  all  in  shape  on 
change  of  posture. 

Umbilicus  never  prominent,  or 
bulging,  or  thinned  ;  on  deep  inspira- 
tion upper  part  of  cyst  often  seen  to 
rise  and  fall. 

Greatest  circular  measurement 
often  some  inches  belov^  level  of 
umbilicus. 

Abdominal  integuments  normal,  or 
merely  thinned. 


Qce  are  here  tabulated  for  com- 

Ascites. 

Health  failing  often  before  swell- 
ing noticed,  often  rapidly. 

Often  irregular,  profuse  or  scanty. 

Hj'dragogues  and  diuretics  pro- 
duce temporary  relief. 

Generally  evidence  of  organic 
mischief  in  one  or  other  of  these 
organs,  or  of  peritonitis. 

Swelling  first  noticed  as  a  fulness 
or  bulging  in  the  lower  abdomen  on 
standing. 

Generally  present  early  in  the 
case  ;  oedema  of  extremities  in  all 
cases. 

Uniformly  enlarged,  flattened  in 


i.  Intestinal  resonance.    L.  Liver. 


front,  bulging  in  the  flanks.  Shape  of 
abdomen  alters  materially  on  change 
of  posture,  the  tiuid  bagging  to  the 
lower  "part  on  sitting  or  standing. 

Umbilicus  often  prominent  or 
bulging,  and  thinned.  Not  so  ;  occa- 
sionally simulated  by  distended  coils 
of  intestine,  but  these  are  resonant  on 
percussion. 

Greatest  measurement  at  level  of 
umbilicus. 

Skin  of  abdomen  smooth,  tense, 
shining. 
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Ovarian  Cyst. 

Chest  conical  from  bulging  of  false 
ribs,  where  tumour  of  large  size. 

In  advanced  cases  the  character- 
istic fades  ovariana  is  generally 
marked. 

On  Palpation. — Abdominal  walls 
tense,  resisting  pressure. 

Fluctuation  usually  most  distinct 
in  centre  of  abdomen,  superficially  ; 
does  not  vary  with  position  of  patient ; 
limited  to  line  of  dulness ;  more  dis- 
tinct in  recumbent  position. 

Aortic  pulsations  transmitted 
through  the  cyst  to  the  abdominal 
wall. 

Per  vaginam. — Cyst  often  detected 


Ascites. 
Floating  ribs  not  bulging. 

Cachectic  appearance 
marked  from  the  first. 


often 


Soft  and  resilient  if  amount  of 
fl.uid  moderate,  tense  when  excessive. 

Most  marked  in  most  dependent 
parts,  in  the  flanks  on  lying  down  ; 
less  marked  anteriorly ;  varies  with 
position  of  patient ;  felt  beyond  line  of 
dulness,  ditfused  through  abdomen  ; 
more  distinct  in  erect  position. 

Aortic  pulsation  not  felt  through 
abdominal  wall. 

No  cyst  felt ;  no  impulse  commu- 


FlG. 


128. — Differential  Characters  of  Ovarian  and  Ascitic 
Dropsies  in  upright  posture.    (After  Barnes.) 


at  pelvic  brim  or  vaginal  roof  in  front 
of  uterus,  impulse  being  communi- 
cated from  above.  Fluctuation  often 
indistinct,  or  not  felt  in  case  of  poly- 
cysts. 

Uterus  generally  drawn  upwards 
or  tilted  to  one  side  ;  mobility  often 
impaired  ;  cervix  shortened  ;  uterus 
generally  displaced  behind  the  cyst. 

On  Percussion.  —  Dulness  most 
marked  over  centre  of  abdomen  ;  line 
of  dulness  in  the  erect  posture  is  con- 
vex ;  one  or  both  flanks  resonant. 

Areas  of  dulness  and  resonance  re- 
main the  same  on  change  of  posture 
if  the  cyst  be  of  large  size.    A  mode- 


nicated  ;  sense  of  bulging ;  fluctuation 
often  detected. 


Uterus  either  low  down  and  mov- 
able, or  normal  in  position ;  cervix 
of  normal  length. 

Dulness  in  both  flanks  when  lying 
on  back ;  resonant  anteriorly  in  the 
most  elevated  parts  ;  line  of  dulness 
on  sitting  or  standing  concave. 

Alter  according  to  the  position  of 
patient ;  on  side,  upper  flank  reso- 
nant ;  on  sitting  up,  fluid  gravitates 
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OvaHan  Cyst. 

rate-sized  cyst  may  move  somewhat 
from  side  to  side  when  the  patient 
turns  over. 


On  Auscultation. — Nothing  heard 
over  seat  of  tumour,  except,  possibly, 
the  aortic  pulsation  is  transmitted. 
The  fluctuation  wave  of  fluid  may  be 
heard  on  succession. 

Character  of  Fluid. — Fluid  usually 
amber-coloured,  somewhat  viscid, 
sticky  to  the  feel,  often  like  syrup ; 
sp.  gr.  seldom  below  1018-30 ;  varies 
in  colour  in  different  cysts  ;  contains 
no  fibrin,  but  albumen,  paralbumen, 
metalbumen,  and  peptone. 

Microscojncally . — Cylindrical  epi- 
thelium, cholesterine,  leucocytes,  and 
granular  masses  are  found.  The  cha- 
racteristic granular  ovarian  cell  con- 
tains a  number  of  fine  granules,  but 
no  nucleus,  and  is  distinguished  from 
other  cells  by  becoming  more  trans- 
parent and  its  granules  more  distinct 
on  the  addition  of  acetic  acid.  It 
remains  unaltered  on  the  addition  of 
ether.  No  amoeboid  corpuscles  pre- 
sent. 


Ascites. 

to  lower  part  of  abdomen,  the  depend- 
ent parts  being  dull,  the  uppermost 
resonant.  Exceptions  occur  when  in- 
testines bound  down  by  adhesions,  or 
when  fluid  excessive  in  quantity. 

Gurgling  sounds  of  intestines  over 
centre  of  abdomen,  movement  of  fluid 
heard  on  succession  ;  no  aortic  pulsa- 
tion transmitted. 

Limpid,  light  straw  colour,  highly 
albuminous  ;  sp.  gr.  1010-15  ;  deposits 
fibrin  spontaneously  as  a  delicate  film, 
but  no  sediment ;  does  not  contain 
paralbumen,  metalbumen,  or  choles- 
terine. 

Squamous  epithelium  cells,  leu- 
cocytes, and  fibrin,  with  occasionally 
pus  cells  ;  oil  globules  and  amoeboid 
bodies  are  found. 


We  have  here  for  sake  of  clearness  indicated  the  leading  points  of 
distinction  in  the  two  conditions.  It  must  be  remembered  though 
that  numerous  complications  may  vitiate  these  conclusions,  and  lead 
to  fallacies.  Thus  ovarian  tumours,  especially  if  malignant  in  cha- 
racter, may  be  associated  with  ascites,  when  the  flanks  will  be  dull, 
and  the  areas  of  resonance  and  dulness  change  when  the  position  be 
altered.  There  may  be  gaseous  distention  of  the  large  intestine  in 
cases  of  ascites,  and  thus  resonance  in  either  flank  be  present  in 
place  of  dulness,  especially  in  the  right,  where  the  ascending  colon  is 
more  bound  down  by  adhesions.  Where  the  abdominal  distention 
from  ascites  is  very  great,  the  mesentery  may  be  too  short  to  allow 
the  intestines  to  float  to  the  surface,  or  they  may  be  bound  down  by 
adhesions,  the  result  of  peritonitis,  and  thus  more  or  less  uniform 
dulness  be  the  result.  On  careful  auscultation,  however,  in  these 
cases  the  movement  of  flatus  in  the  intestine  may  usually  be  heard 
on  deep  pressure  over  the  centre  of  the  abdomen,  this  not  being  the 
case  in  ovarian  tumours  of  such  a  size.  Again,  the  anterior  surface 
of  the  abdomen  may  be  resonant  in  cases  of  ovarian  tumour  where 
the  cyst  contains  air  as  a  result  of  tapping,  or  of  a  communica- 
tion with  the  intestine.  We  may  have  pregnancy  or  other  tumour 
associated  with  ascites,  this  latter  condition  being  so  considerable 
that  the  presence  of  the  tumour  is  masked  or  not  discoverable. 
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Differential  Diagnosis  of  the  three  varieties  of  Ovarian  Cyst  (  Peaslee). 


Monocyst  and  Oligocyst 


Slower  growth ;  not  un- 
common. 

Peculiar  expression  comes 
later. 

General  health  fails  much 
later. 

Abdomen  symmetrical. 

Enlargement  from  35  to 
45  inches. 

Surface  smooth  if  mono- 
cyst. 

Tumour  disappears  after 
tapping. 

(Edema  of  lower  extrejni- 
ties  very  rare ;  abdominal 
veins  less  enlarged,  and 
later. 

Adhesions  less  common 
and  less  firm. 

Inflammation  of  cyst  wall 
not  common. 

Ulceration  of  cyst  wall 
not  common. 

Spontaneous  rupture  not 
common. 

Amenorrhoea  comes  later. 

Fluctuation  distinct  and 
throughout,  if  a  monocyst, 
and  from  any  point  to  all 
others. 

Per  vagiiiam. — Uterus  is 
higher,  and  the  fluctuation 
also. 

Pedicle  longer  as  a  rule. 

Fluid  limpid,  ember, 
bluish  or  greenish,  viscid, 
with  much  albumen. 

Contains  epithelial  scales, 
cholesterine,  and  fatty 
granules,  and  the  ovarian 
glomeruli. 


Poly  cyst 


Kapid  growth ;  more 
common. 

Comes  much  earlier. 

Fails  early 

Not  symmetrical. 
Sometimes  to  55  or 
even  78  inches. 

Lobulated,  irregular. 

Does  not  disappear. 

Very  common ;  veins 
enlarged  early. 

Adhesions  the  rule, 
and  vascular. 
Not  so  common. 

More  common. 

Far  more  common. 

Comes  much  earlier 
Less  distinct  and  cir- 
cumscribed. 


Uterus  is  lower,  and 
the  fluctuation  also,  or 
none  at  all. 

Shorter  as  a  rule. 

Not  clear ;  brownish, 
dense,  gelatinous,  or 
albuminous. 

Contains  also  blood 
pigment  and  blood  cor- 
puscles. 


Dermoid  Cyst 


Congenital ;  very  slow, 
very  rare. 
Latest  of  all. 

Very  late. 

Not  symmetrical. 
Smallest ;  generally  30 
to  40  inches. 

A  monocyst  as  a  rule. 

Does  not  completely 
collapse. 

Very  uncommon. 


Adhesions  not  very 
rare. 

Most  uncommon,  pro- 
portionally. 

Most  common  of  all. 

Very  uncommon. 

Very  late. 

Fluctuation  more  ob- 
scure. 


Uterus  lower,  fluctua- 
tion dull. 

No  rule. 

Light  cglour,  curd}^ 
no  albumen ;  partly  solu- 
ble in  ether. 

Contains  epithelial 
scales  sebaceous  matter, 
crystals  of  cholesterine, 
hairs,  teeth,  bone,  &c. 


Parovarian  Cysts  — Cysts  of  Broad  Ligament. — These  are  rare 
compared  with  ovarian  cysts,  occur  more  frequently  in  young  per- 
sons, are  of  very  slow  growth,  often  continue  for  a  long  time  without 
deranging  the  general  health,  and  seldom  prove  fatal. 

As  they  are  often  cured  by  a  single  tapping,  and  so  do  not  need 
extirpation,  it  is  important  if  possible  to  make  out  the  diagnosis. 

They  may  be  thus  contrasted  with  unilocular  ovarian  cysts  : — 


282 


OVAEIAN  TUMOUKS. 


Parovarian  Cysts. 

Bare  ;  always  monocystic. 

Mostly  in  young  persons. 

General  health  unimpaired  for  a 
long-  time. 

Seldom  attain  any  considerable 
size. 

Abdominal  veins  less  prominent. 
Walls  usually  very  thin. 
Fluctuation  very  distinct  and  su- 
perficial. 

Per  vaffinam.  —  Fluctuation  very 
distinct ;  uterus  normal  in  size  and 
position,  or  somewhat  lower  in  pelvis. 

Scarcely  ever  refill  after  tapping. 

Very  seldom  fatal. 

Fluid  limpid  like  clear  water,  of 
low  specific  gravity,  generally  under 
1005  ;  contains  only  a  trace  of  albu- 
men, which  is  only  precipitated  by 
nitric  acid,  not  by  heat  alone. 


JJnilocnlar  Ovarian  Cysts. 

Common. 

Occur  at  all  ages. 

Gives  way  earlier. 

May  attain  any  size. 

Veins  more  marked. 
Walls  often  thicker. 
Less  distinct. 

Fluctuation  less  evident ;  uterus 
generally  behind  tumour,  often 
dragged  up  somewhat  or  tilted  to  one 
side. 

Eefill  often  rapidly. 

Almost  always  fatal  in  time. 

Fluid  clear,  viscid,  highly  albu- 
minous ;  specific  gravity  1007  to  1015, 
or  more ;  a  glittering  pellicle  of 
cholesterine  often  forms  on  the  sur- 
face. 


Hydatids,  growing  from  some  part  of  the  peritoneal  surface  or 
from  the  liver,  often  acquire  an  enormous  bulk,  distending  the  abdo- 
men proportionally,  and  simulating  in  many  respects  large  ovarian 
tumours. 

The  history  usually  shows  that  the  enlargement  commenced  in 
the  upper  part  of  the  abdomen^  and  gradually  extended  downwards 
towards  the  pelvis,  and  that  the  growth  has  been  very  rapid. 

Fluctuation  is  mostly  obscure  and  circumscribed,  and  even  when 
the  hydatid  fremitus  can  be  felt  it  is  not  decisive  of  hydatid. 

The  surface  of  these  tumours  is  often  irregular,  the  interspaces  or 
depressions  between  the  projecting  masses  very  distinct.  A  vaginal 
examination  generally  proves  the  pelvis  and  hypogastric  region  to  be 
free  from  the  presence  of  a  cyst. 

Where  the  diagnosis  is  still  doubtful,  puncture  of  the  cyst  with 
the  aspirator  and  trocar,  and  examination  of  the  fluid,  will  effectually 
clear  up  the  question. 

The  fluid  is  perfectly  colourless,  transparent,  and  watery  as  a 
rule,  occasionally  slightly  opalescent,  of  low  specific  gravity — 1007  to 
1009 — generally  alkaline  or  neutral  in  reaction,  but  occasionally  acid, 
consisting  mainly  of  a.  strong  solution  of  chloride  of  sodium,  without 
any  albumen  or  other  organic  substance,  but  said  to  contain  succi- 
nate of  soda  (Roberts).  Numerous  booklets  are  often  detected  under 
the  microscope. 

Renal  Cysts. — Hydro-  and  pyo-nephrosis,  and  hydatid  cysts,  are 
often  mistaken  for  ovaiian  cysts.  Solid  renal  tumours,  whether 
innocent  or  malignant,  may  simulate  pseudo-colloid,  cysto-sarco- 
matous,  or  malignant  tumours  of  the  ovaries.  Kenal  tumours  may 
generally  be  recognised  by  the  following  characteristics : — 

They  push  the  intestines  forward,  ovarian  backwards. 

Renal  tumours  begin  in  the  lumbar  region,  and  grow  forwards 
and  downwards. 
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Ovarian  tumours  generally  begin  in  one  inguinal  or  iliac  region, 
and  extend  upwards  and  inwards, 

Kenal  tumoui'S  lie  behind  tbe  intestines,  ovarian  in  front,  except 
in  those  cases  where  the  intestine  has  become  adherent  to  the  anterior 
surfiice  of  the  ovarian  cyst. 

The  descending  colon  usually  crosses  the  left  kidney  obliquely 
from  above  downwards,  the  ascending  colon  usually  runs  along  the 
inner  border  of  the  right  kidney,  when  these  organs  are  enlarged. 
If  any  doubts  exist  whether  it  be  intestine  in  front  of  the  tumour, 
on  rolling  it  under  the  fingers  the  intestine  contracts  into  a  firm, 
cord-like  band  ;  or  insufflation  per  rectum  may  be  effected,  when  the 
gurghng  of  flatus  may  be  heard  on  auscultation,  or  the  altered 
resonance  prove  that  it  is  really  intestine. 

An  elastic  tube  might  also  be  passed  per  anum,  with  a  view  to 
clearing  up  the  question  when  the  left  kidney  is  involved. 

Although  the  urine  may  be  perfectly  normal,  the  healthy  kidney 
alone  secreting  urine,  in  many  cases  there  will  be  found  evidence  of 
pus,  blood,  albumen,  or  epithelium  in  the  urine,  and  frequently  a 
history  of  urinary  troubles,  such  as  hsematuria,  calculus,  albu- 
minuria, nephritic  colic,  or  some  notable  change  in  the  quantity  or 
state  of  the  urine. 

In  ovarian  tumours  there  is  more  likely  to  have  been  menstrual 
derangements,  and  some  alteration  in  the  mobility  or  situation  of  the 
uterus  is  generally  detected. 

Renal  tumours  are  comparatively  rare,  and  grow  slowly. 

Should  the  nature  of  the  case,  after  careful  examination,  be  still 
doubtful,  it  will  be  well  to  aspirate,  and  draw  off  a  small  quantity  of 
fluid  for  examination. 

If  renal,  the  fluid  will  often  possess  a  faint  urinous  odour,  urea, 
urates,  and  chlorides  in  the  normal  proportion  being  detected. 
Simon's  method  of  exploration  by  the  hand  in  the  rectum  is  often  of 
great  value  in  determining  the  pelvic  origin  or  not  of  tumours,  but 
needs  to  be  very  carefully  performed. 

A  floating  or  movable  kidney  may  become  enlarged,  and  then 
be  mistaken  for  an  ovarian  tumour.  The  kidney  usually  preserves 
its  normal  characteristic  shape,  though  the  hilus  may  be  turned  up- 
wards. The  kidney  cannot  be  detected  in  the  region  it  normally 
occupies,  but  the  tumour  can  be  pushed  back  into  this  position,  and 
may  also  be  moved  about  freely  in  the  abdomen.  It  is  rarely  con- 
nected in  any  way  with  the  pelvis.  An  exploration  of  this  cavity 
wiU  generally  enable  us  to  decide  that  the  tumour  is  not  ovarian. 


Large  Renal  Cysts. 

Very  rare,  and  grow  slowly. 

History  generally  of  urinary 
troubles.  Evidence  at  some  time  of 
pus,  blood,  or  albumen  in  urine ;  of 
nephritic  colic  from  an  impacted  cal- 
culus, &:c. 

No  catamenial  derangement. 

No  characteristic  expression  of 
features. 

Emaciation  appears  late. 


Ovarian  Cysts. 

Common,  and  grow  more  rapidly. 

None.  May  be  history  of  dys- 
menorrhoea,  or  other  menstrual  de- 
rangement. 


Catamenia  often  scanty. 
Facies  ovariana. 

Early. 
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Large  Renal  Cysts.  Ovarian  Cysts. 

Early  oedema  of  lower  extremities.  (Edema  appears  late,  if  at  all. 

Tumour  commences  in  lumbar  re-  Commences  below,  and  extends 

gion,  and  grows  forwards  and  down-  upwards  and  towards  mesial  line, 
wards. 

Unilateral  and  fixed  from  first.  Unilateral  and  movable  at  first. 

Not   quite   symmetrical  at    any  Symmetrical  when  cyst  large, 
time. 

Lies  behind  the  intestines,  which  Lies  in  front  of  intestines,  which 

are  pushed  towards  mesial  line.  are  pushed  upwards  and  outwards. 

Per  raginam.. — Tumour,  even  if  it  Tumour    almost    invariably  de- 
extends  to  pelvic  brim,  perfectly  inde-  tected,  and  felt  to  be  connected  wirh 
J  endent  of  pelvic  organs  ;  often  not  pelvic  organs, 
detectable. 

Rectal  exploration  confirms  this.  Rectal  exploration  shows  tumour 

to  be  attached  to  one  or  other  side  of 
uterus. 

Fluid  contains  urea,  urates,  and  Fluid  highly  albuminous  ;  no  urea, 

chlorides  ;   not   necessarily   albumi-  Often  com  ains  cylindrical  epithelium, 

nous.  cholesterine,  leucocytes.  Granular  cell. 

Urine  usually  contains  pus,  blood,  Urine  normal,  though  diminished 

or  albumen.  in  quantity. 

Pregnancy  is  often  mistaken  for  ovarian  tumour. 

Little  reliance  as  a  rule  should  be  placed  upon  subjective  state- 
ments, for  in  cases  where  these  are  of  most  value  they  are  often  least 
reliable.  'Where  pregnancy  is  real  or  suspected,  the  patient  may 
mislead  the  surgeon  intentionally,  or  from  her  own  hopes  or  fears 
biassing  her  judgment,  An  unmarried  girl,  or  a  married  woman 
whose  husband  is  absent,  or  a  widow,  may  have  very  strong  reasons 
for  concealing  pregnancy,  and  hoping  or  asserting  that  she  has  an 
ovarian  tumour.  Or  a  sterile  wife,  or  one  advancing  in  age,  suffering 
from  a  tumour,  may  have  grounds  almost  equally  strong  for  hoping 
that  she  may  be  pregnant '  (Wells). 

Objective  signs  then  should  mainly  be  trusted  to. 

In  pregnancy  the  mammary  signs  are  usually  very  characteristic 
at  the  time  when  an  ovarian  tumour  is  at  all  likely  to  be  confounded 
with  this  condition,  say  from  the  fifth  to  the  seventh  month.  The 
breasts  are  full,  the  areolae  darkened,  the  follicles  enlarged,  the  nipple 
prominent  and  exudes  a  milky  fluid  on  pressure. 

On  insjjsction  of  the  abdomen,  it  is  found  to  be  enlarged  symme- 
trically, prominent  in  front.  In  primiparse  the  umbilical  areola  is 
often  very  distinct. 

On  palixition  a  central  firm  resistent  tumour,  less  dense  than  a 
fibroid,  more  solid  than  a  cyst,  pyriform  in  shape,  may  usually  be 
detected,  Rhythmical  contractions  may  often  be  felt  if  the  tumour 
be  gently  grasped  by  the  outspread  hand ;  the  contour  of  the  foetus 
or  distinct  movements  may  often  be  perceived. 

Per  vaginam  the  abdominal  tumour  may  be  felt  to  be  continuous 
with  the  neck  of  the  uterus,  which  latter  is  enlarged,  softened, 
infundibular  in  shape,  the  os  admitting  the  finger  readily,  and 
being  directed  backwards.  Ballottertient  detects  the  foetal  head  or 
breech,  which  produces  an  impulse  when  pushed  up  and  allowed  to 
descend. 

On  percussion  the  areas  of  resonance  and  dulness  are  similar  to 
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those  noticed  in  ovarian  tumours  :  dull  in  front,  resonant  in  the 
flanks,  but  little  altered  on  change  of  position. 

On  auscultation  foetal  heart-sounds  are  distinctly  audible  towards 
the  end  of  the  fifth  month,  averaging  140  in  a  minute.  The  placental 
li)ruit  may  also  be  heard,  but  is  of  less  value  diagnostically,  as  a  similar 
bruit  is  occasionally  produced  in  the  case  of  uterine  fibroids. 

Cases  of  pregnancy  with  hydrops  amnii  are  very  liable  to  be 
confounded  with  large  ovarian  cysts,  especially  as  the  size  :Of  the 
uterus  is  out  of  all  proportion  to  the  stage  of  development,  thus 
simulating  a  rapidly  growing  ovarian  cyst.  The  uterine  walls  are 
much  thinner  than  usual  from  the  undue  distention,  so  that  fluctua- 
tion is  very  superficial,  and  may  readily  simulate  that  detected  in 
thin-walled  ovarian  cysts. 

The  signs  of  pregnancy  previously  enumerated,  especially  hallotte- 
ment,  softening  of  the  cervix — the  tumour  being  continuous  with 
this — the  cervix  spreading  out  or  enlarging  gradually  into  the  tumour 
and  moving  simultaneously  with  this,  should  enable  us  to  form  a 
correct  diagnosis. 

The  sounds  of  the  foetal  heart  are  often  obscure  and  distant,  but 
the  foetal  movements,  if  detected,  or  the  head  pressing  down  in  the 
cervix,  can  hardly  be  mistaken  for  anything  else. 

Should,  however,  the  diagnosis  be  very  difficult,  and  the  question 
of  operation  urgent,  it  will  be  better  to  pass  the  uterine  sound,  which 
would  at  once  clear  up  the  diagnosis.  Even  if  labour  were  thereby 
induced,  this  would  be  better  than  puncturing  the  pregnant  uterus 
with  a  trocar,  or  exposing  it  by  an  exploratory  incision. 


Normal  Pregnancy  about  sixth  month. 

Enlargement  has  developed  within 
six  months  at  furthest ;  only  noticed  a 
few  weeks  at  most. 

Symmetrical. 

Countenance  natural,  healthy. 
Catamenia  absent  for  some  months. 

Mammps  full,  areola  darkened, 
follicles  enlarged,  nipple  prominent, 
exuding  a  milky  fluid  on  pressure. 

Umbilical  areola  in  primiparte. 

Superficial  abdominal  veins  not 
enlarged. 

Tumour  pyriform-shaped,  resist- 
ing, and  dense. 

Khythmical  contractions. 

Fluctuation  very  indistinct. 

On  vaginal  examination  uterus 
found  to  be  enlarged,  cervix  softened 
and  apparently  shortened.  Ballotte- 
ment  detects  body  within  uterus. 

Foetal  heart-sounds  heard.  Move- 
ments felt  when  child  living. 


Ovarian  Tumour  up  to  Uinbilicus. 

Has  developed  more  slowly,  as  a 
rule,  and  been  noticed  for  many 
months,  if  not  a  year,  at  least. 

More  to  one  side. 

Anxious, 

Generally  regular,  though  may  be 
scanty. 

Mammte  only  exceptionally  en- 
larged ;  seldom  other  signs  mamfest. 

Not  present. 

Veins  often  distinct. 

Tumour  less  uniform  in  shape, 
often  irregular. 
None. 

Fluctuation  often  distinct. 

Uterus  normal  in  size,  usually  be- 
hind cyst,  often  displaced.  Ballotte- 
ment,  even  if  practicable,  detects 
nothing. 

None. 


A  few  words  as  to  the  legal  obligations  of  the  medical  profession 
as  regards  corporal  examination  without  assent^  may  prove  of  service 

1  Brit.  Med.  Journal,  Jan.  7,  1882. 
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to  many.  It  not  infrequently  happens  that  a  mistress  suspects,  or  is 
told,  that  a  servant  of  hers  is  pregnant.  The  doctor  is  forthwith 
sent  for,  and  the  servant  told  to  go  up  to  her  room  in  order  that  she 
may  be  examined  as  to  the  truth  or  otherwise  of  the  suspicion. 

Now,  in  a  case  of  this  kind,  a  mistress  has  a  very  great  power 
over  a  servant ;  for  slie  can  accuse  her  of  being  pregnant,  and  can 
send  her  out  of  the  house  at  a  moment's  notice,  without  even  board 
wages,  and  dismiss  her  without  a  character.  All  these  gi-ievances 
may  be  made  known  to  her  to  coinpel  her  to  submit  to  the  exami- 
nation referred  to,  and  she  may  assent,  feeling  that  a  worse  wrong 
may  be  done  to  her ;  but  the  assent  being  without  her  will,  she  is  not 
really  in  a  position  to  assent.  The  law  recognises  a  great  difference 
between  consenting  and  submitting.  Neither  magistrates,  nor 
policemen,  nor  medical  men  may  infringe  on  the  rights  of  any  person. 
Unless  the  servant  expressly  consents  to,  or  requests  an  examination 
to  be  made  in  order  to  vindicate  her  character,  such  examination 
would  be  an  assault  illegal  and  unjustifiable,  and  ere  long  will  doubt- 
less be  declared  to  be  an  indecent  assault. 

An  action  was  recently  brought  against  a  surgeon  to  recover 
damages  for  an  alleged  indecent  assault  upon  a  domestic  sei'vant. 
She  had  been  arrested  by  the  police  on  a  charge  of  concealment  of 
birth ;  and  although  she  admitted  having  had  a  child,  she  was  after- 
wards examined  by  the  surgeon  to  ascertain  if  this  were  a  fact,  but 
without  being  asked  for  her  consent.  She  was  afterwards  charged 
before  the  magistrates  with  this  criminal  offence,  and  committed  to 
the  assizes,  when  she  was  acquitted. 

The  County  Court  judge  very  rightly  stated  that  it  was  no  part  of 
the  duty  of  the  surgeon  '  when  a  girl  was  arrested  on  a  chai-ge  of  this 
kind  before  she  had  been  before  the  magistrates,  and  for  the  purpose 
of  making  evidence  against  her,  she  being  entirely  powerless  in  their 
hands,  to  make  an  examination  of  that  girl  without  her  consent. 
She  admitted  having  had  a  child.  .  .  .  There  was  no  legal  authority 
at  all  to  examine  this  girl.'  A  verdict  was  given  for  the  plaintiff, 
with  damages 

An  examination  by  a  medical  man,  in  pursuance  even  of  a 
magisterial  order,  of  the  person  of  a  female  in  custody,  upon  a  charge 
of  concealing  the  birth  of  her  illegitimate  child,  is  an  assault,  inas- 
much as  a  justice  of  the  peace  has  no  power  to  make  such  an  order, 
either  by  common  or  by  statute  law. 

The  medical  profession  are  under  a  strong  obligation  to  be  ex- 
ceedingly careful  in  examining  the  person  of  girls  and  women,  in 
order  to  avoid  actions  for  assault,  with  claims  for  substantial  damages 
for  so  doing.  Even  if  a  medical  man  unnecessarily  strips  a  female 
patient  under  the  pretence  that  he  cannot  otherwise  judge  of  her 
illness,  it  is  an  assault  if  he  himself  takes  off  her  clothes. 

Molar  Pregnancy. — Vesicular  mole,  or  uterine  hydatids,  from 
cystic,  or  so-called  hydatidifoi-m  degeneration  of  the  chorion,  when 
pi-olonged,  may  give  rise  to  some  confusion.  There  is  often  rapid 
increase  of  the  uterine  tumour,  the  size  not  correspondinof  with  the 
supposed  period  of  pregnancy.  Usually  more  or  less  profuse  watery 
and  sanguineous  discharges  take  place  about  the  mid  period  of  preg- 
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nancy,  often  even  earlier,  which  will  at  once  put  us  on  our  guard  as 


There  is  more  general  disturbance  of  the  health  than  is  natural, 
the  vomiting  is  often  excessive,  and  the  discomfort  from  the  rapid 
and  undue  distention  of  the  uterus  often  very  distressing. 

The  discovery  of  portions  of  cysts  with  the  discharge  resembling 
currant  juice  is  a  certain  diagnostic  sign  of  this  condition. 

Retained  Encysted  Foetus,  in  cases  of  extra-uterine  gestation, 
may  usually  be  recognised  by  the  histoiy  of  supposed  pregnancy 
which  never  terminated  in  parturition.  The  outline  of  the  foetus 
may  be  detected  possibly,  or  where  a  long  interval  has  elapsed  the 
tumour  may  present  a  firm  and  irregular  outline,  situated  low  down 
in  the  abdomen,  or  even  entering  into  the  pelvis. 

The  condition  of  the  tumour  has  been  stationary  for  some  time. 
Ovarian  Tumour  complicating  Pregnancy. — This  condition  not 
infrequently  occurs,  and  may  complicate  the  diagnosis  considerably. 
The  abdomen  is  more  widened  out  than  in  either  of  the  single  con- 
ditions, and  the  limits  of  each  tuQiour  may  generally  be  defined  by 
the  ordinary  methods.  There  is  commonly  a  marked  sulcus  or  de- 
pression between  the  two  tumours.  There  is  often  a  history  of  the 
presence  of  a  comparatively  slow-growing  tumour — ovarian — rapidly 
becoming  moi-e  prominent,  or  appjirently  enlarged,  from  the  com- 
plication of  pregnancy  supervening,  the  symptoms  of  this  latter  con- 
dition being  marked  by  the  usual  amenori-hoea,  sickness,  &c. 

There  are  other  enlargements  of  the  uterus  unconnected  with 
pregnancy  which  are  often  mistaken  for  ovarian  tumours. 

Of  these  ^fibroid  and  fihro-cystic  tumours  probably  offer  the  greatest 
difficulty  as  regards  diagnosis. 

Fibroid  Tumours  of  the  uterus  occasionally  attain  a  very  large 
size.  There  is  usually  a  history  of  menorrhagia.  They  are  generally 
of  slow  growth,  confined  to  the  lower  part  of  the  abdomen  (unless 
very  large),  apparently  fixed  there,  cannot  be  raised  at  all,  or  only 
with  difficulty,  by  the  hand  pressed  backwards  between  the  tumour 
and  the  pubes. 

On  vaginal  examination  the  vagina  may  be  found  to  be  more  or 
less  completely  obliterated  by  a  dense  solid  mass,  the  cervix  uteri 
effaced,  the  os  uteri  reached  with  difficulty,  the  cervical  canal  so 
compressed  or  contorted  that  the  uterine  sound  will  not  pass,  or 
where  this  is  practicable  the  sound  enters  a  tortuous  canal  many 
inches  beyond  the  normal  length.  Every  movement  of  the  abdominal 
tumour  is  communicated  immediately  to  the  uterus,  which  is  felt 
to  move  in  all  directions  with  the  pelvic  portion  of  the  tumour.  If 
in  addition  to  these  signs  we  detect  small  marble- like  tumours,  sessile 
or  pedunculated  on  the  main  mass,  we  need  have  little  doubt  tnat 
the  case  is  one  of  fibroid  tumour. 

Large  uniformly  solid  ovarian  tumours  are  exceedingly  rare. 


to  the  probable  nature  of  the  case. 


Uterine  Fibroid. 
Greneral  health  fair.    No  emacia- 


Ovarian  Cyst. 
Health  impaired.  Emaciation. 


tion. 


Countenance  natural  or  anaemic. 
Not  uncommon. 


Anxious,  pinched,  seldom  anasmic. 
Large  solid  tumours  ver}^  rare. 
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Uterine  Fihroid. 

History  of  menorrhagia. 
Slow  growth,  often  extending  over 
years. 

Surface  lobiilated  and  firm. 

Abdominal  veins  not  enlarged. 

Tender  on  pressure,  more  marked 
during  menstruation. 

Sense  of  elasticity  occasionally, 
but  no  true  fluctuation. 

Tumour  confined  to  lower  abdo- 
men, apparently  fixed  there;  cannot 
be  raised  from  pelvis. 

Per  vaginam. — Tumour  inseparable 
from  uterus,  with  which  it  moves  ; 
dense  and  firm.  Cervix  often  oblite- 
rated. Uterine  cavity  elongated  ;  canal 
often  tortuous. 

In  cases  of  sub-peritoneal  pedicu- 
lated  fibroids,  tumour  more  mobile 
independently  of  uterus. 


Ovarian  Cyst. 

Catamenia  often  scanty. 
More  rapid  growth,  seldom  over 
one  year. 

Smooth  and  yielding  generally, 

Enlarged. 

Not  so. 

Fluctuation  distinct. 

Not  so.  Can  be  raised  from  pelvis. 


Separable  from  uterus,  not  moving 
with  it ;  tense,  elastic,  fluctuating. 
Uterus  normal ;  cervix  natural  length ; 
canal  not  tortuous. 


Fibro-cystic  Tumours  of  the  Uterus,  when  they  have  attained  a 
considerable  si^e,  are  with  great  difficulty  distinguished  from  multi- 
locular  or  semi-solid  ovarian  tumours.  Of  nineteen  cases  collected 
by  Dr.  C.  C.  Lee,  eighteen  were  operated  on  under  a  mistaken  diag- 
nosis of  ovarian  cyst. 

Both  uterine  and  ovarian  tumours  may  lead  to  very  great  en- 
largement of  the  abdomen ;  be  central  in  position,  or  incline  to  one 
or  other  side;  be  either  round,  ovoid,  or  irregular  in  form;  smooth 
or  lobulated  on  their  surface;  either  hard,  elastic  or  fluctuating; 
either  tender  or  insensible  to  pressure ;  and  either  adhering  to  the 
abdominal  wall,  or  moving  beneath  it  with  or  without  crepitation 
(Wells). 

Koeberl^  thinks  the  diagnosis  of  a  fibro-cystic  tumour  may  be 
established  by  the  following  signs  : — 

1.  The  discoloured  line  and  dejected  expression  of  the  face,  the  so- 
called  fades  uterina  of  the  patient, 

2.  The  variable  consistency  of  the  tumour  as  made  out  by  abdo- 
minal palpation. 

3.  The  results  of  tapping.  If  the  trocar  touch  a  fibrous  spot  in 
the  tumour  wall,  blood  will  flow.  Esren  when  the  cyst  is  reached  the 
fluid  never  presents  the  clear  viscid  character  of  ovarian  cystic  fluid, 
but  is  either  yellowish,  thin,  serous,  and  rich  in  lymph  or  cholesterine, 
or  it  is  brown,  muddy,  sero-purulent,  or  bloody,  and  the  tapping  leaves 
only  partial  collapse. 

\.  The  indurated  or  nodular  feel  of  the  tumour  after  tapping. 

5.  The  uterine  connections  of  the  growth,  as  made  out  by  vaginal, 
and  uterine  examination  by  aid  of  the  sound.  The  uterus  is  more 
displaced  than  in  ovarian  tumour. 

The  history  may  guide  us  somewhat.  Fibro-cystic  tumours  rarely 
occur  before  thirty ;  the  rate  of  development  is  slow,  often  extending 
over  several  years.  The  solid  portion  of  the  tumour  preponderates 
over  the  cystic.    The  tumour  involves  the  body  and  neck  of  the 
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uterus,  cannot  be  raised  from  the  pelvis ;  the  abdominal  tumour 
moves  synchronously  with  the  pelvic  portion.  On  exploratory  in- 
cision the  tumour  is  dark,  vascular,  thick,  and  frequently  fasciculated 
with  fibrous  bands,  differing  essentially  from  the  pearly  white  or  blue 
and  glistening  surface  of  an  ovarian  tumour. 


Fihro- Cystic  Tumour  of  Utcrvs. 

Seldom  occurs  before  age  of  thirty 
years. 

Comparative!}^  rare. 

Generally  of  slow  growth  at  first. 

General  health  not  affected  for  a 
long  time. 

No  emaciation. 

Complexion  often  florid,  dis- 
coloured. 

Expression  dejected.  Fades  nte- 
riiia. 

Abdominal  veins  not  enlarged. 

Umbilicus  not  prominent. 

Menorrhagia  more  often  than 
amenorrhoea. 

Urine  normal  in  quantity. 

Tender  on  pressure. 

Elasticity;  subsequentl}'-  fluctua- 
tion. 

Variable  consistence ;  lobulated 
surface. 

Solid  portion  preponderates  over 
cys'ic. 

Tumour  dark,  vascular,  fascicu- 
lated, with  fibrous  bands. 

Per  raginavi. — Tumour  firm  at 
first,  continuous  with  uterus,  involv- 
ing the  body  and  neck  of  uterus  with 
which  it  moves,  if  at  all,  but  cannot 
be  raised  from  pelvis. 

Uterine  cavity  elongated. 

Fluid,  on  tapping,  yellow,  thin, 
serous,  not  viscid ;  little  albumen  ; 
rich  in  lymph  or  cholesterine ;  or 
brown,  muddy,  sero-p\irulent  or 
bloody  ;  spontaneously  coagulable. 


Ovarian  Tumour. 
Often  earlier  as  well  as  later. 

More  common. 
Growth  more  rapid. 
Often  fails  earl}'  in  case  of  com- 
pound cysts. 
Emaciation. 
More  often  pale. 

Anxious,  but  more  hopeful.  Fades 
ovariana. 
Enlarged. 
Prominent. 
The  reverse. 

Often  scanty  secretion. 
Not  so. 

Fluci  nation  from  first. 

More  uniform  in  consistence  and 
surface. 

Cystic  portion  predominates. 

Pearly  white,  or  blue  and  glisten- 
ing surface. 

Cystic  from  first,  not  continuous 
with  uterus  ;  uterus  normal  in  size  ; 
tumour  can  be  raised  from  pelvis  in- 
dependently of  uterus. 

Not  so. 

Fluid  clear,  viscid,  highly  albu- 
minous, though  maybe  turbid,  choco- 
late colour ;  not  spontaneously  co- 
agulable ;  sometimes  colloid. 


It  may  be  well  to  mention  other  forms  of  enlargement  which,  in 
rare  instances,  might  mislead  the  piactitioner, 

Hsematometra,  or  distension  of  the  uterus  from  retention  of  the 
menstrual  fluid,  may  in  rare  cases  simulate  ovarian  tumour.  The 
history  of  amenorrhoea,  severe  pain  at  the  menstrual  epochs,  and 
the  discovery  of  occlusion  of  the  vagina  or  cervix  uteri,  should  serve 
to  distinguish  this  condition.  It  may  be  congenital,  the  patient  never 
having  menstruated,  or  acquired  from  accidents  during  labour. 

The  increase  in  size  is  very  gradual.  There  is  tenderness  in  the 
tumour  at  the  monthly  periods. 

Physo-hsematometra  occurs  when  the  accumulated  fluid  undergoes 
decomposition,  and  gas  becomes  mixed  with  blood. 

Hydrometra,  or  distension  of  the  uterus  from  the  accumulation 
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of  mucous  or  mucopurulent  secretion,  occurs  in  rare  instances  as  a 
senile  form  of  occlusion,  but  seldom  attains  any  considerable  size.  It 
often  ends  spontaneously  by  the  discharge  of  a  grayish  and  sometimes 
very  fcetid  fluid. 

Physometra,  or  accumulation  of  air  in  the  uterus,  is  a  very  rare 
condition,  occuriing  in  hysterical  women.  There  would  be  moi-e  or 
less  resonance  on  percussion.  Air  is  not  infi-equently  discharged  per 
vaginam. 

Distension  of  the  Bladder  from  retention  of  urine  has  before 
now  led  to  the  supposition  of  the  presence  of  an  ovarian  tumour,  and 
has  led  to  the  viscus  being  tapped.  The  diibbling  away  of  urine,  being 
simply  the  overflow  fr  om  the  paralysed  bladder,  has  been  regarded  as 
due  to  incontinence  of  urine  from  pressure  of  the  imaginary  cyst. 

The  cential  position  in  the  lower  abdomen,  rapid  formation,  with 
intense  discomfort,  should  at  once  suggest  the  passage  of  the  catheter. 
A  small  elastic  one  should  be  employed.  The  rapid  disappearance  of 
the  tumour  on  the  withdrawal  of  the  urine  will  at  once  settle  the 
question. 

Encysted  Dropsy  of  the  peritoneum  from  the  occurrence  of  peri- 
tonitis may  occasionally  give  rise  to  some  difficulty  in  diagnosis. 
The  intestines  are  bound  down  by  adh3sions,  the  fluid  being  con- 
tained in  front,  often  extending  over  the  whole  of  the  abdomen. 
Separations  may  sometimes  be  felt  in  the  form  of  depressions.  There 
is  usually  the  history  of  acute  inflammatory  symptoms,  and  more  or 
less  sudden  appearance  of  the  eff'usion.  The  abdomen  is  flat,  not 
prominent,  llespiration  is  not  impeded.  Fluctuation  is  feeble  and 
limited,  and  does  not  alter  in  situation  on  changing  the  position  of 
the  patient.  If  felt,  it  gradually  diminishes  and  ultimately  dis- 
appears. No  enlargement  of  the  abdominal  veins  or  eedema  of  the 
legs  ensues.  If  the  fluid  be  aspirated  flakes  of  lymph  will  often  be 
found,  a  coagulum  of  flbrine  will  spontaneously  be  deposited,  and  the 
fluid  will  coagulate  on  heating  it. 


Encysted  Dropsy  of  Peritoneum. 

Extremely  rare ;  preceded  by 
attack  of  peritonitis ;  increases  slowly, 

Kespiration  not  impeded. 

Digestion  unimpaired. 

Abdomen  not  prominent ;  often 
depressed  in  places  or  flat. 

Abdominal  veins  not  enlarged. 

Ko  oedema  of  legs  as  a  rule. 

Fluctuation  feeble  and  limited ; 
fluid  in  front  of  intestine. 

Per  vaginam. — No  tumour  felt ; 
seldom  fluctuation  detected. 

Uterus  normal  in  position,  occa- 
sionally fixed  by  adhesions. 

On  tapping,  amount  of  fluid  small. 

Flakes  of  lymph  often  found. 
Coagulum  of  flbrine  spontaneously 
depcjsited. 

Coagulates  on  heating. 


Ovarian  Cyst. 

Common ;  preceded  by  good  health ; 
increases  more  rapidly. 

Dyspnoea  as  cyst  attains  large  size. 
Generally  atfected. 
Everywhere  prominent. 

Enlarged. 

Often  oedcmatous. 

Marked,  extending  over  area  of 
dulness  ;  intestines  pushed  to  sides  of 
abdomen. 

Tumour  well-deflned  ;  fluctuation 
occasionally  marked. 

Uterus  generally  posterior  to 
tumour ;  occasionally  drawn  up  or 
tilted. 

Very  large  quantity  often  obtained. 
No  flakes  of  flbrine  unless  pre- 
vious inflammation  of  cyst. 

Also  coagulates. 
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Encysted  Abscess  of  the  psritoneum,  from  septic  peritonitis, 
cancer,  or  tubei-cnlosis,  may  simulate  ovarian  dropsy. 

The  rapidity  of  its  formation  and  the  history  of  previous  inflam- 
matory mischief  may  assist  us  in  forming  an  opinion  as  to  the  cha- 
racter of  the  accumulation. 

The  vaginal  examination  disclosing  adhesions  between  the  pelvic 
organs,  or  the  presence  of  a  dense  deposit  at  the  roof  of  the  vagina, 
may  also  help  to  clear  up  the  diagnosis. 

Fibrc-fitty  Tumours  of  the  Abdomen  may  causa  enormous  dis- 
tension, rendering  the  walls  exceedingly  tense,  presenting  a  distinct 
sense  of  fluctuation,  the  vibratile  wave  being  most  perfect,  so  that  it 
is  impossible  to  distinguish  them  from  ovarian  tumours. 

Cancerous  Disease  of  the  Omentum  may  form  a  tumour  of  con- 
siderable size,  and  where,  as  not  infrequently  happens,  this  is  com- 
plicated with  ascites,  the  difiiculty  of  determining  the  nature  of  the 
growth  is  often  extreme. 

They  are  generally  of  irregular  shape,  often  of  rapid  growth,  more 
or  less  painful.  The  general  health  is  affested,  emaciation  sets  in 
early,  and  the  characteristic  cachexia  ensues. 

Faecal  Tumours  occasionally  occur,  but  seldom  sufficiently  large 
to  be  mistaken  for  ovarian  tumours. 

They  possess  a  peculiar  doughy  feel  on  manipulation,  and  on 
steady  pressure  a  distinct  indentation  may  be  made  in  them,  which 
remains  after  the  pressure  is  removed. 

There  is  usually  a  history  of  constipation,  alternating  w^ith  colic 
and  attacks  of  diarrhoea. 

They  may  occur  in  any  part  of  the  large  intestine,  not  necessai  ily 
only  in  the  lower  portion. 

Enlargement  of  the  Liver  takes  place  from  above  downwards. 
There  is  an  area  of  resonance  below  the  tumour,  that  is  between  the 
lower  margin  and  the  pelvis  ;  the  tumour  is  independent  of  the 
j^elvis.  The  edge  of  the  liver  can  often  be  plainly  felt,  and  the 
fingers  can  be  inserted  underneath. 

The  position  on  the  right  side  is  also  typical. 

The  symptoms  of  hepatic  disorder  are  often  well  marked. 

Enlargement  of  the  Spleen  from  leukfemia  may  be  suspected 
from  the  appearance  of  the  patient.  The  tumour  is  situated  on  the 
left  side,  grows  downwards  and  towards  the  middle  line,  is  dense, 
with  a  well-defined,  sharp,  hard  border.  The  notch  may  often  be 
recognised. 

The  tumour  is  not  connected  with  the  pelvis. 

Diagnosis  in  the  early  stage  of  an  Ovarian  Tumour. 

Although  practically  it  but  seldom  happens  that  we  are  called 
upon  to  diagnose  an  ovarian  tumour  before  it  has  become  sufficiently 
large  to  be  felt  in  the  abdomen,  it  will  be  well  briefly  to  consider  how 
we  can  recognise  a  small  intra-pelvic  ovarian  tumour,  and  with  what 
other  conditions  it  is  liable  to  be  confounded. 

An  ovarian  cyst,  the  siz3  of  a  large  orange  or  small  cocoa-nut, 
may  occupy  the  pelvis,  pushing  the  uterus  out  of  position,  and  causing 
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serious  discomfort  from  pressure.  It  will  usually  be  found  lying  in 
the  retro-uterine  pouch,  displacing  the  uterus  forward,  or  it  may  be 
upwards  and  to  one  side, 

TJie  cyst  is  generally  tense,  smooth,  rounded.  On  conjoined  ma- 
nipulation, fluctuation  may  be  distinct.  On  ])assing  the  uterine 
sound  the  uterus  may  be  felt  to  move  independently  of  the  cystic 
tumour. 

The  conditions  most  liahU  to  simulate  a  small  ovarian  cyst  are : — 
Betro-version  or  flexion  of  the  grmnd  uterus  fi'om  the  third  to  the 
foui'th  month. 

Ttihal,  or  other  form  of  Extra-uterine  Gestation. 

Pelvic  Abscess.    Di-opsy  of  the  Fallopia7i  Tube. 

Where  retro-version  or  flexion  of  the  gravid  uterus  about  the  third 
or  fourth  month  occurs,  there  is  usually  the  history  of  pregnancy,  with 
])Ossibly  the  occurrence  of  a  fall,  to  account  for  the  misplacement. 

The  cervix  uteri  is  generally  high  up  behind  the  pubes,  and  diffi- 
cult to  reach  with  the  examining  finger;  it  is  enlarged  and  soft.  The 
fundus  uteri  presents  the  character  of  a  softish  solid  mass,  not  fluctua- 
ting, more  fleshy  and  resisting  than  in  the  case  of  an  ovarian  cyst, 
enlarging  uniformly  to  either  side  of  the  cervix. 

The  mammary  signs  of  pregnancy — fulness,  increase  of  area  and 
darkening  of  areola,  enlargement  of  follicles,  &c. — are  often  well 
marked. 

In  tubal,  or  extra-uterine  gestation,  within  the  fourth  month,  the 
patient  generally  believes  she  is  pregnant.  The  uterus  is  enlarged, 
the  cervix  softened.  The  uterus  is  pushed  out  of  its  normal  position 
by  a  tumour,  generally  behind  or  to  one  side  of  the  uterus.  The 
tumour  is  elastic  in  character,  often  presenting  an  obscure  sense  of 
fluctuation.  Ballottement  may  often  be  detected.  The  history  of 
amenori'hoea  for  two  or  three  months,  with  irregular  crampy  or 
pai-oxysmal  colicky  pains,  occasional  attacks  of  menori-hagia,  with 
possibly  the  expulsion  of  the  decidua  in  one  mass,  will  also  assist  us 
in  forming  an  opinion. 

The  mammary  signs  of  pregnancy  are  gBnei'ally  distinct,  often 
typically  developed. 

Pelvic  Absc?ss. — The  history  here  will  be  important.  The  fact  of  a 
rigor  followed  by  febrile  symptoms  and  other  local  indications,  such 
as  throbbing  pain,  irritability  of  bladder  and  rectum,  with  a  sense  of 
presj-ure  and  discomfort,  will  be  sufficient  to  show  that  pelvic  cellulitis 
has  taken  place. 

The  detection,  ^^er  vaginam,  of  a  painful,  tense,  fluctuating 
tumour^  pushing  the  uterus  out  of  position,  and  fixing  it  more  or  less, 
will  generally  serve  to  distinguish  the  nature  of  the  aff"ection.  It 
must,  however,  be  remembered  that  an  ovarian  cyst  may  set  up 
pelvic  peritonitis,  which  fixes  the  tumour  in  the  pelvis,  though  this  is 
comparatively  rare. 

Puncture  with  the  aspirator  trocar,  and  examination  of  the  fluid, 
will  settle  all  doubts. 

Br  ops  J/  of  the  Fallopian  Tube. — This  is  usually  of  limited  size. 
The  cyst,  in  place  of  being  uniform  or  rounded,  is  often  subdivided  by 
tight  fibrinous  bands  encircling  and  constricting  the  tube  at  various 
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points,  so  that  it  presents  the  character  more  of  a  tortuous  convoluted 
saccular  dilatation  than  that  of  a  simple  cyst. 

Other  conditions  may  cause  some  little  difficulty  to  the  inex- 
perienced, and  may  therefore  be  mentioned  ;  but  to  class  them  with 
thos3  most  likely  to  mislead  the  practitioner  would  create  more  con- 
fusion than  necessary.    Such  are  — 

Distension  of  the  Rectum  by  Faices  ;  Cancer  of  the  Rectum  ;  small 
Fibroid  Tumours  of  the  Uterus  ;  Hcer)iatocele  ;  Pelvic  Cellulitis. 

Accumulation  of  Fceces  may  be  recognised  by  the  peculiar  doughy 
feel  of  the  mass — the  finger  when  pressed  upon  it  through  the  vagina 
indenting  it  permanently. 

Examination  per  rectum  at  once  detects  the  faecal  accumulation. 
The  effects  of  castor  oil,  and  the  administration  of  an  enema,  will 
generally  be  sufficient  to  remove  the  mass. 

Cancer  of  the  Rectum. — The  general  symptoms  of  irritatiou  of 
the  lower  bowel,  diarrhoea,  offensive  shmy  discharge,  like  cofFe?- 
grounds  mixed  with  pus,  are  usually  present.  When  of  an  encepha- 
loid  character,  there  is  often  a  large  sottish  tumour  to  be  felt,  blocking 
up  the  rectum.  There  is  frequently  very  little  pain  or  discomfort  if 
the  growth  be  not  near  the  anus. 

A  small  sub-peritoneal  Fibroid  of  the  uterus  may  be  diagnosed  by 
its  hardness  and  its  connection  with  the  uterus. 

Retro-uterine  Hcematocele. — The  history  of  the  sudden  invasion  of 
symptoms  in  connection  with  some  uterine  disorder  or  menstrual 
irregularity,  the  fixity  of  the  uterus,  and  the  character  of  the  effu- 
sion, will  generally  enable  us  to  distinguish  this  affection  readily  from 
small  ovarian  tumours. 

Felvic  Cellulitis  rarely  i)resents  any  serious  difficulty.  The  history 
of  inflammatory  mischief  following  parturition  or  operation  on  the 
uterus,  the  absolute  immobility  of  the  swelling,  and  its  more  difiu.sed 
character  than  in  the  case  of  ovarian  tumoui',  will  be  sufficient  to 
distinguish  the  two  affections. 

Diagnosis  of  Adhesions  of  Ovarian  Cysts. 

Although  moderate  adhesions  offer  no  serious  difficulty  to  the 
removal  of  ovarian  tumours,  nor  the  fact  of  their  presence  diminishes 
the  prospect  of  recovery,  yet  where  extensive  and  intimate  adhesions 
to  the  pelvic  cavity,  or  to  the  lower  surface  of  the  liver  or  intestines, 
exist,  ovariotomy  may  be  altogether  frustrated,  or  its  completion 
inflict  so  great  an  amount  of  injury  as  to  produce  a  fatal  result. 

The  tumour  may  be  presumed  to  be  free  from  adhesions  if — 

1.  There  have  been  no  attacks  of  peritonitis,  as  evidenced  by 
pain,  &c. 

2.  If  on  grasping  the  tumour  with  both  hands  throuoh  the  abdo- 
minal wall  it  can  be  moved  from  side  to  side,  or  the  abdominal  wall 
can  be  freely  moved  over  the  tumour,  or  lifted  up  from  its  surface. 

3.  If  on  inspiration  the  tumour  can  be  seen  to  glide  downwards, 
and  upwards  again  on  expiration. 

4.  If  the  tumour  can  be  seen  to  fall  to  the  dependent  side  on 
altering  the  position  of  the  patient. 
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5.  If  a  layer  of  ascitic  fluid  co-exists  with  the  tumour. 

6.  If  the  abdominal  walls  be  very  thick. 

7.  If  the  uterus  be  normal  as  to  position  and  mobility. 

8.  If  the  cyst  collapses  and  falls  towards  the  pelvis  after  tapping. 
Adhesions  may  exist  posteriorly  although  the  tumour  appears 

mobile.  It  is  more  in  respect  to  adhesions  anteriorly  and  laterally 
that  the  previous  remarks  apply.  Thei-e  may  be  extensive  adhesions, 
and  yet  these  have  become  so  drawn  out  that  the  tumour  may  admit 
of  free  movement,  although  its  removal  may  be  attended  with  diffi- 
culty. Pelvic  adhesions  may  be  simulated  by  a  portion  of  the  tumour 
being  more  or  less  impacted  in  the  pelvis. 

Where  the  uterus  and  tumour  seem  to  be  intimately  associated  and 
the  sound  in  utero  fails  to  produce  separate  movement,  or  the  uterus 
is  found  to  be  fixed  in  the  pelvis,  adhesions  are  probably  present. 
Malignant  forms  of  tumour  are  more  commonly  adherent  than  benign, 
Whei-e  adhesions  are  recent,  a  fremitus  or  friction-movement  may 
often  be  felt  by  the  hand  as  the  tumour  moves  up  and  down  on  respi- 
ration, but  this  is  also  simulated  by  prominent  vessels  or  other  in- 
equalities on  the  suiface  of  the  tumour,  and  often  shows  that  no 
adhesions  exist.  Where  the  tumour  is  low  in  the  pelvis,  and  espe- 
cially if  the  uterus  be  elevated  or  drawn  out  of  its  natural  position, 
adhe^sions  are  likely  to  exist.  Adhesions  are  more  likely  to  occur 
wdiere  pregnancy  complicates  the  course  of  the  tumour. 

The  fact  of  previous  tapping  having  been  resorted  to,  unless  the 
cyst  be  already  adherent  to  the  seat  of  puncture,  does  not  necessarily 
determine  adhesions. 

Diagnosis  of  Malignancy. — This  is  often  important,  for  if  malig- 
nant the  case  is  not  suitable  for  ovariotomy,  whereas  if  a  benign 
tumour  be  diagnosed  as  malignant,  and  an  operation  be  refused,  we 
deprive  the  patient  of  her  only  chance  of  recovery. 

Carcinoma  is  the  least  common  of  all  the  diseases  of  the  ovary. 
The  general  health  fails  early  ;  emaciation  is  often  out  of  all  pro- 
portion to  the  size  and  duration  of  the  tumour ;  the  well-known 
cachexia  supervenes.  Where  a  rapidly  growing  solid  tumour,  nodular 
or  irregular  in  outline,  accompanied  by  a  rapid  accumulation  of  ascitic 
fluid,  occurs  in  an  elderly  person,  the  presumption  is  strongly  in 
favour  of  malignancy.  Evidence  of  cancer  in  other  organs  would 
also  guide  us  in  our  opinion.  Lancinating  pain,  especially  at  night,  is 
always  suspicious. 

If  the  uterus  be  found  adherent  to  the  tumour,  if  nodular  masses 
exist  posterior  to  or  around  the  cervix,  as  detected  by  rectal  explora- 
tion, together  with  the  other  symptoms  just  mentioned,  the  evidence 
is  very  strong. 

Malignant  degeneration  of  the  cyst  wall,  as  a  secondary  deposit, 
occasionally  occurs  in  the  form  of  proliferating  papilloma.  If  the  fluid 
be  examined,  we  shall  detect  grape-like  clusters  of  cells,  of  very  vary- 
ing shape,  many  of  which  have  multiple  nuclei.  In  this  case  speedy 
removal  of  the  tumour  offers  the  only  hope  for  the  patient.  If,  how- 
ever, a  similar  condition  of  the  ascitic  fluid  be  detected,  it  indicates 
that  the  peritoneum  is  involved,  and  that  an  operation  is  too  late. 

Where  the  measures  already  described  fail  in  enabling  us  to. 
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establish  a  correct  diagnosis,  there  are  still  others  at  our  disposal. 
These  are  aspiration,  tapping,  and  exploratory  iricision. 

Aspiration  of  a  small  amount  of  fluid  for  chemical  and  micro- 
scopical examination  may  be  performed  by  means  of  an  ordinary 
hypodermic  syringe.  Two  or  more  punctures  may  be  made  in  different 
situations,  in  order  to  determine  whether  the  case  is  one  of  polycystic 
tumour,  though  if  this  latter  be  suspected,  it  will  be  better  to  employ 
a  Dieulafoy's  aspirator,  as  the  fluid  is  often  very  viscid,  or  may  be 
colloid  in  cliaracter,  and  in  that  case  the  hypodermic  syringe  would 
probably  be  inefficient. 

Tapping,  for  diagnostic  purposes  only,  should  not  be  rashly  under- 
taken, as  it  is  not  free  from  danger.  In  simple  ovarian  cysts,  where 
the  fluid  is  generally  of  a  bland,  unirritating  nature,  tapping  is  not, 
as  a  rule,  a  dangerous  operation.  But  in  polycystic  tumours  it  is  a 
very  dangerous  operation,  for  the  cyst  wall  being  very  vascular, 
haemorrhage  may  ensue  from  wounding  a  vessel ;  or  inflammation  of 
the  cyst  may  supervene  with  consequent  suppuration ;  or  peritonitis 
may  result  from  the  escape  of  irritating  fluid  from  the  cyst  into  the 
peritoneal  cavity. 

In  cases  of  ascites  with  suspected  ovarian  tumour,  tapping  may 
be  resorted  to  in  order  to  deteruiine  the  presence  or  otherwise  of  a 
tumour,  and  if  possible  to  settle  the  question  of  malignancy. 

If  a  very  thin-walled  unilocular  cyst  be  detected,  tapping  may 
decide  whether  it  be  merely  a  cyst  of  the  broad  ligament,  or  a  true  • 
cystoma  of  the  ovary.  In  the  former  case  the  cyst  does  not  often 
refill,  and  thus  we  have  gained  a  double  advantage,  having  made  a 
permanent  cure.  In  the  latter  tapping  may  determine  the  existence 
or  non- existence  of  extensive  adhesions. 

Tapping  may  also  be  of  great  service  in  determining  the  dif- 
ferential diagnosis  of  ovarian  cysts  and  fibro-cystic  disease  of  the 
uterus. 

Where  it  is  doubtful  whether  we  have  an  ovarian  polycyst,  a 
renal,  or  an  hepatic  cyst,  tapping  may  be  justifiable,  provided  that  if 
the  character  of  the  fluid  shows  the  tumour  to  be  ovarian,  the 
operation  of  OA^ariotomy  shall  forthwith  be  proceeded  with. 

Exploratory  incision  should  not,  as  a  rule,  be  resorted  to  for 
diagnostic  purposes  until  surgical  interference  of  some  kind  is  de- 
manded, and  not  then,  unless  ovariotomy  be  proceeded  with,  if  the 
case  prove  a  favourable  one  for  operation. 

As  it  involves  opening  the  peritoneal  cavity  as  well  as  manipu- 
lation of  its  contents,  the  operation  is  by  no  means  free  from  danger, 
many  cases  terminating  fatally  within  a  few  hours  or  days. 

Prognosis. — A  consideration  of  the  natural  course  and  termi- 
nation of  ovarian  cysts  shows  that  in  at  least  ninety  per  cent, 
patients  die  within  two  years  after  first  seeking  medical  aid,  unless 
an  operation  be  resorted  to. 

The  methods  in  which  death  is  produced  have  been  already  indi- 
cated. Trivial  intercurrent  affections,  of  no  importance  to  a  woman 
in  health,  may  rapidly  prove  fatal  to  a  patient  whose  every  function 
is  deranged,  and  whose  general  standard  of  health  is  so  deteriorated. 

Treatment  [Medical). — As  regards  effecting  a  radical  cure  of  an, 
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ovarian  tumour  by  any  known  internal  remedy  or  external  appli- 
cation, there  is  no  re  il  y  trustworthy  evidence  that  anybhiug  has  the 
slightest  influence  either  in  arresting  the  growth  or  producing  ab- 
sorption of  the  contents.  Instances  of  supposed  cure  have  more  than 
probably  been  cases  of  mistaken  diagnosis. 

Wells  remarks  :  '  It  is  better  at  once  to  put  aside  the  old  pre- 
sumptuous talk  about  deobstruents,  discutients,  evacuants,  and  such 
like  delusively  promissory  inanities.' 

Bromides,  iodides,  chlorates,  mercurials,  and  pretty  well  every 
drug  in  the  pharmacopoeia  have  been  tried  in  vain. 

In  fact,  so  utterly  useless  is  medical  treatment  as  a  means  of  cure, 
tliat  any  further  consideration  of  the  subject  is  unnecessary,  and 
would  be  eminently  unproHtable. 

Any  measures  calculated  to  improve  or  preserve  the  general 
health  may  prove  of  service  in  delaying  a  fatal  termination. 
Sedatives  or  stimulants,  tonics  and  aperients,  attention  to  diet, 
exercise,  and  other  similar  indications,  may  be  of  service  in  palliating 
symptoms,  but  beyond  this  the  physician  can  accomplish  nothing. 
The  surgeon,  however,  has  rescued  ovarian  tumours  from  the  domain 
of  hopeless  incurability,  and  we  shall  now  consider  the  various  ex- 
pedients that  have  been  adopted  for  the  removal  of  these  growths. 
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SURGICAL  TREATMENT  OF  OVARIAN  CYSTS,  INCLUDING  OVARIOTOMY. 


Surgical  Treatment  of  Ovarian  Cysts. — To  prevent  the  repetition 
of  operations  which  experience  has  condemned  as  unsatisfactory  and 
nnreUable,  it  may  be  well  to  mention  the  various  proceedings  which 
have  from  time  to  time  been  tried  for  the  rehef  or  cure  of  ovarian 
cystic  tumours. 

Tapping,  as  a  prehminary  or  palliative  measure,  and  ovariotomy 
as  a  curative  method,  are,  however,  the  only  ones  to  be  relied  upon. 


I.  ralliative  ) 
Treatment.  / 


Simple  Tappinc 


Through  the  abdominal  walls. 
„  vagina. 
,,  rectum. 


II.  Curative 
Treatment. 


f  A.  Tapping  followed  by  pressure. 
B.  „  iijjection 

of  iodine. 


Formation  of  permanent  open- 
ing in  cyst. 


/Externally. 
l^er  vaginam. 
I  Per  rectum.. 
Internally,  by 
partial  inci- 
sion of  sac. 


D. 


Ovariotomy,  or  entire  extirpa- 
tion of  the  ovarian  cyst. 


I.  Palliative  Treatment.  Simple  Tapinng  ;  Faracentesis. — We 
have  already  considered  the  advantages  of  tapping  as  an  aid  to  dia- 
gnosis. The  operation  may  be  expedient  in  certain  slow-growing, 
unilocular,  thin- walled  cysts,  occurring  in  young  persons,  on  the  chance 
of  their  being  parovarian,  when  as  a  rule  they  do  not  refill,  and  thus 
a  permanent  cure  is  established. 

In  other  cases,  where  the  diagnosis  is  doubtful,  or  where  ovario- 
tomy has  been  decided  to  be  impracticable,  tapping  may  prove  of 
much  value  in  facilitating  diagnosis,  or  in  prolonging  life  by  render- 
ing the  patient's  condition  more  endurable. 

Tapping  is  also  of  service,  as  a  preliminary  measure,  in  those  cases 
where  from  the  enormous  distension  of  the  abdomen  the  tumour  has 
produced  such  an  amount  of  pressure  as  to  interfere  materially  with 
the  functions  of  the  kidneys,  heart,  and  lungs.  Removal  of  this 
pressure  will  give  the  several  organs  time  to  recover  themselves, 
and  thus  not  only  diminish  the  shock  of  the  more  important  opera- 
tion of  ovariotomy,  but  also  improve  the  prospects  of  recovery. 

A_s  a  rule,  if  the  tumour  has  been  diagnosed  to  be  polycystic,  tap- 
ping should  be  avoided  for  the  reasons  previously  indicated.  Apart 
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from  the  dangers  attending  the  operation,  the  cyst  rapidly  refills  and 
the  progress  of  the  disease  is  often  accelerated. 

Where  an  ovarian  cyst  complicates  pregnancy,  or  parturition, 
tapping  may  be  necessitated  irrespective  of  the  nature  of  the  cyst. 

Where  the  general  health  has  become  much  enfeebled  before  the 
case  of  a  large  ovarian  cyst  has  been  brought  under  observation,  tap- 
ping may  enable  us  to  relieve  the  patient  for  the  time  being,  and  thus 
postpone  the  operation  of  ovariotomy  until  a  more  convenient  time. 

1.  Paracentesis  abdominis  ;  Tajyping  through  the  ahdoininal  walls. 
Either  instruct  the  patient  to  evacuate  the  contents  of  the  bladder,  or 
pass  a  gum-elastic  catheter  immediately  before  the  operation.  Ascer- 
tain whether  pregnancy  be  suspected.  Percuss  the  abdomen  carefully 
at  the  time,  to  detect  any  intestine  in  front  of  the  tumour  ;  note  also 
the  presence  of  any  enlarged  superficial  veins,  and  avoid  them.  See 
that  a  hip-bath,  foot-pan,  pails,  or  other  large  vessels  are  handy.  Let 
the  patient  lie  on  her  side,  near  the  edge  of  the  bed,  so  that  the  ab- 
domen projects  over  the  edge.  If  she  happen  to  be  exceedingly  ner- 
vous, a  few  whiffs  of  chloroform  may  be  given,  or  the  seat  of  puncture 
may  be  frozen  by  ether  spray.  The  linea  alba  is  the  preferable  site 
for  puncture,  but  if  the  tumour  contain  solid  matter,  this  must  be 
avoided,  and  the  most  elastic  or  distinctly  fluctuating  part  of  the 
tumour  selected. 

A  small  incision  with  a  scalpel  or  lancet  is  then  made  through  the 
skin,  about  midway  between  the  symphysis  pubis  and  umbilicus,  in 
the  linea  alba,  unless  otherwise  contra-indicated ;  the  trocar  is  then 
plunged  into  the  cyst.  Thompson's  trocar,  with  a  yard  of  india-rub- 
ber tubing  attached  to  the  canula,  answers  the  purpose  best,  as  there 
is  less  risk  of  air  gaining  access  to  the  cyst,  especially  if  the  end  of 
the  tubing  be  placed  under  water.  The  trocar  is  now  withdrawn  from 
the  canula,  exercising  a  suction  power  which  draws  a  little  of  the 
fluid  into  the  canula,  and  so  a  syphon  action  is  produced,  the  fluid 
continuing  to  run  until  the  cyst  be  emptied.  Care  must  be  taken  to 
keep  the  end  of  the  tube  under  the  fluid  when  the  cyst  is  nearly 
empty,  jest  air  be  sucked  into  the  cyst  from  the  movements  of  respi- 
ration. 

Before  incising,  a  long  binder  may  be  placed  round  the  abdomen, 
a  slit  being  made  in  it  opposite  the  intended  seat  of  puncture,  or 
an  assistant  may  compress  the  abdomen  with  the  extended  hands  as 
the  fluid  is  evacuated,  so  as  to  prevent  the  occurrence  of  faintness 
from  sudden  withdrawal  of  the  abdominal  pressure,  as  also  the  ad- 
mission of  air  into  the  sac.  The  binder  is  gradually  tightened,  or 
compression  by  the  hands  increased  as  the  fluid  flows. 

Should  the  cyst  only  partially  collapse,  the  trocar  can  be  again  re- 
placed in  the  canula  to  clear  any  obstruction,  or  another  cyst  be  punc- 
tured, without  withdrawing  the  trocar  from  the  original  opening.  If 
solid  matter  be  detected  it  will  be  well  to  avoid  interfering  with  it, 
lest  hfemorrhage  result.  When  the  fluid  has  ceased  running,  press 
the  abdominal  walls  well  down  upon  the  cyst,  gi-adually  withdraw 
the  canula,  and  with  the  finger  and  thumb  compress  the  abdominal 
wall  behind  the  escaping  canula,  so  as  to  prevent  the  entrance  of  air. 

A  small  dossil  of  cotton- wool  steeped  in  collodion,  or  a  small  pad . 
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of  lint  and  a  few  strips  of  adhesive  plaster,  should  then  be  placed  over 
the  opening.  If  any  bleeding  occur,  and  this  cannot  be  stopped  by 
pres.sure,  a  hair-lip  pin  passed  across  the  opening  under  the  bleeding 
vessel,  and  a  few  turns  of  silk  twisted  round  the  pin,  will  generally 
suffice  to  arrest  any  further  bleeding. 

Where  the  amount  of  fluid  withdrawn  be  great,  it  is  better  to 
apply  some  pads  of  cotton -wool,  or  other  material,  to  the  sides  of  the 
abdomen,  and  then  a  binder,  so  as  to  compress  the  abdomen  and 
afford  support.  The  patient  must  be  kept  perfectly  quiet  in  bed  for 
a  few  days,  to  avoid  all  risks  of  inffammation  or  other  complications. 
When  the  fluid  withdrawn  is  viscid,  many  recommend  washing  out 
the  sac  with  warm  carbolised  water. 

The  dangers  attending  the  operation  of  tapping  by  the  abdomen 
are  the  risk  of  hjemorrhage  from  wounding  a  vessel  either  in  the 
abdominal  wall  or  in  that  of  the  sac.  The  former  may  generally  be 
obviated  by  avoiding  any  superficial  vessel,  or  even  securing  it  after 
incision  before  the  cjst  be  punctured.  The  latter  is  scarcely  avoid- 
able; peiitonitis  may  ensue  as  a  consequence,  or  efl'usion  of  blood  into 
the  cyst  take  place  to  a  serious  amount.  Jf  there  be  evidence  of  this, 
ovariotomy  should  at  once  be  performed.  Collapse  may  follow  the 
rapid  em})tying  of  the  cyst.  Peritonitis  may  be  set  up  by  some  of  the 
fluid  escaping  in  the  peritoneal  cavity,  and  prove  fatal.  Air  may  be 
sucked  into  the  sac.  Exhaustion  may  arise  from  repeated  tapping. 
These  dangers  will  be  best  avoided  by  attention  to  details  already 
mentioned,  and  by  performing  the  operation  antiseptically. 

2.  Tapping  through  the  vagina  is  more  difficult  than  by  the  abdo- 
men, and  is  also  more  dangerous.  It  is  only  applicable  in  a  limited 
number  of  cases,  as  of  a  small  cyst,  which  descends  into  the  pelvis 
and  bulges  the  posterior  vaginal  cul-de-sac,  where  fluctuation  is  well 
marked,  and  there  is  no  solid  portion  detectable.  There  is  more 
danger  of  injuring  the  vessels  of  the  tumour,  which  are  larger  and 
more  numerous  at  its  lower  part,  as  well  as  of  wounding  other  organs. 
In  polycystic  tumours  the  larger  cysts  are  generally  uppermost,  and 
solid  masses  in  the  lower  portion.  As  a  rule  air  enters  the  cyst,  the 
opening  tills  up,  and  the  fluid  remaining  in  the  cyst,  or  that  freshly 
secreted,  putrefies.  Suppurative  inflammation  of  the  lining  mem- 
brane of  the  cyst  comes  on,  and  is  accompanied  by  a  low  form  of  ex- 
haustive fever  or  pyaemia,  which  can  only  be  relieved  by  making  and 
maintaining  a  free  outlet  for  the  discharge. 

Tapping  through  the  vagina  should  therefore  be  practised  only 
exceptionally,  where  the  cyst  is  bound  down  in  the  pelvis  by  adhe- 
sions, and  it  is  necessary  to  relieve  the  distress  caused  by  pressure  on 
the  bladder  and  rectum.  The  employment  of  the  aspirator  trocar 
lessens  the  risks. 

Before  operating,  the  bladder  and  rectum  should  be  emptied,  and 
the  exact  position  of  the  uterus  ascertained  by  touch  and  by  the  sound. 

The  patient  may  either  be  placed  in  the  lithotomy  position,  or  in 
the  usual  obstetric  position  on  the  left  side.  A  moderately  tight  binder 
having  been  employed,  or  an  assistant  pressing  the  tumour  firmly 
down  into  the  pelvis,  the  fore-finger  or  the  middle  and  index  fingers 
of  the  left  hand  are  then  passed  per  vaginam  to  the  lowest  and  most 
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accessible  part  of  the  tumour,  an  inch  or  so  behind  the  cervix  uteri. 
The  point  of  the  trocar  having  been  withdrawn  within  the  cannla, 
this  is  then  glided  along  the  lingers  by  the  right  hand  until  the  point 
is  in  contact  with  the  intended  site  of  puncture;  the  trocar  is  then 
projected  and  thrust  in  perpendicularly  to  the  surface,  and  carried  in 
the  direction  of  the  axis  of  the  pelvis  until  the  sense  of  resistance  is 
suddenly  lost.  The  trocar  is  then  withdrawn,  the  canula  remaining 
in  situ,  and  the  fluid  allowed  to  drain  ofl*,  or  exhausted  from  time  to 
time  if  the  aspirator  be  employed.  The  trocar  and  canula  are  then 
withdrawn,  and  the  patient  kept  perfectly  quiet  in  bed.  Nothing 
further  should  be  done  at  present,  beyond,  possibly,  injecting  the 
cyst  with  some  disinfecting  liquid  if  the  fluid  be  very  viscid.  Firm 
pressure  over  the  abdomen  must  be  employed  for  several  days,  Re- 
peated tapping  may  result  in  gradual  shrivelling  up  and  oblitei-ation 
of  the  cyst.  This  may  often  be  attained  with  greater  certainty  by 
means  of  a  drainage  tube  being  inserted,  incision  of  a  small  portion 
of  the  cyst  wall,  or  by  inj  actions  of  iodine.  Severe  reaction  often 
follows  these  expedients  ;  a  discharge  of  ichorous  fluid,  gradually 
changing  to  purulent,  takes  place,  which  continues  for  several  weeks, 
becoming  less  and  less  as  the  cyst  becomes  obliterated. 

3.  Tapping  through  the  rectum  is  not  an  operation  to  be  encour- 
aged. Dysenteric  tenesmus  of  a  very  distressing  character  not  infre- 
quently occuis,  and  fatal  inflammation  has  followed  the  entrance  of 
fpecal  gases  into  the  cyst.  Except  in  cases  of  atresia  vaginje,  or  where 
the  vagina  is  so  small  as  to  preclude  the  requisite  manipulation,  punc- 
ture per  rectum  should  not  be  resorted  to. 

If  deemed  expedient,  the  same  precautions  as  those  advised  in 
puncture  per  vaghiam  should  be  attended  to.  A  long  curved  trocar 
should  be  employed. 

II.  Curative  Treatment. — a,  Tapjnng  folloioecl  hy  pressure  has 
been  tried,  bub  without  success.  It  is  a  somewhat  painful  and  quite 
unreliable  procedure.  After  tapping,  thick  pads  are  applied  to  the 
abdomen,  and  pressure  exerted  by  strips  of  plaster  extending  right 
round,  so  as  to  embrace  the  spine,  meeting  and  ci'ossing  in  front ;  a 
laced  bandage  being  applied  over  these,  prevented  from  slipping  up- 
ward by  a  strap  round  each  thigh.  This  method  should  never  be 
resorted  to  ;  it  is  liable  to  produce  adhesions,  and  has  nothing  to 
recommend  it. 

B.  Tai^ping^  folloimd  hy  infection  of  iodine,  may  be  tried  in  cases 
of  simple,  movable,  uncomplicated,  unilocular  cysts,  where  from  any 
reason,  such  as  the  existence  of  phthisis,  or  where  the  patient  will 
not  submit  to  ovariotomy,  no  more  reliable  operation  can  be  resorted 
to.  It  is  at  best  a  doubtful  proceeding,  and  though  spoken  favour- 
ably of  by  a  few  enthusiasts,  has  not  received  the  approval  of  modern 
ovariotomists.  Wells  says  the  only  class  of  cases  where  its  employ- 
ment should  be  recommended  is  where  inflammation  of  the  cyst  has 
occurred  subsequently  to  tapping,  and  the  patient  is  suffering  fi-om 
absorption  of  the  decomposing  contents  of  the  cyst,  and  then  only 
conjoined  with  drainage. 

Tincture  of  iodine,  pure,  about  four  ounces,  may  be  injected  and 
allow^ed  to  remain  in  ten  minutes,  then  withdrawn ;  or  a  solution  of 
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tincture  of  iodine  and  water,  equal  parts,  injected.  As  a  disinfectant, 
one  2)art  of  the  tincture  to  twenty  of  water  may  be  employed. 

c.  Formation  of  'permanent  opming  in  cyst. — Wells  considers  this 
practice  far  more  dangerous  than  ovariotomy,  very  much  more  uncer- 
tain in  its  results,  and  very  much  less  likely  to  be  followed  by  com- 
plete cure.  It  should  therefore  only  be  considered  admissible  in  cases 
where  ovariotomy  cannot  be  completed. 

It  will  be  unnecessary  to  describe  the  various  modes  of  operating. 
The  vaginal  one  has  apparently  been  most  successful  of  any  when 
undertaken  as  a  primary  operation.  The  cyst  is  punctured  and 
either  the  canula  or  a  drainage  tube  left  in,  the  cyst  being  washed 
out  repeatedly  with  disinfectant  solutions.  But  when  we  consider 
that  the  treatment  will  need  to  be  continued  for  months,  and  some- 
times for  years,  that  the  patient  is  subject  to  an  exhausting  and 
offensive  discharge,  that  peritonitis  may  at  any  time  supervene  which 
may  prove  fatal,  it  is  needless  to  say  the  operation  is  not  one  that  can 
be  recommended. 

Cases  occasionally  occur,  where,  on  making  an  exploratory  incision 
with  a  view  to  ovariotomy,  the  cyst  is  found  to  be  so  firmly  adherent 
everywhere  that  its  removal  is  impossible.  Instead  of  closing  up  the 
wound  completely,  the  tumour  may  be  tapped,  and  the  edges  of  the 
opening  in  the  cyst  fixed  to  the  abdominal  wall  by  suture,  and  the 
case  treated  as  an  abscess,  by  drainage,  and  the  injection  of  disinfec- 
tant or  deodorising  agents. 

Ovariotomy. 

This  term,  now  so  familiar  to  surgeons  that  any  suggestion  of 
changing  it  seems  hopeless,  is  a  barbarous  compound  of  Latin  and 
Greek  which  docs  not  express  the  meaning  intended.  It  implies 
cutting  an  ovary,  or  ovario-section,  while  the  more  appropriate  and 
distinctive  term,  as  suggested  by  Peaslee,  to  signify  cutting  out  an 
ovary,  or  ovario-exsection,  should  be  Oophorectomy  ('Oo^opor,  and 
EKTei^u'w,  to  cut  out  the  ovary). 

Ovariotomy  is  the  only  reliable  curative  means  at  our  disposal  for 
the  relief  of  patients  who  are  the  subjects  of  ovarian  tumours. 

Indications  for  Ovariotomy. — Until  lately,  most  operators  recom- 
mended waiting  until  the  tumour  had  attained  such  a  size  as  to  inter- 
fere somewhat  with  the  general  health.  Wells  thus  sums  up  the 
important  practical  conclusions  :  so  long  as  an  ovarian  tumour  does 
not  materially  interfere  with  the  appearance,  prospects,  or  comfort  of 
the  patient ;  so  long  as  no  injurious  pressure  is  exercised  by  it  on  the 
organs  of  the  pelvis,  abdomen,  and  chest ;  so  long  as  heart  and  lungs, 
digestive  organs,  kidaeys,  bladder,  and  rectum  perform  their  functions 
without  much  disturbance ;  so  long  as  there  is  no  great  emaciation, 
no  very  wearying  pain,  no  distressing  difiiculty  in  locomotion  ;  or,  so 
long  as  such  injurious  influence  can  be  counteracted  by  ordinary 
medical  care,  the  patient  should  be  left  to  that  care,  undisturbed  by 
any  surgical  treatment. 

Dr.  Bantock  has  recently  directed  attention  to  the  advisability  of 
operating  early.    Accurate  diagnosis  being  granted,  the  earlier  an 
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ovarian  cyst  is  removed  the  better  it  is  for  the  patient,  and  the  easier 
will  the  operation  be  for  the  surgeon. 

He  deems  it  highly  un surgical  to  wait  until  the  patient's  health 
has  become  impaired,  for  the  whole  tendency  of  modern  surgery  is  to 
anticipate  impairment  of  genei-al  health.  The  presence  of  a  large 
cyst  is  the  cause  of  structural  disease  of  several  organs.  The  liver 
and  kidneys  often  become  seriously  affected  ;  ascites,  and  especially 
pleural  effusions,  are  very  serious  complications  which  may  come  on 
very  unexpectedly  in  patients  when  operation  is  delayed ;  nor  is 
tapping,  to  relieve  the  cause  of  these  secondary  disorders,  either  a 
satisfactory  or  even  a  safe  palliative  measure. 

Ovarian  tumours  are  themselves  subject  to  disease  and  to  acci- 
dents, such  as  inflammation,  haemorrhage  into  their  interior  through 
degeneration  of  their  vessels,  and  rupture,  or  twisting  of  the  pedicle, 
followed  by  gangrene. 

After  these  complications,  the  chance  of  a  successful  operation  is 
very  much  diminished.  Lastly,  the  simpler  the  operation  and  the 
better  the  patient's  health,  the  greater  must  be  the  chance  of  re- 
covery. When  the  surgeon  diagnoses  a  small  multilocnlar  ovarian 
cyst  in  a  healthy  woman,  he  knows  that  the  risk  of  death,  after  open- 
ing her  abdomen  and  removing  the  growth,  is  very  slight.  He  also 
feels  sure  that  the  cyst  cannot  cure  itself,  and  must  get  larger,  and 
involve  complications  which  increase  the  hazard  of  ovariotomy  to  an 
indefinite  extent. 

There  can  be  little  doubt  but  that  a  resort  to  early  operation, 
when  once  the  diagnosis  has  been  made  out,  will  commend  itself  to 
the  thoughtful  mind  as  being  a  great  advance  upon  our  hitherto  un- 
reasonable fears  as  to  opening  the  abdomen, 

Jn  unmarried  patients,  whose  enlarged  abdomen  subjects  them  to 
much  annoyance  from  iincharitable  remarks,  who  regard  their  honoui' 
even  of  more  value  than  life  itself,  we  are  justified  in  performing 
ovariotomy  sooner  than  we  should  otherwise  do.  .  The  method  of 
operating  antiseptically  has  materially  modified  our  views  as  to  the 
time  of  operation.  Comparatively  small  cysts  are  now  frequently 
removed  without  any  apparent  increase  of  risk. 

Where  evidence  of  inflammation  of  the  cyst,  hsemoi'rhage  into  the 
sac,  or  peritonitis  exists,  we  may  be  called  upon  to  operate  without 
delay.  Cases  have  been  reported  of  successful  removal  even  during 
an  acute  attack  of  peritonitis.  Should  it  be  deemed  advisa,ble  to 
wait  until  the  acuteness  of  the  attack  has  subsided,  the  operation 
should  not  be  delayed  too  long,  lest  the  adhesions  become  so  firm  as 
to  interfere,  with  the  removal  of  the  cyst. 

Tf  the  tumour  be  suspected  to  be  malignant,  the  sooner  it  is 
removed  the  better  the  prospect  for  the  patient. 

If  on  tapping,  to  confirm  diagnosis,  the  tumour  be  found  to  be 
colloid  in  character,  it  should  be  removed  without  delay. 

Contra-indications  for  ovariotomy  Extensive  adhesions,  especially 
of  the  lower  portion  of  the  tumour  to  the  pelvic  organs,  if  clearly 
diagnosed  before  the  operation  be  attempted,  may  deter  us  from 
operating ;  but  even  liere  there  may  be  fallacies  in  the  diagnosis,  and 
a  successful  operation  may  be  accomplished. 
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Ascites  does  not  contra-indicate  ovariotomy,  provided  it  is  caused 
by  the  ovarian  tumour  and  is  not  due  to  any  organic  affection  of 
some  other  organ.  Extreme  debility  need  not  necessarily  preclude 
ovariotomy  as  a  forlorn  hope,  if  it  be  due  to  the  ovarian  disease 
alone,  and  the  patient  desires  the  operation. 

Peritonitis,  as  we  have  stated,  instead  of  being  a  contra-indication, 
should  be  regarded  as  a  reason  for  the  prompt  performance  of  ovario- 
tomy. 

Albuminuria,  unless  associated  with  other  signs  of  Bright's 
disease,  may  be  due  to  pressure  on  the  kidneys,  and  need  not  prevent 
our  operating. 

Suspicion  of  malignancy  should  not  forbid  the  effort  to  save  the 
patient ;  if  in  doubt,  operate. 

Valvular  disease  of  the  heait  is  not  necessarily  a  contra-indi- 
cation. 

A  previous  ovariotomy  need  not  deter  us  from  removing  the 
other  ovary  should  it  become  the  seat  of  cystic  degeneration. 

Ovariotomy  is  absolutely  contra-indicated  by  actually  recognised 
cancer  of  any  organ  other  than  the  ovary;  by  rapidly  advancing 
tuberculosis,  or  scrofula ;  by  all  organic  diseases  of  the  brain,  heart, 
liver,  or  kidneys ;  by  ascites,  if  produced  by  disease  of  either  of  the 
three  last-mentioned  organs ;  by  ulcers  of  the  stomach  or  diseases  of 
the  alimentary  canal  which  permanently  impair  general  nutrition. 

Scurvy,  extreme  anaemia  or  chlorosis,  hectic  fever,  great  weakness, 
red  tongue,  with  rapid  and  feeble  pulse;  profuse  diarrhoea,  extreme 
emaciation  and  exhaustion,  decided  unwillingness  to  submit  to  the 
operation,  or  mental  despondency  and  despair  of  recovery,  would  lead, 
if  not  to  absolute  prohibition,  to  a  very  unfavourable  opinion  as  to 
the  probable  result. 

Precautions  hffore  Operating. — Be  extremely  cautious  in  arriving 
at  a  diagnosis.  Examine  carefully  the  condition  of  the  chest,  in  order 
not  to  overlook  tuberculosis,  heart-disease,  pleuritic  effusion,  or  other 
condition  which  might  seriously  inteifere  with  prolonged  anaesthesia. 
Test  the  uriae  for  albumen,  and  examine  it  also  under  the  microscope 
for  casts,  lest  advanced  Bright's  disease  prove  to  be  the  exciting  cause 
of  the  ascites  or  cedema,  and  not  merely  pressure  on  the  kidneys  from 
the  tumour. 

Ascertain  when  the  menstrual  period  is  due,  and  do  not  operate 
for  at  least  four  days  after,  or  ten  days  before,  the  expected  period. 
If  much  ascites,  anasarca^  or  oedema  of  the  legs  complicate  the  case, 
it  may  be  well  to  tap  the  patient  some  few  days  before  resorting  to  the 
more  serious  operation,  so  as  to  remove  pressure  and  allow  the  several 
organs  and  functions  to  recover  themselves  a  little.  Having  decided 
when  the  operation  shall  take  place,  avoid  every  possibility  of  the 
patient  being  exposed  to  any  risk  of  infection  from  any  of  the  exan- 
themata, and  espec'ally  of  erysipelas,  pyaemia,  or  septicaemia,  whether 
from  the  nurse  or  from  any  case  of  this  description  existing  in  the 
house  where  the  proposed  operation  is  to  be  performed. 

Avoid  all  risk  yourself  of  being  inadvertently  called  to  see  any 
patient  who  may  be  the  subject  of  any  infectious  .disorder.  Allow 
no  friend  to  assist  at  the  operation  who  has  recently  performed 
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any  post-mortem  examination  or  who  has  attended  any  infectious 
disease. 

Preparation  of  the  Patient  for  Oioeration. — Before  performing  the 
most  formidable  operation  the  surgeon  encounters,  every  possible 
precaution  should  be  taken  to  secure  a  favourable  result.  Should 
the  patient  be  in  a  very  anaemic  condition  when  first  seen,  it  may  be 
well,  if  the  case  be  not  urgent,  to  postpone  the  operation  for  a  short 
time,  until  the  condition  of  the  general  health  has  been  improved  by 
tonics,  attention  to  diet,  rest,  &c.  The  skin  should  be  induced  to  act 
by  means  of  warm  baths,  frictions,  and  warm  clothing.  The  digestive 
function  should  be  attended  to,  any  inactivity  of  the  liver  counter- 
acted by  a  little  blue  pill,  podophyllin,  or  other  suitable  remedy. 
The  bowels  should  be  regulated  by  an  occasional  dose  of  castor  oil, 
salines,  or  other  apeiients.  Wells  advises  a  draught  of  five  grains 
of  tartiate  of  iron,  five  of  carbonate  of  lithia,  and  ten  each  of  the 
bicarbonate  of  potash  and  soda,  with  a  few  drops  of  chloric  ether 
tw^o  or  three  times  a  day.  If  the  urine  be  scanty  and  high-coloured, 
depositing  lithates  in  abundance,  nothing  tends  so  rapidly  to  clear  it 
as  lithia,  which  leads  to  a  more  abundant  secretion  of  urine,  free  from 
deposit.  The  bowels  in  any  case  should  be  freely  opened  by  castor 
oil  the  day  before  the  operation,  opium  being  given  at  bedtime  to 
ensure  sleep  and  allay  any  intestinal  irritation.  Thomas  recommends 
opium  every  six  or  eight  hours  for  a  few^  days  preceding  the  operation, 
to  quiet  the  nervous  system,  allay  any  fears  as  to  the  operation,  and 
lessen  the  tendency  to  peritonitis  after  the  operation. 

The  diet  for  the  last  day  or  two  should  also  be  light  and  easily 
digestible,  the  least  bulky  and  the  most  nutritious. 

At  the  time  of  operation  the  patient  should  be  clad  in  flannel 
drawers,  worsted  stockings,  a  flannel  jacket  with  long  sleeves,  the 
night-dress  being  rolled  well  up  round  the  waist,  to  prevent  its 
becoming  soiled  and  to  avoid  the  necessity  of  having  to  change  the 
linen  after  the  operation.  She  should  have  no  solid  food  within  an 
hour  or  two  of  the  operation.  An  enema  may  be  given  early  in  the 
morning,  if  deemed  requisite,  and  the  bladder  be  emptied  the  last 
thing  before  an£esthesia  be  commenced. 

Preparatory  Arrangeme7its.—A  properly  trained  nurse,  experienced 
in  these  special  cases,  who  can  draw  off  the  urine,  record  temperatures, 
administer  enemas,  attend  to  any  dressings,  &c.,  is  absolutely  essen- 
tial. She  should  take  charge  of  the  patient  a  few  days  before  the 
operation,  so  as  to  carry  out  any  instructions  as  to  preliminary  treat- 
ment, and  also  to  have  evei-ything  in  readiness.  A  large  aiiy  room, 
high  up  for  choice,  as  quiet  as  possible,  should  be  selected.  Thorough 
ventilation  is  of  the  utmost  importance. 

If  possible,  a  bright  clear  day,  when  the  wind  is  not  in  the  east, 
should  be  chosen.  The  time  for  operation  varies  with  diflerent 
operators  ;  either  early  in  the  morning  from  nine  to  ten,  or  in  the 
after-noon  at  three,  seems  to  be  preferable. 

A  strong  narrow  table  about  four  feet  long  (an  ordinary  dressing 
table  answers  the  purpose  well),  another  small  one  being  placed  cross- 
wise to  support  the  head  and  shoulders,  should  be  placed  somewhat 
obliquely  opposite  a  window,  not  too  near  the  wall ;  a  folded  counter- 
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pane  or  blanket  is  placed  on  this  and  covered  with  a  mackintosh  sheet, 
sevc-ral  pillows  being  handy  to  raise  the  head  and  shoulders  as  may  be 
deemed  requisite.  A  small  table  should  be  placed  to  the  right  of  the 
operator  to  hold  instruments,  and  should  be  within  easy  access. 

Anothei  larger  table,  at  some  little  distance,  will  be  necessary  for 
basins  and  other  appliances  for  cleansing  sponges,  &c. 

All  unnecessaiy  furniture,  especially  curtains  and  carpets,  should 
be  removed  from  the  room.  It  is  advisable  to  have  two  small  iron 
bedsteads  3ft.  Gin.  wide,  with  horsehair  mattresses  upon  them,  away 
from  the  wall,  so  that  the  patient  can  be  reached  equally  well  from 
either  side.  A  plentiful  supply  of  hot  and  cold  water  should  be  in 
the  room.  The  temperature  must  be  regulated  by  an  open  fire,  which 
•will  also  serve  for  heating  any  cautery  irons,  boiling  water,  &c. 
About  65°  to  70°  F.  is  a  comfortable  temperature  for  the  room. 
A  large  bath,  or  several  foot-pans  or  other  suitable  vessels,  wi'.l  be 
needed. 

At  least  twenty  small  sponges,  carefully  washed  and  disinfected 
by  ammonia  and  sulphurous  acid  (1  in  8),  and  then  in  hot  water, 
should  be  provided  ;  they  should  be  counted  both  before  and  after  the 
operation,  to  prevent  the  risk  of  one  being  left  in  the  abdomen. 

A  plentiful  supply  of  carbolic  acid  solution  (1  in  40)  is  necessary. 
Stri])s  of  stout  adhesive  plaster,  two  inches  wide  and  about  eighteen 
inches  long,  should  be  hung  over  the  back  of  a  chair,  ready  for  use 
when  wanted. 

A  supply  of  lint,  cotton-wool,  carljolised  gauze,  carbolised  oil ;  a 
flannel  belt,  safety  pins  ;  brandy,  champagne,  ice  ;  a  small  india-rubber 
enema  bottle,  laudanum,  a  catheter ;  a  feeding  cup,  and  anything  else 
likely  to  be  required,  should  be  at  hand. 

Green  blinds,  or  some  arrangement  Mdiereby  the  room  can  be 
darkened  after  the  operation,  should  not  be  forgotten. 

Everything  should  be  in  such  readiness,  before  the  patient  is 
brought  in,  that  it  may  not  be  necessary  to  send  for  anything,  or 
to  open  the  door. 

A  mackintosh  apron,  with  an  oval  apertui-e  about  eight  or  ten 
inches  by  six  or  seven  inches,  spread  for  about  an  inch  round  the 
margins  of  the  aperture  •  with  emplastrum  plumbi,  so  as  to  enable 
it  to  adhere  to  the  skin  all  round,  should  be  in  readiness. 

A  long  belt,  similar  to  a  horse-girth,  will  be  required  to  strap  the 
patient's  legs,  just  above  the  level  of  the  knees,  to  the  table,  as  also 
wristbands  and  straps  to  secure  the  hands,  or  bandages,  if  this  be 
preferred. 

Inst7'uments . — Those  required  for  a  simple  case  are  few,  but  as  we 
never  know,  until  the  abdomen  be  opened,  what  complications  may 
occur,  or  how  formidable  the  operation  may  be,  it  is  better  to  have 
everything  at  all  likely  to  be  wanted  in  readiness,  so  as  to  be  prepared 
for  every  emergency. 

In  any  case  it  will  be  necessary  to  have  a  steam  spray  producer  ; 
a  scalpel  to  divide  the  abdominal  wall  ;  a  director  to  protect  the  cyst 
as  this  division  is  completed  ;  a  pair  of  scissors  ;  a  trocar  to  empty  the 
cyst ;  torsion  forceps  and  ligatures  to  secure  any  bleeding  vessels ;  a 
clamp  to  secure,  or  stout  silk  cord  to  tie,  the  pedicle ;  a  pair  of  stout 
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dressing  forceps ;  needles  and  silk  to  close  the  wound.  Sponges, 
cotton-wool,  carbolised  gauze,  carbolic  solution  (1  in  20),  and  other 
similar  requisites,  have  been  already  enumerated.  In  addition  to 
these,  however,  it  will  be  safer  to  have  ready  on  a  reserve  tray, 
separate  from  the  instruments  already  mentioned,  needles  of  different 
shapes  and  sizes  ;  ligatures  of  varying  thickness ;  hare-lip  pins  or 
acupressure  needles ;  artery,  torsion,  bull-dog,  and  other  forceps ; 
VLil-ella  and  clamp  forceps  to  grasp  the  cyst;  galvanic  or  other 
cautery  ;  straight  and  curved  scissors ;  a  tenaculum  ;  wire  retractoi-s  ; 
an  ecraseur  ;  drainage  tubes  ;  some  styptic  solution,  as  the  perchloride 
of  iron  ;  a  sound  to  explore  for  adhesions ;  a  syringe,  and  anything 
that  the  operator  may  be  in  the  habit  of  using  in  the  course  of  the 
operation. 

Most  operators  perform  the  operation  antiseptically,  the  instru- 
ments being  placed  in  metal  or  porcelain  trays,  and  covered  with 
a  solution  of  car})olic  acid  (1  in  40).  The  sutures  must  also  be  kept 
immersed  in  a  similar  solution,  in  a  separate  tray. 

Assistcmts. — One  is  requisite  to  administer  the  anaesthetic.  This 
should  be  his  sole  duty. 

Another  stands  on  the  left-hand  side  of  the  table,  opposite  to  the 
operator,  who  stands  on  the  right  side  of  the  patient,  with  his  right 
hand  towards  the  light,  and  if  thought  desirable,  a  third  assistant 
takes  up  his  position  on  the  left  hand  of  the  operator,  and  may  also 
attend  to  the  steam  spray  from  time  to  time,  the  nurse,  with  sponges 
and  other  necessary  articles,  being  behind  and  to  the  left  of  the  patient. 
Basins  with  warm  and  cold  carbolised  water  (1  in  40),  to  wash  the 
sponges  in,  should  be  in  readiness. 

The  chief  assistant,  opposite  the  operator,  with  sponge  in  hand, 
should  be  ready  to  di-y  the  wound  during  the  incision  of  the  ab- 
dominal walls,  apply  torsion  forceps  or  ligatures  to  bleeding  vessels, 
pecure  the  cyst  with  clamp  forceps  after  it  has  been  punctured  with 
the  trocar,  see  that  the  end  of  the  tube  attached  to  the  trocar  is 
properly  directed  into  the  receiver,  support  the  cyst  on  its  being 
brought  out,  replace  or  prevent  extrusion  of  intf'stines  or  omentum, 
apply  a  large  flat  warm  sponge  to  prevent  their  being  unnecessarily 
exposed,  assist  in  applying  sutures  to  the  wound,  or  anything  the 
operator  may  suggest.  Absolute  silence  should  be  enjoined,  no 
oflicious  suggestions  or  pathological  questions  being  mooted  unless 
specially  desired  by  the  operator,  whose  every  want  should  be  antici- 
pated and  judgment  respected. 

Antiseptic  Precautions. — The  followers  of  Lister  contend  that 
these  should  invariably  be  observed  in  performing  an  operation  that 
involves  such  a  serious  risk  as  ovariotomy.  With  the  exp3rience  re- 
cently gained  by  Thornton  and  others,  of  the  application  of  Lister's 
antiseptic  method  to  the  operation  under  consideration,  it  would  seem 
hardly  justifiable  to  deprive  the  patient  of  the  advantages  that  have 
been  proved  to  result  from  the  carrying  out  of  this  procedure,  although 
recentlv  the  svstem  itself  has  been  called  in  question.  In  any  case 
it  will  be  well  to  describe  the  })ro3ess. 

The  steam  spray  apparatus  should  be  one  capable  of  playing  con- 
tinuously for  at  least  two  hours  without  the  boiler  becoming  ex- 
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haiisted.  A  solution  of  carbolic  acid  of  the  strength  of  1  in  20  is 
placed  in  the  jar,  so  that  when  diluted  with  steam  spray,  it  will  be 
about  the  strength  of  1  in  40.  It  should  be  in  perfect  working  order 
before  aniesthesia  is  commenced.  It  is  well  to  have  in  reserve  an 
extra  supply  of  at  least  a  Winchester  quart  bottleful  of  5  per  cent, 
strength,  which  must  be  placed  handy,  so  as  to  replenish  the  jar  as 
the  solution  becomes  exhausted.  The  apparatus  should  be  placed  at 
the  foot  of  the  table,  and  the  spray  directed  on  to  the  abdomen  of  the 
patient,  so  as  to  envelop  the  surface  in  a  cloud  of  mist  before  the 
incision  is  made. 

The  opei-ator  and  assistants  should  wash  their  hands  in  carbolic 
solution  (1  in  20),  previous  to  the  operation  being  commenced,  and 
even  the  abdomen  of  the  patient  should  also  be  treated  in  a  similar 
manner. 

Dr.  Bantock,  Mr.  Lawson  Tait,  and  others  have  recently  ques- 
tioned the  advantages  attributed  to  the  Listerian  precautions,  and 
endeavoured  to  show  that  pyrexia  is  more  likely  to  follow  antiseptic 
operations  from  the  absorption  of  carbolic  acid,  which  is  an  irritant 
poison,  and  prevents  the  wound  healing  by  first  intention.  Thev  con- 
tend that  the  use  of  the  spray  is  not  only  inefhcient  but  positively  in- 
jurious, the  great  point  being  strict  attention  to  cleanliness.  Success 
depends  more  upon  the  man  than  the  method  ;  as  experience  in- 
creases the  mortality  diminishes. 

Bantock  says  that  since  he  has  departed  from  Listerism,  merely 
using  warm  water  without  any  carbolic  acid,  both  for  the  spray  as  well 
as  for  the  instruments,  he  has  had  better  results  both  as  to  mortality 
as  well  as  pyrexia.  He  regards  cleanliness  as  the  most  potent 
factor,  and  the  only  true  antiseptic  system.  On  the  other  hand,  the 
evidence  of  Thornton  is  entirely  in  favour  of  Listerism.  He  thus 
summarises  his  experience  in  the  following  general  conclusions  :  I. 
Simple  cases  recover  under  Lister's  method  with  a  certainty  previously 
unknown.  2.  There  is  less  fever,  and  convalescence  is  more  rapid  than 
under  the  old  method.  3.  The  success  obtained  in  the  more  compli- 
cated cases  is  in  proportion  to  the  exactness  with  which  the  antiseptic 
method  can  be  applied  to  the  individual  cases.  4,  The  accidents  and 
complications  occasionally  following  operation,  such  as  haemorrhage 
for  example,  are  more  easily  overcome  in  aseptic  cases.  5.  There  are 
difficulties  and  some  dangers  in  the  application  of  the  method,  and 
the  more  experience  the  individual  surgeon  has  in  it,  the  more  readily 
he  foresees  and  avoids  these,  and  the  more  complete  becomes  his  suc- 
cess in  applying  it. 

Anesthesia. — Chloroform  almost  invariably  produces  distressing 
and  persistent  vomiting  after  the  operation,  and  in  long  and  difficult 
cases  is  apt  to  depress  the  pulse  to  a  dangerous  extent. 

Ether  often  produces  an  irritating  cough,  the  vapour  becomes  dif- 
fused throughout  the  room,  and  it  is  difficult  in  some  cases  to  induce 
complete  anaesthesia  by  it. 

Ghloromethyl,  or  bichloride  of  methyline,  administered  by  Junker's 
inhaler,  is  by  far  the  safest  anaesthetic.  It  does  not  produce  bronchial 
irritation,  is  less  depressing,  even  when  administered  throughout  a 
prolonged  operation,  and  possesses  more  advantages  and  fewer  draw- 
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backs  than  any  other  form  of  anaesthetic.  It  should  therefore  be 
employed,  or  else  a  mixture  of  chloroform  and  ether. 

Everything  being  in  readiness,  the  patient  may  either  be 
anaesthetised  in  an  adjoining  room  and  then  carried  to  the  operating 
table,  or  she  may  be  placed  in  proper  position  on  the  table,  the  instru- 
ments being  covered  over  with  a  towel,  and  the  room  temporarily 
darkened,  and  anaesthesia  commenced.  The  catheter  having  been 
passed,  or  the  bladder  previously  emptied,  the  mackintosh  apron  is 

applied  to  the  abdomen,  the  belt  is  then 
placed  round  the  legs,  the  hands  se- 
cured, the  blinds  drawn  up,  the  assist- 
ants placed  in  the  position  assigned  to 
them,  and  the  operation  commenced. 
The  administrator  of  the  anaesthetic 
stands  at  the  head  of  the  operating 
table,  so  as  to  be  out  of  the  way  of  the 
operator  and  his  assistants.  It  is  not 
necessary  to  keep  the  patient  continu- 
ously at  the  point  of  narcosis,  in- 
dicated by  stertorous  breathing,  lividity 
of  lips  and  face,  but  merely  to  produce 
such  an  amount  of  anaesthesia  as  will 
render  her  incapable  of  experiencing 
pain.  If  the  operation  be  very  pro- 
longed, it  may  be  prudent  to  allow  the 
patient  to  come  to  a  little,  and  ad- 
minister a  little  brandy  and  water  by 
the  aid  of  a  feeder. 

The  operation  of  omrio^om?/ includes 
the  following  procedures  :  —  Incision 
through  the  abdominal  walls;  exj^l ora- 
tion for  adhesions  ;  tapping  the  cyst ; 
detachment  of  adhesions  ;  drawing  out 
of  the  cyst ;  constriction  of  the  pedicle  ; 
removal  of  the  tumour ;  examination  of 
the  other  ovary ;  cleansing  the  peri- 
toneal cavity  of  blood,  or  ascitic  or 
cystic  fluid ;  securing  any  bleeding 
vessels ;  closm  e  of  the  incision  by  su- 
tures ;  application  of  dressings. 

The  incision  is  made  in  the  median 
line,  three  to  four  inches  in  extent,  from 
just  below  the  umbilicus  to  within  an 
inch  and  a  half  or  so  of  the  pubes.  All 
bleeding  should  be  arrested  before  the 
peritoneal  cavity  is  opened,  by  torsion 
forceps,  which  are  left  hanging  outside  the  abdomen.  If  any  ascitic 
fluid  be  present,  the  peritoneum  may  bulge  through  the  opening  and 
lead  to  the  supposition  that  it  is  a  thin-walled  cyst ;  care  must  be 
taken  to  distinguish  this,  lest  the  peritoneum  be  stript  from  the 
ahdominal  wall  on  the  supposition  that  extensive  adhesions  exist. 
The  more  solid  cyst  may  commonly  be  felt  behind  it.  The  peritoneuic 


Fig.  129. — Spencer  Wells's  Ovario 
toinv  Trochar. 
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(fig.   129),  having 


is  then  opened,  and  a  jo;rooved  director  inserted  in  the  aperture  ;  a 
bhmt-pointed  bistoury  being  passed,  the  peritoneum  is  divided  to  the 
requisite  extent.  If  the  cyst  be  adherent  it  may  be  well  to  extend 
the  incision  upwards  until  some  point  is  reached  where  the  cyst  is 
free,  and  from  this  point  separation  of  adhesions  may  be  commenced, 
parietal  adhesions  alone  being  dealt  with  at  this  stage,  adhesions  to 
omentum  or  intestine,  especially  those  at  the  posterior  part  of  the 
cyst,  being  left  until  the  cyst  be  evacuated  and  the  adherent 
viscera  can  be  seen.  The  hand  is  carefully  inserted  between  the  cyst 
and  the  abdominal  wall,  palm  downwards,  to 
search  for  adhesions,  and  if  not  very  tough,  to 
separate  or  tear  them.  The  cyst  is  now  tapped 
with  Wells's  Cyst  Trocar 
clams  attached  to  fix  the 
cyst  wall  to  it.  If  a 
simple  cyst,  the  most 
prominent  part  is  selected ; 
if  multilocular,  the  largest 
cyst  visible.  The  fluid 
is  conducted  into  a  suit- 
able receptacle  by  a 
flexible  tube  attached  to 
the  trocar.  As  the  cyst 
becomes  flaccid  the  as- 
sistant presses  the  parietes 
of  the  abdomen  in  close 
approximation  to  the  cyst, 
so  as  to  prevent  any  fluid 
gaining  access  to  the  peri- 
toneal cavity,  and  also  to 
pi-event  the  protrusion  of 
intestines.  The  cyst  is 
gradually  drawn  out  of 
the  abdomen,  either  by  the 
hand  or  by  means  of  Ne- 
laton^s  Cyst  Forceps  (fig. 
130),  any  adhesions  not 

already  separated  being  Fig.  131.— Spencer  Wells's 
broken  down  or  torn  ^^''^^^^  Clamp  Forceps, 
through.  Where  several  cysts  are  present  in 
the  same  tumour,  they  may  be  tapped  succes- 
sively l)y  pushing  the  trocar  forward  and  thrust- 
ing it  through  the  septa,  or  by  passing  the  hand  into  the  cyst  first 
emptied,  and  so  crushing  them.  Where  the  tumour  proves  to  be 
solid,  or  semi-solid,  and  too  large  to  pass  through  the  incision,  this 
must  be  carefully  extended. 

The  assistant  at  the  operator's  left  hand  receives  the  cyst  in  a 
towel  or  basin,  and  supports  it  until  it  is  completely  separated,  great 
care  being  taken  that  no  traction  be  exerted  either  on  the  pedicle  or 
on  any  undivided  adhesions,  and  that  no  fluid  gravitates  into  the 
abdominal  cavity. 

If,  while  the  tumour  is  being  withdrawn,  the  omentum,  the 


Fig.  130.— Nelaton's 
Cyst  Forceps. 
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mesentery,  or  the  intestines  are  seen  to  be  adherent  to  it,  the  adhe- 
sions should  be  cautiously  detached  by  the  fingers,  or  divided  by  the 
scalpel,  or  by  scissors.  Ligatures  of  carbolised  gut  or  silk  may  be 
used  to  secure  any  small  bleeding  vessels,  cut  short  and  left  in  situ. 
Every  portion  of  omentum  where  adherent  to  the  cyst  should  be  most 
carefully  examined,  to  see  that  no  bleeding  vessel  be  returned  into  the 
peritoneal  cavity.  If  the  adherent  surface  be  large,  it  may  be  divided 
into  sections,  and  each  one  tied  separately  before  dividing  the  adhe- 
sions, or  compressed  by  the  clamp  forceps  (fig.  131),  until  it  is  decided 
what  shall  be  done  with  it. 

Adhesions  to  stomach,  intestine,  or  liver  need  to  be  very  cautiously 
dealt  with.  If  the  cyst  adheres  so  firmly  that  it  cannot  be  separated 
without  danger,  the  adherent  portion  must 
be  cut  out  and  left  attached,  the  internal 
secreting  membrane  being  removed.  The 
same  method  may  be  adopted  in  i-egard  to 
pelvic  adhesions,  the  cyst  wall  being  split 
into  two  layers,  the  outer  being  left  at- 
tached and  treated  as  a  pedicle  by  ligature 
or  otherwise. 

Should  the  intestine  be  injured  in  any 
way  by  the  knife,  scissors,  fingers,  or  from 
detaching  intimate  adhesions,  the  opening 
must  be  neatly  stitched  up  with  a  fine 
needle  and  silk,  and  the  ends  cut  short. 

'The  Pedicle. — Numerous  methods  of 
securing  this  have  been  adopted,  but  they 
may  all  be  classed  under  two  h^ads,  the 
extra-  and  the  intra -peritoneal  method. 

In  the  extra  ■'peritoneal  method  the 
pedicle  is  secured  by  a  clamp  (tig.  132),  of 
which  many  varieties  have  been  invented, 
and  then  secui'ed  in  the  lower  angle  of  the 
wound,  the  tumour  being  cut  away  within 
an  inch  or  so  of  the  clamp.  The  method  is 
not  applicable  when  the  pedicle  is  very 
short  or  very  broad.  It  possesses  the  ad- 
vantage that  the  surface,  which  may  bleed 
1  iG.  13 2.-- Spencer  Wells  s  ^-^^  ^^.^g^      discharge,  is  always  kept  in 

'^"^^^*  sight,  and  the  discharges  escape  extei-nally. 

The  disadvantages  are  that  the  stump  strangulated  in  the  clamp 
may  slough  and  fall  back  into  the  abdomen  ;  serious  symptoms  may 
ai'ise  from  traction  ;  the  clamp  may  t-lip  or  be  forced  off  by  violent 
retching  or  coughing  ;  it  may  fail  to  ari'est  haemorrhage  ;  it  prevents 
the  entire  closure  of  the  incision,  and  thus  subsequent  weakness  of 
the  abdominal  wall,  or  even  hernia,  may  result.  The  clamp  neces- 
sitates a  permanent  union  of  the  pedicle  with  the  abdominal  walls  ; 
this  may  predispose  to  internal  strangulation  of  a  portion  of  intestine, 
and  to  a  miscarriage  if  pregnancy  should  occur. 

The  clamp  is  often  a  long  time  in  separating,  and  not  infrequently 
produces  ulceration  of  the  abdominal  wall  from  pressure,  which  takes 
a  long  time  to  heal. 
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The  employment  of  the  clamp  is  now  rarely  resorted  to,  the  fol- 
lowing plan  being  almost  uniformly  adopted. 

The  intra-perit07ieal  method  includes  the  ordinary  plan  of  securing 
the  pedicle  by  ligatures  and  other  less  usual  methods  of  torsion,  acu- 
pressure, the  ecraseur,  and  cautery. 

The  essential  objects  in  the  management  of  the  pedicle  are  to 
prevent  haemori-hage  from  the  divided  vessels,  and  to  avoid  setting  up 
peritonitis  or  septicaemia  by  the  means  employed. 

The  objections  urged  against  the  employment  of  the  ligature  are 
that  a  foreign  body  is  left  in  the  peritoneal  cavity,  which  is  liable  to 
set  up  peritonitis.  If  silk  or  other  suitable  material  be  employed, 
this  objection  has  little  or  no  value. 

Again,  the  lio;ature  is  supposed  to  cause  sloughing  of  the  stump 
of  the  pedicle,  which  gives  rise  to  putrid  matter  and  produces  septi- 
caemia. This,  however,  is  mere  theory ;  practically,  sufficient  capillary 
circulation  is  established  to  maintain  the  nutrition  of  the  stump 
beyond  the  seat  of  ligation,  and  so  prevent  any  sloughing. 

There  is  certainly  some  risk  that  the  stump  may  become  adherent 
to  some  portion  of  the  intestine,  and  sd  lead  to  intestinal  obstruction, 
but  this  accident  has  been  met  with  very  seldom. 

It  was  formerly  supposed  that  as  the  tissues  in  the  pedicle  became 
shrunken,  the  ligatures  would  become  loose,  and  either  slip  off  or 
allow  haemorrhage  to  take  place,  but  practically,  if  proper  precautions 
be  taken  to  the  contrary,  this  very  rarely  occurs. 

Carbolised  silk  or  hemp,  not  too  stout,  but  still  sufficiently  strong 
to  bear  a  good  strain,  forms  the  best  material  for  ligature  The  pedicle 
is  transfixed  about  the  centre  of  its  width,  being  careful  to  avoid 
puncturing  any  vessel,  by  a  needle  armed  with  a  double  ligature.  This 
is  cut  into  two  equal  portions ;  by  twisting  the  two  ends  one  turn  the 
ligatures  will  be  made  to  cross  each  other  ;  one  half  of  the  pedicle  is 
then  firmly  tied  with  each  of  these,  the  two  crossing  like  a  figure  of 
eight  at  the  centre.  If  deemed  requisite  the  whole  of  the  pedicle 
may  then  be  encircled  by  one  of  the  ligatures,  firmly  tied,  and  the 
end  either  cut  short  or  brought  out  at  the  abdominal  incision.  In 
any  case  the  ends  maybe  left  long  and  held  by  an  assistant  as  a  guide 
to  the  stump,  until  the  other  ovary  has  been  carefully  examined,  the 
pelvic  cavity  cleaned  out,  and  all  the  steps  of  the  operation  com- 
pleted, but  great  care  must  be  taken  that  no  traction  be  employed. 

The  ligatures  must  be  drawn  very  tightly  in  tying  them,  to  avoid 
their  slipping.  There  need  be  no  fear  of  strangulating  the  stump  so 
as  to  produce  gangrene.  Do  not  cut  the  pedicle  too  near  the  ligature  ; 
leave  at  least  three-quarters  to  one  inch. 

It  was  formerly  the  custom  with  some  operators  to  leave  the  ends 
of  the  ligatures  long,  and  hanging  out  of  the  incision  so  that  they 
mifjht  be  drawn  out  when  they  became  detached,  the  ends  being  left 
sufficiently  long,  six  or  eight  inches  at  least,  to  prevent  their  being 
drawn  into  the  abdomen,  if  tympanites  supervened  or  any  dragging 
upon  the  pedicle  occurred  if  the  patient  happened  to  turn  over. 

The  time  required  for  ligatures  to  become  detached  varies  from 
three  weeks  to  a  month,  but  may  exceed  this  greatly. 

The  method  of  cutting  the  ligatures  short,  close  to  the  stump,  is 
the  one  almost  universally  adopted  now. 


312 


SURdlCAL  TREATMENT  OF  OVARIAN  CYSTS. 


Where  the  pedicle  is  thick  and  fleshy,  and  too  short  even  for  the 
ligature  to  give  a  secure  hold,  it  may  be  grasped  by  the  cautery  clamp, 
and  the  tumour  severed  from  it  by  the  actual  cautery,  heated  to  a 
dull  heat,  so  as  to  char  down  very  slowly. 

Pocketing  the  pedicle  consists  in  fastening  the  extremity  of  the 
pedicle  between  the  inner  lips  of  the  wound  at  its  lower  angle. 

In  very  rare  instances  no  pedicle  at  all  is  found,  the  tumour 
having  broken  away  from  its  original  connections,  and  become 
attached  to  some  portion  of  the  peritoneal  surface. 

Arrest  of  Hceinorrhage. — Any  vessels  that  have  not  previously  been 
secured,  when  separating  or  tearing  through  the  adhesions,  that  are 
still  bleeding,  must  be  secured  by  carbolised  silk  ligatures  cut  short 
and  left  in  situ,  by  torsion,  or  by  cautery,  ligatures  being  the  prefer- 
able method.  Where  there  is  general  oozing  from  an  inflamed  or 
vascular  surface,  where  the  peritoneum  itself  has  been  detached,  and 
no  special  vessels  can  be  distinguished,  if  pressure  and  exposure  to  the 
air  fail  in  arresting  the  haemorrhage,  swabbing  the  surface  carefully 
with  the  perchloride  of  iron,  lightly  wiping  off  any  superflirity,  may 
safely  be  recommended  as  both  efficient  and  harmless. 

If  any  vessel  leading  up  to  the  seat  of  the  oozing  can  be  detected, 
a  small  silk  ligature  may  be  passed  underneath  it,  tied,  and  the  ends 
cut  short. 

Where  adhesions  of  the  omentum  have  been  extensive,  it  is  well 
to  spread  out  the  omentum  on  a  clean  towel,  and  examine  carefully 
eveiy  inch  of  the  torn  sirrface  to  see  that  no  vessels  have  been  over- 
looked, and  if  nece  -sary  apply  ligatures.  All  shreds  and  loose  portions 
of  omentum  should  be  trimmed  off. 

Examination  of  the  other  Ovary. — As  soon  as  the  pedicle  has  been 
secured  and  the  tumour  removed,  and  any  omental  or  other  vessels 
injured  du]*ing  the  separation  of  adhesions  (if  bleeding)  have  been 
tied,  the  other  ovary  should  be  examined. 

If  the  ovary  be  hardened  or  so  enlarged  that  disease  appeal's  likely 
to  go  on,  it  should  be  removed,  the  pedicle  being  dealt  with  according 
to  circumstances.  The  clamp  is  now  seldom  employed,  ligatures  being 
.generally  used. 

Cleansing  of  the  Feritoneal  Cavity. — The  'toilette'  of  the  peri- 
toneum is  of  the  utmost  importance.  Any  ascitic  or  cystic  fluid  or 
blood  mu-t  be  carefully  removed  by  small  sponges  on  holders,  other- 
wise peritonitis  or  septicaemia  may  result,  these  being  two  of  the  mcst 
frequent  causes  of  death  in  fatal  cases.  If  any  further  bleeding  points 
be  detected,  or  even  general  oozing,  this  must  be  arrested  before 
closing  the  abdominal  wound.  The  sponges  should  be  passed  deep 
down  into 'the  pelvic  cavity,  in  the  most  dependent  parts,  where  any 
fluid  would  be  likely  to  gravitate. 

Drainage. — Now  that  the  antiseptic  method  of  operating  is 
resorted  to,  drainage  through  the  abdominal  wound,  or  through  an 
opening  made  expressly  in  the  bottom  of  Douglas's  pouch  into  the 
vagina,  is  generally  unnecessary.  Still,  cases  occur  in  which,  owing 
to  extensive  adhesions  having  been  piesent,  much  oozing  of  blood  or 
seroas  fluid  may  be  expected,  or  where  septic  or  colloid  fluid  has 
escaped  into  the  peritoneal  cavity,  drainage  may  be  considered  advisable. 
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Keith's  glass  drainage-tube,  open  at  both  ends,  about  six  or  seven 
inches  long,  so  as  to  reach  to  the  lower  portion  of  Douglas's  pouch, 
the  lower  end  being  perforated  with  several  holes,  is  placed  tightly 
between  the  two  lower  stitches.  The  top  of  the  tube  is  covered  by  a 
cup  shaped  sponge  wrung  out  of  a  solution  of  carbolic  acid,  one  in 
thirty,  a  piece  of  thin  sheet  india-rubber  being  wrapped  over  this. 
Any  fluid  which  collects  in  the  pouch  may  be  drawn  olF  by  a  fine 
india-rubber  tube  attached  to  a  syringe,  night  and  morning.  Dis- 
infectant injections  may  also  be  employed  if  thought  necessary.  The 
dressings  should  be  so  arranged  as  to  enable  the  tube  to  be  uncovered 
without  interfering  with  them.  The  tube  may  generally  be  removed 
within  a  few  days. 

It  is  especially  in  those  cases  where  the  fluid  is  of  a  sero-san- 
guineous  character  that  drainage  is  of  most  service.  When  blood 
itself  is  effused  into  the  peritoneal  cavity,  coagulation  in  due  course 
takes  place,  the  serous  portion  becomes  absorbed  and  the  fibrinous 
clot  organised.  Where,  however,  a  mixture  of  blood  and  serum 
occurs  no  such  coao;ulation  takes  place,  the  blood-corpuscles  undergo 
a  process  of  necrosis,  and  septicaemia  too  often  results.  Where  the 
effusion  is  not  extensive,  the  inconvenience  of  soiling  the  patient's 
linen,  and  consequent  necessity  for  changing  it,  may  often  be  avoided 
by  passing  the  outer  end  of  the  drainage-tube  through  a  small  aper- 
ture in  a  piece  of  mackintosh  sheeting,  covering  the  end  with  a  cup- 
shaped  sponge,  and  then  folding  the  mackintosh  over  the  sponge,  this 
latter  being  removed  from  time  to  time  and  squeezed  dry. 

Experience  has  not  confirmed  the  plan  of  drainage  through 
Douglas's  poTich  and  the  vagina,  with  the  injection  of  antiseptic  solu- 
tions, as  a  judicious  one,  and  it  should  therefore  not  be  resorted  to. 

Another  method  of  bringing  the  end  of  the  pedicle  itself  out 
through  an  opening  in  the  vaginal  cul-de-sac  has  also  been  suggested, 
but  does  not  seem  to  have  met  with  much  consideration. 

Closure  of  the  Ahdominal  WottncL — After  having  carefully 
examined  every  source  of  hsemorrhage,  thoroughly  cleaned  the  peri- 
toneal cavity,  and  restored  the  intestines  to  as  natural  a  position  as 
possible,  so  as  to  guard  against  all  twisting  of  the  convolutions  one 
upon  another,  a  large,  broad,  flat  piece  of  thin  sponge  should  be  in- 
serted just  within  the  wound,  so  as  to  cover  the  intestines  whilst 
the  sutui'es  are  being  passed,  and  protect  the  peritoneal  cavity  from 
any  further  haemorrhage  which  may  follow  the  passage  of  the 
needles. 

The  sutures  may  be  of  wire,  silkworm  gut,  or  carbolised  silk. 
Portions  of  silk,  about  eighteen  inches  in  length,  are  previously 
thread ea  at  each  end  with  strong,  straight  or  slightly  curved  needles 
about  two  inches  long. 

Each  needle  is  introduced  from  within  outwards,  by  means  of 
a  needle-holder,  including  about  half  an  inch  of  the  peritoneum,  and 
then  brought  out  near  the  margin  by  perforating  the  whole  thickness 
of  the  abdominal  walls.  They  should  be  placed  about  an  inch  apart, 
and  not  secured  until  all  haA^e  been  introduced.  An  assistant  holds 
them  as  they  are  inserted,  and  draws  up  the  margins  of  the  wound. 
The  abdominal  cavity  is  again  inspected  to  determine  if  any  further 
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hsemorrliage  continues;  a  sponge  on  a  holder  is  passed  deep  down 
with  a  similar  object.  The  protecting  sponge  is  then  removed,  the 
sponges  counted,  the  sutures  are  tied,  and  the  ends  cut  off. 

Where  the  clamp  is  employed,  a  suture  should  be  passed  close  to 
the  latter,  in  order  to  biing  the  lips  of  the  wound  so  accurately 
around  the  pedicle  that  the  peritoneal  cavity  is  perfectly  closed. 

Should  the  abdominal  walls  be  very  fat,  intermediate  superficial 
sutures  may  be  needed. 

Before  closing  the  wound,  any  air  in  the  peritoneal  cavity  should 
be  expressed  as  completely  as  possible. 

Application  of  JDressings. — The  exposed  surface  of  the  abdomen 
is  first  carefully  sponged  and  dried,  and  the  mackintosh  apron  re- 
moved. If  the  clamjD  be  used,  pledgets  of  lint  soaked  in  carbolised 
oil  are  placed  under  the  angles  of  the  clamp,  so  as  to  protect  the  skin 
from  undue  pressiire.  The  surface  of  the  stump  is  sprinkled  with  dry 
perchloride  of  iron,  tincture  of  iodine,  or  carbolic  acid. 

If  ligatures  have  been  applied  to  the  pedicle,  and  the  wound 
closed  perfectly,  it  is  unnecessary  to  apply  carbolised  oil  or  oil- silk. 
The  better  plan  is  to  cover  over  the  wound  with  several  layers  of 
carbolised  gauze.  Pads  of  antiseptic  cotton-wool  are  placed  on  each 
side,  broad  strips  of  plaster  are  passed  over  all,  so  as  to  give  firm 
support,  and  lastly  the  fiannel  belt  is  adjusted,  the  night  dress  pulled 
down,  and  the  patient  lifted  carefully  on  to  the  bed. 

She  should  be  placed  on  her  back,  her  knees  supported  by  a 
pillow,  the  body  covered  with  light  but  warm  blankets,  and  sur- 
rounded by  hot- water  bottles  provided  the  patient  be  at  all  chilly. 
The  room  should  then  be  darkened,  and  the  patient  left  absolutely 
quiet,  alone  with  the  nurse.  All  instruments  should,  when  practic- 
able, be  removed  to  anothei"  room  and  there  washed  and  dried. 

After-treatment. — Success  depends  upon  attention  to  minute 
details.  The  patient  is  not  cured  when  the  tumour  is  removed  ;  she 
has  yet  many  risks  and  dangers  to  encounter.  Numerous  precautions 
will  have  to  be  observed,  complications  and  contingencies  dealt  with 
and  provided  for,  that  will  often  tax  the  experience  and  patience  of 
the  operator  even  more  than  the  performance  of  the  operation  itself. 
Our  first  care,  especially  if  the  operation  have  been  prolonged  or  the 
patient  much  exhausted,  will  be  to  establish  reaction. 

Stimulants  such  as  brandy  and  champagne  should  only  be  used 
when  called  for  by  faintness  or  chilliness,  or  some  sign  of  exhaustion, 
or  where  sickness  is  troublesome.  A  little  of  one  or  other  of  these 
stimulants  in  iced  soda  water  may  be  sipped  from  time  to  time  from 
a  feeder ;  or  an  enema  of  beef-tea  and  brandy,  not  more  than  two 
ounces  at  a  time,  administered  at  short  intervals.  Small  pieces  of  ice 
to  suck  will  also  have  a  good  effect. 

A  morphia  suppository,  a  hypodermic  injection,  or  a  succession  of 
small  opiate  enemata.,  left  to  the  discretion  of  an  intelligent  nurse, 
with  directions  to  give  only  enough  to  keep  the  patient  free  from 
severe  pain,  answer  better  than  larger  doses  administered  at  stated 
intervals  under  medical  prescription. 

Very  little  food  is  required  during  the  first  three  days ;  milk  and 
soda  water,  barley  water,  thin  gruel,  water  arrowroot,  chicken  or  veal 
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broth  or  beef-tea,  raay  be  allowed  in  small  quantities  at  a  time,  if 
sickness  be  absent  and  the  patient  desires  them. 

The  cacheter  should  be  passed  every  six  or  eight  hours  for  the 
first  few  days.  If  flatulent  distension  of  the  bowel  prove  ti-oublesome, 
O'Byrne's  tube  may  be  passed  a  foot  or  more  up  the  rectum,  or  five 
grains  of  quinine  in  an  ounce  of  water  injected  every  four  hours. 

If  the  urine  be  turbid  or  scanty,  lithia  water,  or  a  mixture  of  the 
citrates  of  potash  and  lithia,  should  be  given  at  short  intervals. 

The  bowels  should  not  be  encouraged  to  act,  even  if  they  do  not 
do  so  for  the  first  week  or  ten  days,  provided  no  discomfort  arise  in 
consequence.  If  deemed  requisite,  an  enema  of  salad  oil  may  be 
administered,  and  the  accumulated  faecal  mass  broken  up  by  the  finger 
or  a  spoon. 

No  one  but  the  physician  and  necessary  attendants  should  be 
admitted  to  the  apartment  during  the  first  three  days,  even  in  the 
most  favoui  able  cases. 

Surgical  Treatment. — As  a  rule,  the  dressings  need  not  be  inter- 
fered with  for  the  first  few  days  unless  there  happen  to  be  much  dis- 
charge, when  of  course  this  must  be  attended  to.  Union  generally 
takes  place  by  first  intention. 

The  sutures  should  not  be  removed  until  the  fourth  to  the  eighth 
day,  depending  upon  the  amount  of  irritation  they  cause.  If  any 
seem  to  be  too  tight,  they  may  be  divided.  In  very  stout  or  feeble 
patients  union  may  be  slow^er;  the  stitches  must  then  be  left  in 
longer.  It  is  well  to  remove  only  alternate  ones  at  first,  and  be 
guided  as  to  the  others  by  the  amount  of  union  that  has  taken  place. 
If  much  flatulence  exist,  or  the  patient  be  troubled  with  a  cough,  care 
should  be  taken  not  to  remove  the  sutures  too  early. 

Where  the  clamp  is  employed,  unless  there  be  any  soaking  of 
discharge,  the  dressings  need  not  be  disturbed  for  the  first  thirty-six 
or  forty-eight  hours.  The  plaster  near  the  clamp  may  then  be  raised 
and  divided,  and  the  stump  cleansed,  any  soiled  dressings  being 
changed  and  replaced  by  dry  lint,  fresh  plaster  being  then  applied. 
After  this,  daily  dressing  is  generally  necessary.  The  abdomen  must  be 
supported  by  plaster  for  at  least  a  fortnight  longer  if  thought  necessary. 
The  clamp  and  portion  of  pedicle  compressed  by  it  usually  fall  oflT 
from  the  seventh  to  the  tenth  day,  but  may  do  so  earlier  or  later. 

The  patient  will  need  to  wear  an  abdominal  belt  or  binder  for 
twelve  months  after  the  operation,  to  prevent  ventral  hernia. 

Should  peritonitis  ensue,  it  must  be  dealt  with  on  general  prin- 
ciples, special  care  being  taken  not  to  allow  any  accumulation  of 
septic  matter  to  remain  deep  down  in  the  pelvis  or  dependent 
parts. 
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CHAPTEE  XXII. 

DISEASES  OF  THE  BROAD  LIGAMENTS,   INCLUDING  PELVIC  CELLULITIS 
AND  PELVIC  PERITONITIS. 

Diseases  of  the  Broad  Ligament?,  including  the  cellular  tissue 
and  investing  peritoneum. — Many  different  names  have  been  em- 
ployed from  time  to  time  to  designate  inflammatory  conditions  affect- 
ing the  tissues  surrounding  and  covering  the  uterus  and  its  appen- 
dages as  well  as  lining  the  pelvis. 

Of  these  the  terms  pelvic  cellulitis  and  pelvic  peritonitis  are  prob- 
ably best  understood.  Although  we  rarely  meet  with  inflammation 
of  the  one  tissue  without  the  other  being  to  some  extent  involved  in 
the  process,  the  two  being  almost  invariably  associated,  one  by  con- 
tiguity lighting  up  the  othei',  yet  the  two  affections  are  entirely  dis- 
tinct from  each  other,  and  should  not  be  confounded  simply  because  they 
complicate  each  other.  As  Thomas  remarks,  they  may  be  compared 
to  serous  and  parenchymatous  inflammation  of  the  lungs — pleuiisy 
and  pneumonia.  Like  them  they  ai-e  separate  and  distinct,  like  them 
affect  different  kinds  of  structure,  and  like  them  generally  complicate 
each  other.  The  terms  pelvic  cellulitis  and  pelvic  peritonitis  are 
adopted  in  the  nomenclature  of  diseases  approved  by  the  Kegisti-ar- 
General,  and  as  there  are  certain  advantages  in  describing  them 
separately,  we  shall  for  sake  of  clearness  do  so,  although,  after  what 
has  been  said,  the  practitioner  will  understand  that  the  terms  are  not 
applied  in  an  exclusive  sense,  but  according  as  the  affection  of  one  or 
other  structure  is  predominant. 

Yirchow  proposed  the  term  peri-metritis  as  the  equivalent  of 
pelvic  peritonitis,  and  para-metritis  as  that  of  pelvic  cellulitis,  but 
these  terms  are  open  to  many  objections,  which  need  not  be  insisted  on 
here,  and  seem  more  calculated  to  produce  confusion  than  to  facilitate 
our  understanding  of  the  subject. 

Other  terms,  such  as  peri- uterine  cellulitis,  peri-uterine  phlegmon, 
metro-peritonitis,  peri-metric  inflammation,  pelvic  abscess,  &c.,  have 
also  been  employed  to  designate  one  or  other  of  these  conditions,  or 
the  two  conjointly.  The  term  suggested  by  Dr.  Barnes — peri-metric 
inflammation — includes  the  two  conditions,  and  is  certainly  a  very 
appropriate  one.  When  patients  speak  of  inflammation  of  the  bowels, 
it  is  generally  some  form  of  pelvic  inflammation  they  refer  to. 

In  attempting  to  estimate  the  frequency  of  the  two  affections  it  is 
difficult  to  form  a  correct  opinion.  A  large  proportion  of  the  cases 
often  regarded  as  instances  of  pelvic  cellulitis,  are  really  those  of 
pelvic  peritonitis.    This  latter  is  more  likely  to  prove  fatal  than  the 
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former,  and  therefore  the  results  of  post-mortem  investigations  cannot 
be  trusted  to  as  affording  any  direct  evidence  on  the  question.  Pelvic 
cellulitis  is  comparatively  rare  in  the  non-puerpeial  patient,  while 
pelvic  peritonitis  is  exceedingly  common,  so  that  excluding  parturition 
or  abortion,  or  operations  upon  the  cervix  uteri,  pelvic  peritonitis 
seems  to  be  the  much  more  common  affection. 

Pelvic  Cellulitis  (Para-metritis). — Definition. — This  consists  in 
inflammation  of  the  cellular  tissue  surrounding  the  uterus  and  other 
pelvic  organs,  and  extending  up  between  the  folds  of  the  peritoneum 
which  form  the  broad  ligaments  of  the  uterus.  This  connective  tissue 
exists  in  abundance  between  the  vagina  and  rectum,  between  the 
uterus  and  bladder,  passing  by  continuity  upwards  into  the  iliac 
fossa  and  along  the  surface  of  the  psoas  muscles  posteriorly,  and  be- 
tween the  peritoneum  and  transversalis  fascia  anteriorly.  Between 
the  anterior  and  posterior  surfaces  of  the  uterus  and  the  perito- 
neum, the  amount  of  connective  tissue  is  so  slight,  that  its  presence 
even  has  been  doubted,  but  at  the  sides  and  at  the  cervix  distinct 
loose  cellular  tissue  exists. 

It  is,  however,  between  the  folds  of  the  peritoneum  constituting 
the  broad  ligaments  that  the  cellular  tissue  is  most  abundant,  and 
that  inflammation  is  most  frequently  met  with. 

Patholoyy. — In  an  ordinary  case  of  pelvic  cellulitis  we  have  first 
a  condition  of  congestion  producing  intumescence  or  swelling  from 
effusion  of  serum  or  exudation  of  lymph  into  the  areolar  tissue.  This 
may  terminate  by  resolution,  or  go  on  to  suppuration  and  the  forma- 
tion of  an  abscess.  In  some  rare  cases  the  tissue  involved  becomes 
destroyed  and  sloughs,  as  seen  in  cases  of  anthrax  and  phlegmonous 
erysipelas.  In  the  very  early  stage  of  the  affection,  the  infiltration  of 
serum  produces  a  swelling  somewhat  elastic  to  the  touch. 

Where  the  exudation  of  lymph  occurs,  the  most  notable  characters 
of  the  swelling  are  its  hardness,  irregularity,  and  immobility,  as  if 
plaster  of  Paris  had  been  poured  in  and  become  consolidated,  fixing 
the  uterus  immovably. 

When  suppuration  occurs,  which  does  not  usually  take  place  for 
at  least  ten  or  fourteen  days  after  the  onset  of  the  attack,  even  in 
acute  cases,  the  presence  of  fluctuation  may  be  so  masked  by  the  sur- 
rounding exudation,  that  it  is  almost  impossible  to  determine  whether 
pus  be  actually  present,  or  the  pus  may  escape  per  rectum  or  vaginam 
before  its  presence  has  been  detected. 

Suppuration  at  first  may  be  only  circumscribed  and  not  diffuse ; 
or  there  may  be  two  or  three  centres  of  suppuration,  pointing  in  dif- 
ferent localities,  each  abscess  having  a  separate  opening,  and  bursting 
at  different  times;  or  suppuration  may  be  more  general,  resulting 
in  the  formation  of  a  large  pelvic  abscess  by  the  breaking  down  of  the 
intervening  barriers,  which  at  first  served  to  circumscribe  the  several 
collections  of  pus.  In  some  instances  these  pelvic  abscesses  are  of 
enormous  size,  filling  up  the  pelvis  and  extending  almost  as  high  up 
as  the  umbilicus. 

Causation. — In  by  far  the  larger  number  of  cases  of  pelvic  cellu- 
litis it  follows  as  a  consequence  of  parturition  or  abortion,  more 
especially  where  there  has  been  any  traumatic  injury,  as  laceration  of 
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the  cervix  uteri,  as  not  infrequently  happens  in  eases  of  instrumental 
delivery,  or  where  turning  has  been  resorted  to,  or  the  perineum 
ruptured. 

Primiparous  patients  are  more  liable  to  pelvic  cellulitis,  probably 
from  the  greater  protraction  and  difficulty  of  first  labours.  The  head 
being  allowed  to  remain  impacted  in  the  pelvis  for  many  consecutive 
hours,  producing  such  an  amount  of  bruising  and  pressure  upon  the 
maternal  soft  parts,  the  cervix  and  cellular  tissue;  the  increased  risks 
of  laceration  of  the  cervix,  and  lupture  of  the  perineum,  and  the 
increased  risk  of  septic  absorption,  are  quite  suffident  to  explain  this. 

The  fact  of  the  occiput  being  directed  to  the  left  side  of  the  pelvis, 
as  happens  in  the  first  presentation,  the  left  occipito-cotyloid,  may 
explain  the  occurrence  of  cellulitis  being  more  common  on  the  left 
side.  Patients  who  do  not  suckle  are  supposed  to  be  more  prone  to 
develop  cellulitis  than  those  who  nurse  their  oflCspring. 

Lying  too  long  in  the  soiled  linen  after  parturition,  before  being 
changed,  getting  up  too  soon  after  delivery,  and  resuming  household 
cares,  sitting  on  draughty  water-closets,  the  injudicious  use  of  the 
vngmal  douche,  or  exposure  to  cold,  too  early  indulgence  in  coitus 
after  abortion  or  partuiition,  and  other  imprudent  actions,  are  often 
fertile  sources  of  pelvic  inflammation. 

It  is  a  question  whether  pelvic  cellulitis  in  the  non-puerperal  state 
can  occur  idiopathically  or  independently.  The  tendency  of  recent 
investigations  is  rather  to  show  that  it  is  secondary  to  antecedent 
acute  inflammation  of  the  uterus  or  its  appendages.  Among  the  more 
usual  exciting  causes  may  be  mentioned  the  employment  of  strong 
vaginal  injections ;  sudden  suppression  of  menstruation  from  cold  or 
other  causes ;  the  employment  of  the  syringe  with  cold  water  imme- 
diately after  coitus,  with  a  view  to  preventing  conception,  more  espe- 
cially just  before  or  after  the  menstrual  period;  immoderate  coitus, 
particularly  when  there  has  been  some  pre-existing  uterine  disease  ; 
mechanical  injuries  either  from  accident  or  surgical  interference;  the 
use  of  laminaria  or  sponge  tents,  or  intra-uterine  pessarie  -;,  the  appli- 
cation of  caustics  to  the  cervical  canal,  inj  actions  of  styptic  or  other 
irritating  solutions  into  the  uterine  cavity,  the  injudicious  or  rough 
use  of  the  uterine  sound,  division  or  amputation  of  the  cervix  uteri, 
attempts  to  enucleate  uterine  fibroids.  Gonorrhcea,  malignant  disease 
of  the  uterus  or  its  appendages  or  of  the  rectum,  or  any  operations, 
such  as  the  ligature  of  haemorrhoids,  &c.,  may  also  set  up  pelvic 
cell  ulitis. 

Symptoms. — These  will  vary  somewhat,  depending  upon  whether 
the  attack  be  acute  or  slow  and  insidious. 

The  acute  form  is  genei-ally  ushered  in  by  a  distinct  chill  or  rigor, 
followed  by  fever,  rapid  pulse,  120  to  130,  full  and  bounding;  eleva- 
tion of  temperature,  103^  or  104°  F.,  hot  skin,  flushed  countenance, 
furred  tongue,  headache,  vomiting ;  pain  and  tenderness  in  one  or 
other  iliac  region  or  in  the  hypogastrium,  increased  on  movement,  or 
on  attempting  to  sit  upright  or  walk  ;  a  sensation  of  fulness  and  pres- 
sure, often  spoken  of  as  bearing-down  or  dragging  pain  ;  dysuria,  fre- 
quent desire  to  micturate,  with  tenesmus,  or  an  unsatisfied  sense  of 
the  bladder  not  being  emptied  ;  urine  scanty  and  loaded  with  lithates 
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and  mucus ;  constipation  or  difficulty  in  defsecation  may  alternate  with 
a  kind  of  dysenteric  diarrhoea.  The  secretion  of  milk  is  generally 
lessened  or  may  be  altogether  arrested,  the  lochia  are  usually  sus- 
]iended,  though  occasionally  menorrhagia  occurs.  Excessive  sweating 
on  awakening  from  sleep  is  a  very  characteristic  symptom  of  cellulitis. 

The  chronic  or  subacute  form  commences  so  gradually  and  insidi- 
ously as  often  to  escape  observation,  until  when  the  patient  begins 
to  get  about  it  is  suddenly  kindled  into  activity.  There  may  be  no 
distinct  rigor  or  pyrexia  to  indicate  when  the  mischief  began,  the 
patient  is  somewhat  feverish  towards  the  evening,  does  not  recover 
her  appetite  or  strength,  feels  nervous  and  depressed,  complains  of 
deep-seated  uneasiness  in  the  pelvis,  increased  on  micturition,  defseca- 
tion,  or  standing,  when  it  becomes  more  acute,  and  is  described  as 
shooting  and  lancinating,  with  a  feeling  of  tension  and  weight  in  the 
perineum  and  lower  extremities.  At  other  times  it  is  described  as 
pulsating  and  throbbing.  The  pain  often  assumes  aperiodic  character, 
leturning  in  distressing  paroxysms,  and  occasionally  in  severe  nightly 
exacerbations. 

Physical  Signs. — If  a  vaginal  examination  be  made  in  the  very 
early  stage,  there  will  generally  be  found  increased  heat,  puifiness, 
extreme  sensitiveness,  with  possibly  evidence  of  some  localised  swelling 
or  oedematous  spot,  which  feels  somewhat  soft  and  elastic.  But  this 
stage  is  of  very  short  duration,  and  our  first  examination  may  reveal 
the  presence  of  a  hard  brawny  infiltration,  occupying  the  roof  of  the 
vagina,  fixing  the  uterus  and  obscuring  the  cervix  uteri,  which  is 
merged  as  it  were  in  the  surrounding  induration. 

The  amount  of  inflammatory  deposit  varies  considerably.  In  some 
instances  it  is  localised,  being  more  or  less  limited  to  the  posterior 
cul-de-sac,  or  to  one  or  other  side,  pushing  the  uterus  over  to  the 
opposite  direction,  and  interfering  with  its  normal  mobility,  although 
it  may  be  possible  to  move  the  uterus  together  with  the  swelling;  this, 
however,  is  rare. 

Where  the  efTiision  is  more  general,  the  uterus  will  be  found  fixed 
in  the  centre  of  the  pelvis,  on  a  lower  level  than  natural,  or  it  may  be 
pushed  over  to  one  or  other  s'de,  pressed  back  into  the  hollow 
of  the  sacrum,  or  cai'ried  upwards  and  forwards  under  the  arch  of  the 
pubes,  compressing  the  neck  of  the  bladder  and  causing  retention 
of  urine. 

The  displacement  may  be  so  great,  and  the  amount  of  effusion  so 
extensive,  as  to  effectually  preclude  our  detecting  any  portion  of  the 
cervix,  or  even  feeling  the  os  uteri. 

If  possible  the  conjoined  manipulation  should  be  resorted  to,  in 
order  to  determine  the  direction  and  amount  of  the  effusion  ;  but 
this  must  be  done  wdth  extreme  care,  for  the  parts  are  often  so  tender 
and  sensitive,  the  vagina  so  narrowed  and  distorted  by  the  surround- 
ing deposit,  that  only  the  gentlest  vaginal  examination  is  tolerated. 

Rectal  exploration  here  often  proves  of  much  service,  enabling 
us  to  extend  our  investigations  considerably  above  the  level  of  the  os 
uteri  and  the  lower  margin  of  the  inflammatory  swelling,  as  also  in 
1  determining  whether  the  tissue  around  the  rectum  is  involved,  as  not 
infrequently  happens^  tlie  adhesive  effusion  forming  a  collar  through 
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which  the  rectum  passes.  In  other  instances,  the  bulk  of  the  effusion 
being  limited  to  Douglas's  pouch,  the  rectum  is  compressed  against 
the  sacrum.  In  cases  of  post-jmrtum  pelvic  cellulitis,  the  swelling 
often  extends  upwards  to  one  or  other  inguinal  or  iliac  region,  or 
across  the  hypogastrium  above  the  brim  of  the  pelvis,  as  evidenced  by 
the  dullness  on  percussion,  tenderness  on  pressure,  sense  of  hardness 
and  resistance  on  pressure  over  the  lower  abdomen,  and  also  by  the 
communicated  impulse  on  conjoined  manipulation. 

Differentiation. — The  history  of  the  onset  of  the  attack  following 
parturition,  abortion,  or  some  operation,  will  serve  to  put  us  on  our 
guard.  From  puerperal  fever  and  general  peritonitis  following 
labour,  the  fact  of  the  constitutional  disturbance  being  of  a  less 
severe  chaiacter,  and  the  localisation  of  the  symptoms  more  marked 
in  cellulitis,  together  with  the  piogressive  development  of  the  symp- 
toms, will  usually  enable  us  to  distinguish  the  different  affections. 

From  pelvic  peritonitis  it  is  often  impossible  to  differentiate 
cellulitis.  The  two  forms  of  inflammation  are  so  commonly  asso- 
ciated, the  one  rarely  occurring  without  being  complicated  with  the 
othei',  and  the  treatment  for  both  is  so  similar,  that  any  repeated  or 
minute  examination  is  more  likely  to  prove  detrimental  to  the  patient 
than  is  justided  by  any  good  we  are  likely  to  derive.  Peritonitis 
more  frequently  results  from  cold  oi-  exposure  during  menstruation, 
from  disease  of  the  ovaries,  escape  of  fluid  into  the  peritoneum,  or 
from  extension  of  gonorrhoea.  The  tumour  is  generally  confined  to 
the  true  pelvis,  there  are  more  or  less  distinct  har  d  prominences  to  be 
felt ;  suppuration  is  less  frequent,  and  there  is  seldom  retraction  of 
the  thigh  in  the  more  chronic  stage. 

Malignant  deposit  around  the  uterus  may  be  mistaken  for  cellu- 
litis. In  cases  of  cancer  the  cervix  is  generally  involved,  hard  and 
nodular  or  ulcerated,  and  bleeding  readily  on  touch  ;  the  history  is 
one  of  insidious  disease  not  accompanied  by  febrile  action  ;  the  deposit 
is  more  uniform,  surrounding  the  cervix  entirely ;  the  cancerous 
cachexia,  offensive  discharge,  and  severe  pain,  especially  at  night, 
will  all  assist  us  in  forming  an  opin'oa. 

Pelvic  hsematocele  occurs  suddenly,  generally  at  or  about  a 
menstrual  period  ;  prostration,  syncope,  collapse,  or  other  indications 
of  loss  of  blood  occur;  the  tumour  is  soft  and  fluctuating  at  first,  and 
hardens  as  time  goes  on.  The  febrile  disturbance  and  signs  of  local 
inflammation  supervene  upon,  not  precede,  the  effusion  in  the  pelvis. 

In  pelvic  cellulitis  there  is  generally  the  history  of  its  following 
parturition,  abortion,  or  operation  ;  the  swelling  is  hard  at  first,  and 
may  soft^^n  later  on  ;  febrile  disturbance  is  present  at  the  commence- 
ment ;  there  is  seldom  evidence  of  shock  or  collapse,  but  the  attack 
commences  gradually. 

Extra-uterine  gestation  may  be  distinguished  by  the  history  of 
amenorrhoea  and  other  signs  of  pregnancy,  the  spasmodic  pains, 
absence  of  fever,  gradual  growth  of  the  tumour,  irregular  haemor- 
rhages, &c.,  as  mentioned  under  this  heading.  Should  rupture  of  the 
foetal  cyst  occur,  the  symptoms  are  those  of  hsematocele,  not  of  cellu- 
litis. 

Later  on  the  spontaneous  discharge  of  an  encysted  foetus  may 
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give  I'ise  to  doubt,  but  the  history  will  generally  guard  us  from 
error. 

Fibroid  tumours  are  attached  to  the  uterus,  generally  movable 
with  this  organ,  of  which  they  form  a  part.  They  are  of  slow  growth, 
painless,  circumscribed.  There  is  no  history  of  febrile  disturbance, 
but  igjenerally  of  menorrhagia. 

Retro-veision  or  -flexion  of  the  uterus  may  readily  be  determined 
by  the  introduction  of  the  sound  ;  but  when  a  small  ovarian,  or  a 
fibroid  tumour,  or  a  retroflexed  uterus  is  bound  down  by  inflam- 
matory adhesions  and  deposit  in  the  posterior  cul-de-sac,  especially  if 
any  recent  inflammation  be  present,  the  diagnosis  is  often  very  diffi- 
cult. The  sound  will  at  once  distinguish  the  retroflexion,  and  on 
careful  conjoined  manipulation  the  ovaiian  cyst  may  be  detected  by 
its  tenseness  and  elasticity. 

Faecal  accumulation  or  impaction  may  prove  a  source  of  error; 
examination  ^^er  rectum  will  obviate  this. 

Abscess  in  the  pelvis  from  caries  of  the  vertebrae,  or  of  the  pelvic 
bones,  or  in  connection  with  the  crecum  or  rectum,  perityphlitis,  &c., 
must  be  made  out  by  the  antecedent  and  general  symptoms  of  these 
conditions. 

Proyress  — Whether  the  attack  be  acute  or  chronic,  as  soon  as 
exudation  of  lymph  has  taken  place  into  the  cellular  tissue  we  shall 
tind  other  symptoms  superadded.  Pains  of  an  anomalous  character 
are  often  complained  of,  due  to  the  pressure  of  the  efl'ased  products 
on  the  nerves  passing  through  the  pelvis,  viz.,  the  external  cutaneous 
nerve,  the  crural  nerve,  or  the  great  sciatic  nerve.  Depanding  upon 
M'hich  of  these  is  chiefly  involved  will  be  the  fact  of  the  pain  being 
referred  to  the  knee,  dorsum  of  the  foot,  back  of  the  thigh,  kc. 
Sciatica  is  not  infrequent.  Neuralgic  pains  or  other  evidence  of 
perverted  nervous  influence,  such  as  a  sensation  of  coldness  or 
increased  warmth,  or  of  hyper-  or  an-£esthesia  may  also  be  ex- 
perienced. 

Flexion  and  adduction  of  the  thigh  are  freruently  noted,  causing 
the  patient  to  limp,  or  preventing  her  getting  the  heel  to  the  ground, 
and  so  causing  lameness.  OEdema  of  one  or  other  leg,  simulating  or 
even  running  into  phlegmasia  dolens,  is  not  infrequent  whenever 
the  inflammatory  action  is  extensive  enough  to  involve  the  trunks  of 
the  large  blood-vessels  which  proceed  to  the  lower  extremities,  when 
thrombosis  of  the  veins  results.  In  these  cases  it  is  important  to 
insist  upon  j:>rolonged  rest  to  avoid  all  risk  of  pulmonary  embolism. 

The  rectum  is  variously  aflected  by  the  exudation  in  the  pelvis. 
Bearing  down  and  pressure,  with  pain  and  difficulty  in  defsecation,  are 
not  infrequent  symptoms.  There  may  be  incessant  desire  to  go  to 
stool ;  the  fasces  may  be  flattened  into  thin  bands  like  ribbon ;  the 
irritated  intestinal  mucous  membrane  may  exude  so  much  half-pnru- 
lent  mucus,  occasionally  tinged  with  blood,  that  it  may  erroneously 
be  taken  for  a  discharging  abscess  :  or  obstinate  constipation  may 
alternate  with  dysenteric  diarrhoea,  which  often  proves  severe  and 
exhausting  when  an  abscess  opens  into  the  bowel. 

In  many  cases  the  bladder  is  seriously  implicated,  producing 
frequent  and  painful  micturition,  and  as  the  urine  frequently  contains 
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pus,  the  symptoms  are  liable  to  be  attributed  to  chronic  inflammation 
of  the  bladder.  A  careful  consideration  of  the  symptoms,  together 
with  a  local  examination,  will  generally  enable  us  to  differentiate  the 
two  and  to  determine  that  the  bladder-affection  is  only  a  secondary 
complication  of  a  more  general  pelvic  inflammation.  Incontinence 
of  ui-ine  may  occur  in  some  cases  from  the  bladder  being  bound  down 
by  adhesions.  Ketention  may  also  precede  the  bursting  of  an  abscess 
into  the  rectum  or  vagina,  or  into  the  bladder  itself. 

There  is  generally  more  or  less  mucopurulent  discharge  due  to 
congestion  of  the  cervix  uteri  and  vagina.  Menorrhagia  or  metror- 
rhagia are  less  frequent. 

Terminations. — Where  suppuration  occurs  the  pus  may  find  exit 
through  one  of  the  channels  shortly  to  be  indicated,  the  sac  of  the 
abscess  gradually  contracting  and  ultimately  healing ;  or  it  may  go 
on  discharging  for  an  almost  unlimited  time ;  or  several  small 
abscesses  may  burst  at  various  places,  leaving  fistulous  tracts  that  are 
extremely  difficult  to  heal. 

It  should  not  be  forgotten,  however,  that  suppuration  is  only  one 
of  the  results  of  cellulitis,  pelvic  abscess  may  result  the  same  as 
empyema  in  cases  of  pleurisy,  but  every  case  of  this  does  not  end  in 
empyem^a,  nor  does  every  case  of  pelvic  cellulitis  end  in  the  formation 
of  pelvic  abscess. 

It  may  be  stated  generally  that  in  the  non-puerperal  state 
termination  by  resolution  is  the  rule,  although  the  induration  may 
remain  for  some  considerable  time,  and  the  adhesions  contracted 
among  the  various  pelvic  organs  mpy  be  detected  months  after  the 
patient  is  to  all  appearance  perfectly  well ;  whereas,  in  cases  following 
delivery  and  abortion,  suppuration  occurs  in  at  least  half  of  them,  if 
not  in  a  still  gi'eater  proportion.  The  termination  in  suppuration  is 
liable  to  be  overlooked,  for  the  pus  escaping  per  rectum  or  per 
vaginam  may  not  be  noticed,  and  the  case  be  regarded  as  one  ending 
in  resolution. 

In  puerperal  cases  the  most  frequent  seat  of  evacuation  is  through 
the  abdominal  wall,  generally  above  Poupart's  ligament,  in  one  or 
other  groin  or  iliac  region.  Next  in  order  of  frequency  comes  that 
through  the  rectum  or  vagina,  more  rarely  into  the  bladder,  beside 
the  anus,  through  the  obturator,  or  sacro-ischiatic  foramina,  the 
saphenous  openings,  and,  fortunately  rarest  of  all,  into  the  peritoneal 
cavity. 

In  some  exceptional  cases  there  seems  no  tendency  to  burst  at 
all,  the  abscess  remaining  encysted  for  very  long  periods. 

In  the  non-puerperal  variety  it  is  extremely  rare  for  an  abscessi 
to  discharge  externally;  the  evacuation  most  frequently  takes  place 
through  the  rectum  or  vagina,  though  the  fact  of  the  pus  esca})ingj 
gradually  may  prevent  its  being  noticed,  or  it  may  not  be  distinguished 
jfrom  the  other  discharges. 

Prognosis. — This  should  always  be  guarded,  as  it  is  almost  im- 
possible at  first  to  foresee  the  various  contingencies,  complications, 
and  dangers. 

Where  the  patient  has  previously  been  in  a  fair  state  of  health, 
the  symptoms  are  slight,  and  the  effusion  of  serum  or  lymph  is  only 
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moderate  in  extent,  termination  by  resolution  may  be  anticipated, 
the  swelling  soon  disappearing.    When  the  amount  of  the  exudation 
is  considerable  and  the  deposit  dense,  the  powers  of  locomotion  may 
be  impaired  for  many  months,  and  convalescence  be  tedious  and  pro- 
longed.   Should  pregnancy  occur  under  these  circumstances  it  is  very 
liable  to  be  cut  short,  the  adhesions  interfering  materially  with  the 
growth  and  expansion  of  the  uterus.  A  more  usual  result  is  sterility. 
The  dangers  are  greater,  as  a  rule,  in  puerperal  than  in  non-puerperal 
cases,  abscesses  being  more  likely  to  occur,  though  the  danger  of 
bursting  into  the  peritoneum  is  greater  in  the  non-puerperal  than  in 
the  puerperal  forms  of  pelvic  cellulitis.     This,  however,  is  only 
exceptional.    Unless  suppuration  is  very  extensive  or  prolonged,  or 
other  complications  are  added,  evacuation  generally  takes  place  either 
by  spontaneous  or  artificial  opening,  and  recovery  ensues.    In  some 
instances  the  discharge  continues  for  a  long  period  after  the  bursting 
of  the  abscess,  often  through  long,  inaccessible  sinuous  tracts,  thus 
wearing  out  the  patient's  powers  or  proving  the  exciting  cause  of  the 
development  of  tubercular  disease.    Where  the  abscess  opens  into 
the  colon  or  rectum  a  constant  exhaustive  dysenteric  kind  of  diarrhoea 
is  kept  up,  and  is  little  amenable  to  treatment.    The  reproductive 
apparatus  is  often  irreparably  damaged  by  destruction  of  the  ovaries, 
occlusion  of  the  Fallopian  tubes,  or  displacement  of  the  uterus. 

Septicaemia  may  also  result,  or  thrombosis  of  the  veins,  with  the 
risk  of  pulmonary  embolism. 

A  permanent  state  of  ill  health  is  often  induced,  the  appetite  and 
digestion  are  impaired,  the  nutrition  defective,  sleep  disturbed,  the 
temper  irritable,  and  the  mind  enfeebled.  The  demand  for  opiates 
in  some  form  or  other,  and  in  augmenting  doses,  increases.  The 
patient's  life  is  one  of  constant  suffering,  neuralgic  pains  often  occur- 
ring in  severe  paroxysms  during  the  night. 

If  the  ovaries  happen  to  be  involved  in  the  exudation,  nausea  and 
sickness  are  apt  to  occur,  adding  greatly  to  the  patient's  discomfort. 
The  bladder  also  may  become  affected  by  the  extension  of  inflamma- 
tion and  prove  a  source  of  additional  suffering.  The  patient  thus 
becomes  a  permanent  invalid,  or  finally  succumbs  to  some  form  of 
tuberculosis. 

Treatment. — Prevention  is  proverbially  better  than  cure.  Much 
may  be  done  in  this  direction  by  avoiding  exposing  patients  to  the 
causes  already  enumerated  as  most  likely  to  give  rise  to  cellulitis. 
The  influence  of  long-continued  pressure  of  the  foetal  head  in  the 
maternal  passages  during  parturition  was  formerly  a  most  potent 
cause  of  sloughing  and   the  formation  of  vesico- vaginal  fistulse. 
Although  unfortunately  cases  are  still  allowed  to  occur,  they  are  by 
no  means  so  frequent  at  the  present  day.    Yet  there  is  little  doubt 
that  the  well-being  of  many  a  parturient  patient  is  jeopardised  by 
allowing  the  foetal  head  to  remain  impacted  in  the  pelvis  for  many 
consecutive  hours.     A  timely  resort  to  the  application  of  forceps 
would   effectually  prevent   much   subsequent   risk.     The  careful 
,  management  of  the  perineum  during  the  expulsion  of  the  head  and 
shoulders,  so  as  to  avoid  rupture ;  preventing  the  patient  getting 
about  too  soon  after  delivery  ;  or  returning  to  the  marital  couch  too 
I  '  y2 
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early  after  a  miscarriage,  and  many  other  similar  preventive 
measures,  may  well  be  insisted  on  by  the  practitioner  as  conducive  to 
the  safe  recovery  of  the  patient  and  the  prevention  of  inflammatory 
mischief. 

In  non  puerperal  cases  the  avoidance  of  surgical  operations  where 
inflammatory  mischief  of  the  pelvic  organs  already  exists,  unless 
some  urgent  necessity  for  so  doing  is  manifest ;  extreme  caution 
before  resorting  to  intra-uterine  medications,  whether  the  application 
of  escharotics,  the  insertion  of  laminaria  or  sponge  tents,  or  the 
inti  oduction  of  stem  pessaries  ;  and  the  avoidance  of  everything  likely 
to  set  up  inflammatory  mischief,  may  serve  to  limit  the  number  of 
cases  in  which  cellulitis  often  occurs. 

Operations  that  are  tolerated  shortly  after  the  menstrual  period, 
if  performed  just  before  the  period  is  due,  are  more  likely  to  be 
followed  by  inflammatory  mischief. 

Where  gonorrhoea,  either  in  its  latent  or  more  active  foi'm,  is 
even  suspected  to  be  present,  the  mere  passage  of  the  uterine  sound 
or  the  most  trivial  operation  may  prove  sufficient  to  set  up  such  an 
amount  of  irritation  as  will  take  weeks  to  allay. 

In  cases  where  the  symptoms  point  to  an  acute  attack  of  pelvic 
cellulitis,  our  first  care  on  the  occurrence  of  a  chill  will  be  to  put  the 
patient  to  bed  ;  to  apply  warmth  to  the  body,  hot-water  bottles  to  the 
feet,  to  administer  some  warm  drink,  to  which  some  stimulant  may 
be  added  if  thought  requisite ;  to  cover  the  lower  part  of  the  abdo- 
men with  some  hot  fomentation,  either  flannels  or  spongio-piline, 
wrung  out  of  hot  water,  or  with  linseed  meal  or  bran  poultices. 

When  reaction  has  been  established,  and  pain  and  general 
feverishness  are  the  chief  indications,  a  saline  mixture  of  the  liquor 
ammonise  acetatis,  citrate  of  potass  and  tincture  of  aconite  (rri^ij  —  iij), 
every  three  or  four  hours,  maybe  prescribed,  or  if  sickness  be  present, 
an  effervescing  saline  may  be  substituted. 

To  relieve  the  pain,  which  is  generally  at  this  stage  the  most 
prominent  indication,  opium  in  some  form  is  generally  requisite ; 
a  starch  and  laudanum  (ni^xx  to  n|xxx)  enema,  the  hypodermic 
injection  of  morphia,  poppy-head  fomentations  to  the  abdomen,  or 
better  still  a  piece  of  linen  of  the  requisite  size  saturated  with 
laudanum,  placed  next  the  skin,  the  hot  fomentation  being  applied 
over  this,  will  generally  answer  the  purpose.  As  far  as  possible,  avoid 
giving  opium  by  the  mouth  at  this  juncture,  and  even  be  careful  in 
commencing  hypodermic  injections,  lest  the  patient  insist  on  their 
frequent  repetition,  which  will  necessitate  personal  attention  on  the 
pai-t  of  the  practitioner  at  frequent  intervals. 

Now  will  arise  the  question  of  depletion.  General  blood-letting 
Avill  rarely  be  indicated.  In  acute  cases,  where  the  inflammatory 
symptoms  are  very  urgent,  it  may  be  thought  desirable  to  apply 
leeches  to  the  lower  part  of  the  abdomen  or  around  the  anus,  in 
numbers  varying  from  three  to  twelve,  depending  upon  the  urgency 
of  the  symptoms,  the  strength  of  the  patient,  and  the  nature  of  the 
case.  Ic  is  better  to  err  on  the  side  of  applying  too  few  than  too 
many,  for  the  bleeding  may  be  encouraged  subsequent  to  the  falling 
off*  of  the  leeches  by  hot  fomentations,  or  more  leeches  may  be  applied 
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if  thoiiglit  i-equisite.  Temporary  relief  generally  ensues,  but  in  many 
instances  it  is  a  question  whether  this  is  not  too  dearly  purchased. 
The  patient  will  need  all  her  powei-s ;  she  is  probably  in  a  depressed 
state  of  health  at  the  time  of  the  attack,  and  may  have  to  go  through 
a  very  prolonged  illness.    This  should  always  be  borne  in  mind. 

It  is  rarely  advisable  to  apply  leeches  to  the  cervix  uteri  in  acute 
cases,  because  the  pain  and  tenderness  preclude  the  use  of  a  speculum. 

The  next  perplexing  question  the  practitioner  will  have  to  solve 
will  be  that  of  whether  he  shall  administer  mercury  or  not.  Opinions 
differ  widely  as  to  the  propriety  of  its  employment.  Some  contend 
that  in  combination  with  opium  it  seems  to  act  as  a  direct  sedative  to 
inflammatoiy  action  ;  to  lessen  the  tendency  to  plastic  exudation,  and 
to  promote  absorption.  A  pill  of  one  or  two  grains  of  calomel  with 
half  a  grain  of  opium;  or  a  combination  of  grey  powder  (gr.  iiij), 
with  Dover's  powder  (gr.  v  —  x)  ;  or  blue  pill  (gr.  ij)  with  extract  of 
0])ium  (gr.  ss)  may  be  given  every  four  or  six  hours  for  the  first 
twenty-four  hours,  and  tlien  every  six  or  eight  hours  for  another  day 
or  two,  the  effect  being  carefully  watched  lest  ptyalism  or  irritation 
of  the  Ijowels  be  produced,  two  conditions  carefully  to  be  avoided. 

If  considered  undesiiable  to  give  mercury  by  the  mouth,  a 
mixture  of  equal  parts  of  mercurial  and  belladonna  ointment  may  be 
smeared  on  lint  and  applied  to  the  lower  part  of  the  abdomen. 

It  is  comparatively  seldom,  however,  that  we  shall  be  called  upon 
to  give  mercury  with  a  view  to  influencing  the  system  in  the  majoiity 
of  the  cases  met  with  at  the  present  day. 

Dr.  Emmet,  of  New  York,  with  a  view  to  cutting  short  an  attack, 
advises  the  continuous  employment  of  hot-water  vaginal  injections, 
continued,  if  possible,  for  hours.  He  says  it  is  the  only  means  we 
possess  for  aborting  an  attack  of  pelvic  cellulitis,  which  it  will  do  if 
thoroughly  employed  at  the  beginning. 

The  continued  action  of  hot  water  is  to  stimulate  the  circulation 
in  the  pelvis,  so  that  the  local  congestion  may  be  relieved  before 
nature  attempts  to  do  so  by  the  exudation  of  serum  into  the  surround- 
ing tissues.  The  temperature  of  the  water  must  be  elevated  rapidly 
from  that  of  blood  heat  to  110°  F.,  or  to  as  high  a  degree  as  can  be 
borne  by  the  patient.  The  injection  should  be  often  repeated.  The 
nozzle  of  the  syiinge  must  be  of  horn  or  ivory,  or  covered  with  a 
piece  of  india-rubber  tubing,  to  prevent  it  causing  discomfort  by 
coming  in  contact  with  the  outlet  of  the  vagina. 

In  the  more  chronic  and  diffuse  forms  of  inflammation,  charac- 
terised by  want  of  power  or  of  septic  origin,  it  is  generally  better  to 
avoid  mercurials  and  depletion  altogether,  and  to  rely  solely  upon 
opium,  which  relieves  pain,  diminishes  the  severity  of  the  inflamma- 
tory process,  keeps  the  bowels  constipated,  produces  sleep  and  creates 
general  nervous  quietude.  Quinine  may  often  advantageously  be  com- 
bined with  this. 

Where  obstinate  nausea,  hiccough  or  vomiting  occur,  it  may  be 
necessary  to  suspend  other  remedies  for  a  while  until  the  stomach 
grows  less  irritable,and  give  small  doses  of  hydrocyanic  acid,  bismuth 
pepsine,  creasote,  ice,  soda  water,  effervescing  salines,  &c.  Mustard 
poultices  may  be  applied  to  the  epigastrium,  or  even  a  blister.  A 
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hypodermic  injection  of  morphia  and  ati'opine  may  succeed  when  other 
means  fail.  Should  the  vomiting  prove  very  persistent  it  may  be 
necessary  to  administer  nutrient  enemata. 

To  allay  the  thirst  usually  experienced,  potash  or  soda  water, 
seltzer,  barley  water,  toast  water,  or  milk  and  soda  water  iced,  may 
be  given  in  small  quantities  at  a  time. 

In  any  case  the  diet  must  be  simple  and  unstimulating,  consist- 
ing of  milk,  broth,  beef-tea,  jelly,  arrowroot,  and  similar  things. 

After  the  first  acute  symptoms  have  somewhat  subsided,  whilst 
the  efi'usion  is  becoming  organised,  before  it  passes  on  to  suppuration 
or  to  chronic  induration,  a  blister  may  be  applied  over  the  hypogas- 
trium,  or  a  surface  of  about  four  or  five  square  inches  painted  over 
with  blistering  fluid  and  kept  open  with  savine  ointment,  or  with  the 
French  tissue-plaster  known  as  '  albespeyres.' 

Should  the  blistering  tend  to  provoke  distressing  and  persistent 
strangury,  as  is  apt  to  occur  in  some  sensitive  women,  it  will  be 
better  to  resort  to  the  linimentum  iodi  or  other  form  of  irritant. 

The  bromide  and  iodide  of  potassium,  combined  with  some  bitter 
infusion  or  tincture,  such  as  cinchona,  calumba,  or  quassia,  may  now 
be  given. 

Chloral,  hyoscyamus,  or  Indian  hemp  may  be  tried  in  place  of 
opium  at  bed-time  to  procure  sleep,  if  the  pain  be  not  severe  ;  but  if 
this  latter  be  a  prominent  symptom,  some  form  of  opium  answers 
best. 

A  vaginal  douche  of  hot  water,  night  and  morninof,  may  be  of 
service  in  stimulating  absorption,  a  small  quantity  of  tinctvire  of 
iodine  or  of  common  salt  being  added  to  the  water  if  deemed  advis- 
able. 

Warm  baths,  or,  failing  these,  hip-baths,  will  also  prove  of  service 
in  allaying  pain,  quieting  inflammatory  action,  and  inducing  refresh- 
ing sleep. 

"  The  bowels  will  need  to  be  carefully  regulated,  and  the  simpler 
the  means  employed  the  better. 

A  little  syrup  or  confection  of  senna  (5j)  5  pulv.  glycyrrhizte 
CO.  (5j.  in  milk);  tamar  Indien  ;  castor  oil  (5j  every  morning); 
equal  parts  of  sulphur  and  bitartrate  of  potass  made  into  a  confection 
with  honey,  of  which  a  drachm  or  more  may  be  taken  when  requisite ; 
small  quantities  of  the  natural  aperient  waters,  or  anything  that  is 
found  by  experience  to  suit  best,  may  be  taken.  An  occasional  pill 
of  a  grain  or  two  of  calomel,  or  blue  pill  combined  with  pil.  rhei  co., 
or  the  colocynth  or  hyoscyamus  pill,  or  one  of  aloes,  nux  vomica,  and 
rhubarb,  is  often  of  service. 

If  enemas  be  resorted  to  they  must  be  given  only  by  some  experi- 
enced person,  and  then  with  great  care,  only  the  simplest  and  least 
irritating  being  employed,  such  as  a  couple  of  ounces  of  olive  oil 
beaten  up  with  the  yelk  of  an  egg  and  blended  with  half  a  pint  or  so 
of  warm  water.  If  castor  oil  be  added,  one  or  two  tablespoonfuls  will 
be  ample. 

During  all  this  time  the  most  absolute  and  perfect  rest  possible 
must  be  enjoined,  the  patient  not  being  allowed  to  sit  up  in  bed  for  a 
single  moment  on  any  pretext  whatever.    Apart  from  any  fear  of 
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pulmonary  embolism  from  dislodgment  of  some  venous  clot,  there 
is  always  a  risk  of  inducing  a  relapse  if  the  patient  be  allowed  to  get 
up  too  soon.  She  will  need  also  to  be  extremely  careful  in  resting 
up  at  what  should  be,  or  what  is^,  the  catamenial  period,  for  many 
months  afterwards,  to  avoid  relapse. 

Occasional  blisters  to  the  hypogastrium,  painting  with  iodine,  the 
continual  api)lication  of  spongio-piline  wrung  out  of  hot  water,  or 
poultices,  may  be  pei-severed  with. 

Treatment  of  Pelvic  Abscess. — On  the  first  indication  of  suppura- 
tion having  taken  place,  every  effort  must  be  made  to  sustain  the 
vital  powers.  Animal  broths,  milk,  malt  liquors,  wine  or  spirits  if 
requisite,  or  even  solid  food  if  the  patient  can  digest  it,  such  as  chop, 
chicken,  sweetbread,  game,  or  anything  that  the  patient  can  fancy, 
may  be  given. 

A  mixture  of  quinine  and  hydrobromic  acid,  or  acid  and  bark,  or 
the  citrate  of  iron  and  quinine,  should  be  prescribed.  Where  cod-liver 
oil  can  be  taken  it  proves  very  serviceable. 

Fomentations  and  poultices  will  need  to  be  sedulously  applied. 

A  pill  of  quinine  and  opium  at  bedtime,  or  some  other  appropriate 
form  of  opiate,  will  generally  be  needed. 

As  to  the  propriety  of  opening  pelvic  abscesses,  opinions  differ. 
There  is  no  universal  rule  for  pi-actice  in  this  matter,  but  as  rupture 
is  the  only  alternative,  and  this  may  involve  important  structures 
or  even  cause  death  by  rupture  into  the  peritoneal  cavity,  the  expe- 
diency of  making  an  opening  must  be  determined  by  the  urgency  of 
the  symptoms,  by  the  progress  and  duration  of  the  case,  by  the  acces- 
sibility to  puncture,  and  by  the  probabilities  of  early  spontaneous 
ev^acuation  taking  place. 

It  will  be  well  in  any  case  where  the  least  doubt  exists  to  employ 
Ihe  aspirator  trocar  at  first,  our  subsequent  plan  of  action  being 
guided  by  the  results  obtained.  In  cases  of  hard,  inelastic  pelvic 
tumours,  due  to  the  thickened,  indurated  condition  of  the  cyst  wall, 
where  owing  to  the  excessive  distension  fluctuation  cannot  be  de- 
tected, and  yet  the  history  points  plainly  to  the  presence  of  pus,  the 
employment  of  the  aspirator  is  indicated. 

In  those  cases  where  the  abscess  is  near  the  surface,  and  fluctua- 
tion can  be  plainly  detected  either  pe?'  vagiiiam,  per  rectum,  or  in  the 
lower  abdomen,  we  need  have  no  hesitation  in  opening  it. 

If  fluctuation  be  detected  at  the  roof  of  the  vagina,  puncture  may 
be  made  by  a  long,  sharp-pointed  hernia  knife,  or  by  a  long  trocar.  A, 
long  curved  trocar  is  very  convenient  for  tapping  the  abscess  per  rectum. 

If  pointing  take  place  in  the  hypogastrium,  an  incision  may  be 
made  with  a  bistoury  or  a  Syme's  knife. 

The  insertion  of  a  drainage-tube,  to  keep  the  opening  patulous, 
and  facilitate  the  discharge  of  pus,  is  sometimes  requisite  where  the 
opening  has  been  made  per  rectum  or  per  vaginam.  A  winged  male 
elastic  catheter,  or  a  Sayre's  coil  drainage-tube  will  answer  the 
purpose. 

The  best  point  for  evacuation  will  be  that  to  which  the  abscess  is 
nearest,  or  the  surface  from  which  it  is  most  easily  accessible  and  the 
pus  can  most  readily  drain  away  after  operation. 
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Where  a  choice  exists,  the  skin  over  the  abdominal  walls  is 
possibly  the  most  desirable,  failing  that,  the  vagina,  and  last  of  all 
the  rectum. 

Mode  of  Operating. — If  there  be  no  special  reason  to  the  con- 
trary, it  will  generally  be  better  to  give  the  patient  some  anaesthetic 
before  operating,  in  order  to  secure  perfect  quietude,  more  especially 
if  the  opening  be  made  internally.  Antiseptic  precautions  should  be 
employed. 

If  the  abdominal  wall  is  the  point  of  selection,  the  patient  should 
be  inclined  towards  that  side  on  which  the  ojDening  is  to  be  made,  so 
as  to  facilitate  the  exit  of  the  pus. 

If  the  vaginal  cul-de-sac  be  the  channel  chosen,  the  patient  may 
either  lie  on  her  back  or  in  the  ordinary  obstetric  position  on  her  left 
side,  with  the  hips  close  to  the  edge  of  the  bed,  depending  upon  the 
convenience  of  the  operator.  The  aspirator  trocar  is  then  passed 
carefully  along  the  vagina,  guided  by  the  finger  until  the  point  is 
opposite  the  site  selected  for  the  opening.  The  trocar  is  then  plunged 
in,  and  any  fluid  contents  aspirated. 

Should  it  be  thought  desirable  to  extend  the  opening  to  allow 
of  free  exit  of  pus,  a  bistoury  or  long  sharp-pointed  hernia  knife  may 
be  passed  up  and  the  requisite  incision  made,  or  a  laminaria  tent 
inserted. 

In  opening  abscesses  per  rectum,  the  long  curved  rectal  trocar 
may  generally  be  employed.  The  point  of  the  trocar  being  withdrawn 
in  the  canula  until  the  spot  selected  is  reached,  the  point  is  thrust 
suddenly  out  and  the  instrument  pushed  into  the  sac,  the  trocar  being 
then  withdrawn  and  the  pus  allowed  to  gain  exit. 

After  first  opening  the  abscess  it  is  doubtful  whether  it  be  a 
prudent  plan  to  inject  the  sac  with  a  viev\^  to  washing  it  out,  either 
with  warm  water  or  some  disinfecting  solution,  such  as  iodine,  carbolic 
acid,  Condy's  fluid,  &c.,  for  fear  of  breaking  down  any  adhesions, 
and  so  allowing  pus  to  gain  entrance  to  the  peritoneal  cavity.  Later 
on,  when  the  sac  shows  no  disposition  to  close,  but  goes  on  pouring 
out  large  quantities  of  pus,  which  produces  much  exhaustion  of  the 
patient,  the  injection  of  some  astringent  lotion  is  often  necessary. 
Of  these  tincture  of  iodine  (5j-iv  ad  Jj);  carbolic  acid  (1  in  40); 
sulphate  of  zinc  (gr.  ij-x  ad  §j);  chloride  of  zinc  (gr.  ij-x  ad  gj); 
or  other  agent,  may  be  injected  and  allowed  to  flow  out  again. 

Where  air  or  faeces  gain  access  to  the  sac  from  the  bowel,  or 
urine  from  the  bladder,  a  counter-opening  must  be  made  to  allow 
the  free  escape  of  all  accumulations,  and  other  means  resorted  to, 
where  possible,  to  cure  the  fistulous  tracts. 

Pelvic  Peritonitis  (Peri-metritis). — Defi7iition. — Where  inflam- 
mation afiects  the  peritoneum  covering  the  female  pelvic  viscera, 
and  is  strictly  limited  to  the  pelvis,  rarely  passing  into  general 
peritonitis,  it  is  spoken  of  as  pehdc  peritonitis. 

Frequency. — Although  proved  by  post-mortem  examinations  to 
be  a  very  common  aflection  among  women,  it  is  one  that  is  very 
generally  overlooked. 

Many  of  the  anomalous  attacks  of  cramj),  pains,  and  colics  occur- 
ring at  the  time  of  menstruation,  producing  a  certain  amount  of 
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febrile  disturbince,  and  necessitating  a  short  rest  with  hot  fomenta- 
tions and  other  domestic  remedies,  are  really  instances  of  pelvic 
pei-itonitis. 

F(ithology.—li\  the  very  early  stage  of  the  affection  we  have  simple 
engorgement  and  tiirgescence  of  the  vessels,  producing  redness,  dry- 
ness, and  pain.  The  membrane  has  lost  its  glistening  smoothness, 
it  looks  villous  or  granular,  owing  to  intense  vascular  injection.  It  is 
bright  with  punctate,  stellate,  and  arborescent  injections,  and  often 
unitbi-mly  red. 

In  the  second  stage  we  find  a  collection  of  yellowish  plastic  lymph, 
which  is  quickly  thrown  out  over  the  whole  inflamed  membrane, 
gluing  opposing  surfaces  together.  Serous  or  sero-purulent  fluid  is 
also  effused.  The  semi-fluid  lymph  gravitates  into  Douglas's  pouch, 
ultimately  becoming  consolidated  into  a  firm  dense  mass,  binding  the 
uterus  and  its  appendages,  as  well  as  the  intestines  overlapping  the 
brim  of  the  pelvis,  together.    This  constitutes  the  third  stage. 

A  considerable  quantity  of  serum  is  often  poured  out  in  the  spaces 
left  between  the  coils  of  intestine  and  the  pelvic  viscera,  forming  a 
more  or  less  circumscribed  tumour,  often  simulating  a  true  cyst,  and 
spoken  of  as  encysted  serous  peri-metiitis.  In  some  rare  cases  the 
contents  are  purulent,  and  may  remain  in  a  state  of  quiescence  for 
very  long  periods,  though  as  a  general  rule  the  collection  bursts  into 
the  rectum  or  sigmoid  flexure,  or  possibly  into  the  vagina,  still  moi-e 
rarely  into  the  bladder,  and  veiy  seldom  indeed  into  the  general  peri- 
toneal cavity.  Perforation  of  the  external  abdominal  wall  is  far  less 
frequent  in  this  vaiiety  than  in  abscess  from  cellulitis. 

Purulent  collections  are  occasionally  found  in  the  ovary,  and  even 
one  oi-  other  Fallopian  tube  may  be  distended  with  pus. 

Where  septic  infection  was  a  well-marked  factor  in  the  produc- 
tion of  the  peritonitis,  the  lymph  is  often  of  a  semi-fluid,  pultaceous, 
flocculent,  or  even  purulent  character,  with  little  or  no  plastic  pro- 
perty, the  adhesions  readily  breaking  down.  Where  recovery  ensues 
the  deposit  of  lymph  becomes  gradually  absorbed,  the  adhesions  be- 
coming stretched  and  thinned  to  allow  of  the  movements  of  the  in- 
testines ;  in  other  cases  they  shrink  and  so  distort  the  uterus,  by  the 
gradual  traction  exerted,  or  bind  the  fimbriated  extremities  of  the 
Fallopian  tubes  in  such  a  position  that  the  requisite  passage  of  the 
ovum  is  interfered  with,  and  steiility  results  in  consequence. 

Causation. — In  a  large  proportion  of  cases,  pelvic  peritonitis, 
whether  acute  or  chronic,  is  secondary  to  or  symptomatic  of  diseases  of 
the  uterus,  Fallopian  tubes,  ovaries,  or  pelvic  cellular  tissue.  It  may, 
however,  occur  as  a  primary  affection,  appearing  suddenly,  as  when 
ii'ritating  fluid  escapes  from  the  fimbriated  extremity  of  the  Fallopian 
tube,  as  in  some  cases  of  intra-uterine  injection;  from  bursting  or 
perforation  of  an  ovarian  cyst  or  abscess ;  from  rupture  of  the  uterus 
or  of  an  extra-uterine  gestation  cyst ;  from  effusion  of  blood  into  the 
peritoneal  cavity,  as  from  an  over-congested  Graafian  follicle,  or  from 
regurgitation  of  obstructed  menstrual  blood ;  from  perforation  of  the 
intestine,  of  a  dermoid  cyst,  &c.  Cases  not  infrequently  occur  from 
sudden  impression  of  cold,  analogous  to  cases  of  pleurisy  and  peri- 
carditis, especially  after  parturition.    A  knowledge  of  this  fact  should 
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make  us  extremely  careful  in  resorting  to  cold-water  injections,  the 
application  of  ice  or  the  cold  douche  to  the  abdomen  in  cases  of  post- 
partum haemorrhage,  or  of  allowing  the  patient  to  remain  long  lying 
in  the  wet  linen,  or  of  exposing  her  unnecessarily  to  cold. 

In  many  of  the  puerperal  cases,  antecedent  metritis  or  cellulitis 
from  traumatic  injury,  or  septic  infection,  is  usually  the  starting-point 
of  the  pelvic  peritonitis. 

It  may  however  be  part  of  a  general  peritonitis,  due  to  some 
zymotic  poison,  as  scarlatina  or  erysipelas. 

Gonorrhoea  is  a  very  frequent  cause,  the  inflammatory  process 
extending  from  the  vagina  to  the  cervical,  and  thence  to  the  uterine 
mucous  membrane,  passes  up  the  Fallopian  tubes,  producing  salpingitis, 
thence  to  the  peritoneum.  The  ovaries  are  generally  involved  in  the 
process.  It  is  this  form  of  inflammation  that  is  so  frequent  in  puellcE 
jmblicce,  and  accounts  largely  for  the  fact  of  their  generally  being  sterile. 

Latent  gonorrhoea  will  explain  many  of  the  obscure  cases  of  peri- 
tonitis occurring  in  newly  married  women. 

Imprudence  during  menstruation,  sudden  suppression  from  cold, 
sexual  excess  just  before  or  after  this  period,  will  account  for  some 
few  cases. 

Tubercular  or  cancerous  deposition  in  any  of  the  pelvic  organs 
may  produce  secondary  inflammation. 

Where  obstruction  to  the  free  exit  of  the  menstrual  secretion 
occurs,  as  in  cases  of  stenosis  and  acute  flexions,  we  may  have  reflux 
of  blood  through  the  Fallopian  tubes  and  peritonitis  as  a  consequence. 

In  certain  states  of  the  general  system  unforeshadowed  by  any 
recognised  peculiarity,  the  most  trivial  operation  has  been  speedily 
followed  by  fatal  peritonitis.  Even  the  passage  of  the  uterine  sound 
for  the  replacing  of  the  uterus,  or  the  application  to  the  cervical  canal 
of  some  escharotic,  may  be  suflicient,  or  the  insertion  of  an  intra-uterine 
stem,  a  laminaria  or  sponge  tent. 

Symptoms. — These  will  vary,  depending  upon  whether  the  attack 
is  acute  or  chronic,  secondary  to  some  antecedent  inflammation  of  the 
pelvic  organs. 

An  acute  attack  may  be  ushered  in  by  some  feeling  of  chilliness, 
but  is  seldom  marked  by  a  severe  rigor,  as  generally  occurs  in  cellu- 
litis. There  is  tenderness  over  the  lower  abdomen,  usually  so  marked 
as  to  compel  the  patient  to  assume  the  dorsal  decubitus,  the  knees 
being  flexed  on  the  abdomen  so  as  to  relax  the  abdominal  muscles, 
and  also  to  take  ofl"  the  weight  of  the  bedclothes,  which  is  intolerable. 
The  pulse  increases  in  frequency,  often  to  120,  is  small  and  wiry. 
The  temperature  will  vary  with  the  nature  of  the  case.  It  may  run 
up  to  106°  F.  rapidly  in  simple  inflammatory  cases,  or  may  be  even 
subnormal  in  septic  forms  of  tne  disorder  or  may  fluctuate  irregularly 
between  very  high  and  very  low,  so  that  we  must  not  depend  im- 
plicitly upon  the  revelations  of  the  thermometer,  but  be  guided  in 
our  prognosis  by  a  general  consideration  of  the  various  symptoms. 
There  is  usually  nausea  or  vomiting,  more  or  less  tympanitis,  con- 
stipation of  the  bowels  with  much  pain  on  defsecation,  except  in  septic 
forms  where  diarrhoea  is  the  rule,  frequent  micturition,  with  dysuria 
or  vesical  tenesmus. 
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The  features  become  pinched  and  anxious,  dark  areolae  surround- 
ing the  eyes.    Delirium  is  not  infrequent. 

Some  cases  from  the  first  assume  a  chronic  or  latent  form,  the 
patients  going  about  their  usual  occupations  with  merely  a  sense  of 
local  discomfort,  increasing  to  pain  at  menstrual  periods,  accompanied 
by  feverishness  of  an  evening,  difficulty  in  locomotion,  and  by  a 
general  sense  of  feebleness  and  malaise.  The  symptoms  are  fre- 
quently so  insidious,  and  the  progress  of  the  disorder  so  masked,  that 
beyond  some  slight  bladder-irritation  there  is  little  or  nothing  to  make 
us  suspect  the  presence  of  the  disorder,  although  post-mortem  examina- 
tion may  raveal  the  presence  of  dense  firm  adhesions  over  the  whole 
of  the  pe.vic  roof,  the  oi'gans  being  matted  firmly  together. 

These  cases  ai  e  most  likely  to  occur  when  some  long-standing  but 
not  very  severe  source  of  irritation  constitutes  the  exciting  cause, 
such  as  endometritis,  ovaritis,  &c.,  but  may  also  accompany  gonor- 
rhoea! infection. 

Amenorrhoea  is  a  common  result  of  peritonitis. 

Physical  Signs. — On  examination  the  hypogastrium  will  be  found 
to  be  very  tender  on  pressure.  If  much  serum  be  effused,  a  sense  of 
fluctuation  may  be  detected  on  vaginal  examination  ;  the  uterus  is 
less  mobile  than  natural,  and  gives  rise  to  pain  if  any  attempt  be 
made  to  push  it  up  ;  there  is  often  a  sense  of  resistance  or  tume- 
faction, like  an  ill-defined  tumour,  in  the  posterior  cul-de-sac  oy  to  onQ 
side  of  the  vagina,  but  there  is  none  of  the  puffiness  or  oedematous 
condition  met  with  in  cellulitis.  The  tumour  formed  by  the  effused 
lymph  and  serum,  and  by  the  agglutination  of  the  pelvic  and  ab- 
dominal viscera,  is  often  extremely  sensitive  to  touch ;  it  may  attain 
considerable  magnitude,  pushing  the  uterus  forward,  rising  above  the 
fundus  up  to  the  pelvic  brim,  and  even  occasionally  reaching  as  far 
as  the  umbilicus.  Local  collections  of  serum  may  occur  between  the 
folds  of  the  intestines,  having  all  the  characteristics  of  cysts,  or  may 
be  mistaken  for  abscesses.  The  adhesions  formed  over  the  pelvic  roof 
are  often  very  firm  and  hard,  almost  like  a  piece  of  board,  fixing  the 
pelvic  viscera,  and  interfering  considerably  with  the  calibre  of  the 
rectum,  or  pressing  upon  the  neck  of  the  bladder. 

Where  suppuration  takes  place,  the  pus  is  often  localised,  so  as  to 
form  a  limited  abscess,  or  a  series  of  abscesses.  They  may  be  at 
some  distance  from  the  uterus,  although  the  inflammation  originated 
there. 

Differentiation. — The  conditions  with  which  pelvic  peritonitis  will 
be  most  liable  to  be  confounded  are  pelvic  cellulitis,  and  pelvic 
h'sematocele. 

Cellulitis  generally  occurs  after  partm-ition,  abortion,  or  some  ope- 
ration upon  the  uterus. 

Peritonitis  usually  results  from  exposure  to  cold  during  menstru- 
ation, from  extension  of  inflammation  of  the  uterus,  Fallopian  tubes, 
ovaries,  or  pelvic  cellular  tissue,  or  escape  of  some  irritating  fluid  into 
the  peritoneum. 

In  cellulitis  we  have  mostly  a  distinct  rigor,  followed  by  high 
temperature  ;  these  are  less  marked  in  peritonitis. 

In  cellulitis  the  pain  is  more  of  a  bearing  down  or  dragging 
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character,  there  being  a  sensation  of  fulness  and  pressure,  vesical 
tenesmus,  and  throbbing  or  pulsation. 

In  peritonitis  the  pain  is  refei-red  more  to  the  hypogastrium,  the 
recti  muscles  being  kept  ligid  on  pressure  being  attempted.  The  patient 
lies  on  her  back  with  the  knees  drawn  up,  the  features  are  pinched  and 
anxious,  and  delirium  or  extreme  mental  anxiety  are  often  present. 

In  cellulitis  the  swelling  is  frequently  limited  to  one  or  other 
iliac  fossa,  seldom  rises  much  above  the  pelvic  brim,  and  generally 
suppurates. 

In  peritonitis  the  swelling  is  often  more  central,  extends  higher 
up  in  the  abdomen,  the  abdominal  walls  being  more  movable  over  it 
than  in  the  case  of  cellulitis. 

In  pelvic  htematocele  the  sudden  onset  of  the  symptoms,  evidence 
of  inter  nal  hsemorrhage,  absence  of  preceding  inflammatory  symptoms, 
bulk  of  the  effusion,  which  is  soft  at  first,  becoming  harder  later  on, 
and  the  concurrence  of  metrorrhagia,  will  generally  serve  to  distinguish 
the  one  affection  from  the  other,  although  the  hsematocele  usually  ex- 
cites peritonitis,  and  so  we  have  the  two  existing  together. 

Fiecal  impaction  may  complicate  either  of  the  forms  of  pelvic  in- 
flammation, and  lead  to  the  belief  that  the  inflammatory  process  is 
still  active,  more  especially  where  opium  has  been  employed  for  long 
periods.  Examination  per  rectum,  and  the  removal  of  any  accumula- 
tion, will  soon  clear  up  the  diagnosis. 

Other  conditions  have  occasionally  proved  sources  of  error ;  they 
will  be  found  mentioned  under  pelvic  cellulitis. 

Prognosis. — This  will  depend  greatly  upon  the  character  of  the 
attack.  After  parturition  or  abortion,  if  the  attack  be  very  severe,  or 
the  inflammation  extend  to  the  general  sac  of  the  peritoneum,  the 
prognosis  will  of  course  be  grave.  The  occurrence  of  a  septic  factor 
as  a  cause  of  its  origin  will  also  influence  our  opinion,  recovery  in 
these  cases  being  often  very  tedious.  Where  the  attack  is  insidious 
and  chronic,  the  result  of  some  pelvic  disorder,  provided  it  be  not 
tuberculous  or  cancerous,  or  occurs  after  some  operation  in  the  non- 
puerperal state,  the  prognosis  is  more  favourable. 

Where  the  formation  of  abscesses  occurs  in  place  of  adhesive  in- 
flammation, there  is  always  the  risk  of  perforation  into  the  peritoneal 
cavity,  or  the  lighting  up  of  a  fresh  attack  at  the  recurring  menstrual 
periods,  or  from  some  accidental  cause. 

Course,  Duration,  and  Termination. — This  varies  considerably. 
As  with  pleurisy  we  may  have  effusion,  adhesion,  and  recovery,  or  for- 
mation of  pus,  empyema,  or  pneumothorax,  and  death  ultimately  from 
tuberculosis,  so  with  pelvic  peritonitis.  It  may  run  its  course  un- 
observed, only  being  detected  post  mortem.  It  may  come  on  very 
acutely,  cause  severe  danger  and  discomfort,  and  yet  the  patient  re- 
cover perfectly  within  a  comparatively  short  time.  In  other  cases  the 
adhesions  may  be  so  dense  that  the  pelvic  organs  are  all  matted  together 
in  one  confused  mass,  effectually  precluding  impregnation,  and  ren- 
dering the  patient  a  permanent  invalid  for  the  i-est  of  her  life. 

Abscesses  may  form  in  different  parts  of  the  lymph  deposit,  each 
new  centre  of  suppuration  giving  rise  to  a  renewal  of  active  symptoms. 

General  peritonitis  may  result  from  extension  of  the  morbid  pro- 
cess from  the  pelvic  to  the  general  surface  of  the  peritoneum,  or  one 
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of  the  purulent  collections  may  burst  into  the  peritoneal  cavity  and 
cause  fatal  peritonitis. 

Besullf^. — These  are  mainly  amenorrhoea,  dysmenorrhoea,  and 
sterility,  due  to  atrophy  or  abscess  of  the  ovaries,  compression  or  ob- 
literation of  the  Fallopian  tubes,  and  fixation  of  the  uterus  in  some 
abnorniiU  ]:osition,  frequently  that  of  retro-flexion  or -version,  from  the 
permanence  of  the  adhesion  or  contraction  of  the  exudation  draj^c^ins 
the  uterus  to  one  or  other  side. 

Treatment  {Preventive). — Much  may  be  done  in  this  direction,  far 
more  than  we  might  at  first  be  willing  to  admit. 

In  those  instances  termed  autoyenetic,  where  the  septic  matter 
originates  within  the  ])atient,  so  that  she  infects  herself,  a  little 
extra  attention  on  the  part  of  the  practitioner,  at  the  time  of  parturi- 
tion, in  those  cases  depending  upon  puerperal  origin,  may  save  much 
subsequent  anxiety.  Great  care  must  be  taken  not  to  allow  any 
portions  of  the  membranes,  or  of  the  placenta,  or  any  coagula,  to  re- 
main ill  utero,  and  so  give  rise  to  putiefaction  and  septic  absorption. 
The  patient  should  be  urged  to  sit  up  for  a  few  moments  at  a  time, 
to  evacuate  the  contents  of  the  bladder  or  rectum  from  the  very  first. 
This  will  allow  any  clots  in  the  vagina  or  decomposing  lochia  to  be 
expelled.  The  employment  of  the  syringe  daily  by  the  nurse,  with 
some  antiseptic  fluid,  will  also  have  the  same  effect. 

The  fuetal  head  should  never  be  allowed  to  remain  for  many  con- 
secutive houi-s  arrested  at  the  brim,  or  impacted  in  the  pelvis,  slough- 
ing being  a])t  to  follow,  and  septica3mia  as  a  natural  result. 

So-called  heterogenetic  causes,  the  septic  matter  being  conveyed 
from  without,  account  for  many  cases  of  pelvic  peritonitis.  No 
student  during  the  time  that  he  is  dissecting  or  peiforming  post- 
mortem examinations  should  ever  be  allowed  to  attend  a  patient  in 
labour.  As  far  as  practicable  the  medical  attendant  upon  parturient 
])atients  should  avoid  going  direct  to  them  from  any  infectious  dis- 
orders in  otliei'  patients,  such  as  scarlet  fever,  erysipelas,  diphtheria,  or 
j)uerperal  septic?emia  itself.  Where  operative  interference  is  requisite, 
the  most  scrupulous  cleanliness  of  all  instruments  should  be  observed. 
Even  the  use  of  an  imperfectly  washed  sponge,  on  which  discharge 
has  been  allowed  to  remain  and  decompose  by  some  careless  nurse, 
may  prove  suliicient  to  induce  septic  mischief. 

Strict  personal  cleanliness  on  the  part  of  the  practitioner  should 
always  be  observed ;  even  the  presence  of  some  decomposing  discharge 
on  the  cuflf  of  his  coat,  unobserved  it  may  be  at  the  time,  may  light 
up  infiammatory  mischief  in  the  next  parturient  patient  he  attends. 
The  fact  of  the  practitioner  being  the  subject  of  ozsena  has  before  now 
been  the  cause  of  numberless  fatal  cases  of  puerperal  septicaemia. 

Treatment. — This  is  very  similar  to  that  of  pelvic  cellulitis  in  the 
early  stage. 

Absolute  rest  is  the  chief  essential,  and  to  ensure  this  the  patient 
must  be  brought  rapidly  under  the  influence  of  opium.  Large  and 
frequently  repeated  doses  will  be  requisite.  Grain  doses  of  pulv.  or 
extract,  opii,  or  quarter- grain  doses  of  morphia,  every  two  or  three 
hours,  depending  upon  the  eflfect  produced,  may  be  given.  In  strong 
plethoric  subjects,  the  application  of  leeches  to  the  hypogastrium. 
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followed  by  a  large  linseed-meal  poultice,  will  often  allay  the  pain  very 
materially ;  but  the  same  remarks  apply  to  peritonitis  as  to  cellulitis, 
both  as  to  depletion  and  the  use  of  mercury,  and  the  reader  is  referred 
to  these  to  avoid  repetition. 

Warmth  to  the  abdomen  generally  proves  of  service  in  allaying 
the  pain.  This  may  be  accomplished  by  the  aid  of  the  ordinary  hot 
fomentations  of  flannels  or  spongio-piline  wrung  out  of  hot  water, 

linseed-meal  poultices,  or  by  means  of 
Leiter's  temperature  regulators  (fig. 
133).  Water  of  any  required  tempera- 
tuT-e  is  made  to  circulate  continuously 
through  a  length  of  pliable  metal 
tubing,  which  is  wound  in  spirals  to 
any  required  size  and  form,  and,  being 
flexible,  can  be  accurately  movilded  to 
the  abdomen.  An  ordinary  can  of  hot 
water  is  placed  upon  a  chest  of  drawers 
near  the  bed,  an  india-rubber  tube  is 
connected  to  the  spiral  coil,  syphon 
action  induced  by  suction  on  the  lower 
tube,  and  thus  a  continuous  stream  of 
hot  water  is  made  to  pass  through  the 
metal  coil. 

Leiter  has  constructed  a  special  warm- 
ing apparatus,  through  which  the  water 
is  made  to  flow  before  it  enters  the  temperature  regulator,  as  in  fig.  134. 
This  consists  of  a  lamp  l.  the  flame  of  which  heats  the  water  in 
the  spiral  p  s,  the  temperature  being  regulated  by  the  size  of  the  flame. 


Fig. 


133. — Leiter's  Temperature 
Kesulator. 


Fig.  134.— Leiter's  Warm 


Apparatus. 


Cold  water  enters  through  the  tube  zs  from  a  pitcher  or  can,  and 
becoming  heated  then  passes  through  the  tube  as,  which  is  connected 
with  the  temperature  regulator  applied  to  the  abdomen.  The  stream 
being  very  small,  a  bath-can  full  of  water  is  sufficient  for  several 
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hours'  continuous  use.  The  metal  coils  are  made  of  various  shapes 
and  sizes,  oblong  as  in  fig.  135,  square,  &c.,  so  as  to  fit  any  part. 

The  catheter  may  be  employed  to  empty  the  bladder.  The  action 
of  the  bowels  should  not  be  encouraged.    Milk,  beef-tea,  jelly,  and 


Fk;.  1o5. — Leiter's  Temperature  Regulator. 

simple  nutritious  diet,  in  small  quantities  frequently  repeated,  must 
be  allowed.  If  voniitin.s;  l)e  urgent,  ice  to  suck,  iced  drinks,  bis- 
muth, pepsine,  hydrocyanic  acid,  creasote,  &c.,  may  be  tried,  and 
where  these  fail  a  hypodermic  injection  of  morphia  and  atropine  will 
often  succeed. 

When  the  inflammatory  process  has  somewhat  subsided,  counter- 
irritation  to  the  abdomen  by  means  of  turpentine  stupes,  mustard 
])oultices,  ])ainting  with  iodine,  or,  what  is  jDrobably  more  efficacious, 
blistering  Huid,  may  be  resorted  to. 

In  ill-defined  chronic  cases,  or  where  the  acute  attack  has  sub- 
sided into  the  chronic  stage,  every  means  must  be  employed  to  im- 
prove the  patient's  health  as  much  as  possible.  She  n;iust  not  be 
confined  so  rigorously  to  bed,  })ut  if  weather  permit  should  be  allowed 
to  recline  on  a  sofa,  well  wrapt  up,  near  an  open  window,  or  even 
permitted  to  drive  out  in  a  carriage  if  the  pain  be  not  thereby  in- 
creased. The  diet  must  be  generous,  alcohol  in  form  of  stout  or  ale, 
wines,  and  even  spirits,  being  given  if  deemed  requisite,  but  milk  and 
animal  broths  will  still  form  an  important  part  of  her  diet. 

If  she  can  digest  it,  cod-liver  oil  will  prove  of  service.  Some  form 
of  tonic  containing  quinine  or  iron,  or  both,  or  mineral  acids,  with 
bark,  will  also  be  indicated. 

As  to  the  evacuation  of  any  collections  of  pus  or  serum,  if  the 
general  health  seems  to  suffer-  in  consequence  of  their  presence,  the 
patient  not  progressing  favourably,  and  there  is  evidence  of  pointing, 
or  the  collection  can  be  easily  reached,  it  may  be  well  to  employ  the 
aspirator  trocar,  enlai'giiig  the  opening  subsequently  if  thought  de- 
sirable, and  washing  the  cavity  out  with  some  weak  disinfectant 
lotion,  such  as  one  containing  iodine,  Condy's  fluid,  carbolic  or  sul- 
phurous acid.  But  in  all  cases  of  peritonitic  eff'usions  or  collections  of 
pus,  the  greatest  care  must  be  taken  lest  adhesions  be  torn  through, 
and  the  general  cavity  of  the  peritoneum  opened. 

Whei  e  the  abscess  points  externally,  antiseptic  precautions  should 
be  taken  in  opening  it,  a  drainage-tube  being  inserted,  or  the  cavity 
washed  out  if  necessary,  as  before  indicated. 

To  encourage  contraction  of  the  cavity,  the  position  of  the  patient 
must  be  attended  to,  so  as  to  allow  of  the  fluid  gravitating  towards 
the  opening.    Pads  of  cotton- wool,  oakum,  tow,  or  other  similar  ma- 
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terial,  iriay  be  also  arranged  as  to  keep  up  pressure  by  means  of  a 
bandage,  with  a  view  to  facilitate  the  same  object. 

Evacuation  may  be  accomplished  by  means  of  the  aspirator  trocar, 
by  a  small  trocar  and  canula,  by  a  guarded  bistoury,  or  other  suitable 
cutting  instrument. 

Change  of  air  to  the  seaside  should  be  suggested  as  soon  as  the 
patient  is  able  to  bear  the  journey. 

Great  care  will  need  to  be  taken  in  permitting  patients  to  walk 
until  all  active  symptoms  have  subsided,  and  even  then  the  amount 
must  be  strictly  regulated.  Patients  who  are  allowed  to  take  exercise 
commit  all  manner  of  indiscretions,  overtaxing  their  powers  by  too 
prolonged  fatigue,  going  out  too  thinly  clad,  or  sitting  about  on  damp 
grass. 

For  many  months  it  will  be  necessary  to  carefully  avoid  all  ex- 
posure to  cold  or  fatigue,  and  to  keep  resting  in  the  horizontal  position, 
as  far  as  possible,  at  the  recurrence  of  each  menstrual  peiiod. 

Marital  intercourse,  without  being  strictly  prohibited,  must  be 
restricted  within  safe  limits ;  all  emotional  disturbances  being  par- 
ticularly avoided  at  the  above  period. 


Those  who  may  be  desirous  of  studying  the  subject  more  in  detail 
will  do  well  to  consult  the  following  works,  which  have  been  con- 
sulted by  the  author,  and  from  which  many  important  contributions 
have  been  extracted  : — 

Baiker  Fordyce,  '  The  Puerperal  Diseases.' 

Barnes,  '  Diseases  of  Women,'  2nd  edition. 

Duncan  Mathews,  '  Peri-metritis  and  Para-metritis.' 

Emmet,  *  Principles  and  Practice  of  Gynecology.' 

M'Clintock,  '  Diseases  of  Women.' 

Priestley,  '  Articles  in  Reynolds's  System  of  Medicine/  vol.  v. 
Thomas,  '  Diseases  of  Women,'  5  th  edition. 
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CHAPTER  XXIII. 

PELVIC  HiEMATOCELE, 

Pelvic  Haematocele, — Various  terms  have  been  employed  to  ex- 
press an  accidental  eflfasion  or  collection  of  blood  in  the  neighbour- 
hood of  the  uterus,  either  wholly  or  partially  in  the  pelvis,  whether 
in  the  peritonejil  cavity  or  within  the  connective  tissue  of  the  pelvis, 
such  as  peri-uterine  and  retro-uterine  haematocele,  pelvic  hsematoma, 
pelvic  thrombus^  and  j^elvic  haematocele.  Of  these  pelvic  haematocele, 


Fio.  ir>G.— Retro-uterine  H:Bmatocele.  (After  Barnes.)  A.  The  Haematocele 
tilliiii;-  the  Cavitv  of  the  Sacrum,  bounded  above  bv  Plastic  Effusions  and 
the  Small  Intestines.  B.  The  Bladder.  U.  Tlie  Uterus  pushed  forwards. 
R.  The  Rectum. 

as  proposed  by  M'Clintock,  is  probably  the  most  correct  as  well  as 
appi'opriate. 

There  are  two  distinct  varieties,  the  sub-peritoneal  and  the  intra- 
peritoneal. 

The  intra-perit07ieal  is  by  far  the  most  serious  kind.  If  the 
effusion  proceed  rapidly,  death  may  result  before  coagulation  takes 
place,  if  more  slowly  violent  inflammatory  action  is  often  set  up. 
Some  authors  speak  of  this  as  being  more  frequent  than  the  other. 
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It  is  true  Tuck  well  found  of  forty-one  cases  examined  post  mortem 
that  thirty-eight  were  intra-peritoneal.  Still  this  only  proves  that 
the  cases  were  very  severe ;  the  extra-peritoneal  form  may  still  be 
much  more  common,  though  not  so  severe  and  not  so  fatal. 

In  sub-peritoneal  hsematocele  the  blood  is  effused  into  the  cellular 
tissue  surrounding  the  uterus,  ovaries,  and  pelvic  viscera  generally. 

Causes. — The  j^redisposing  causes  are  the  period  of  ovarian  ac- 
tivity, more  especially  the  period  of  greatest  sexual  vigour,  as  between 
twenty  and  thirty  years  of  age,  particularly  at  the  menstrual  epochs, 
when  there  is  general  hypertemia  of  the  sexual  organs ;  any  chronic 
uterine  or  ovarian  disease,  especially  if  there  be  any  obstruction  of  the 
cervix  uteri  or  vagina ;  the  hsemorrhagic  diathesis  or  any  diseased 
condition  of  the  blood,  such  as  met  with  in  zymotic  diseases,  lead- 
poisoning,  jaundice,  chlorosis,  purpura,  scurvy ;  a  weak  and  varicose 
condition  of  the  veins  in  the  pelvis  and  lower  extremities. 

The  exciting  causes  are  sudden  suppression  of  the  catamenial  flow 
from  cold,  mental  shock,  (fee. ;  immoderate  coitus,  especially  at  or  near 
a  menstrual  period;  undue  exertion,  over-fatigue,  violent  straining  at 
stool  or  other  muscular  strain ;  any  external  violence,  such  as  falls, 
blows,  &c. ;  premature  exertion  after  abortion. 

Symptoms. — These  vary  somewhat,  depending  upon  whether  the 
efl'usion  be  intra-  or  sub-peritoneal. 

In  intra-peritoneal  hsematocele  the  onset  is  generally  sudden,  at 
or  about  a  menstrual  period.  The  symptoms  are  those  of  severe 
shock  with  intense  abdominal  pain,  similar  to  those  experienced  in 
cases  of  perforation  of  the  stomach  or  bowels,  with  extravasation  of 
their  contents  into  the  peritoneal  cavity.  The  suddenness  and  inten- 
sity of  the  attack  not  infrequently  lead  to  a  suspicion  of  poisoning. 
Marked  anaemia  rapidly  ensues ;  hiccup  and  vomiting  are  often 
present.  The  temperature  at  first  is  lower  than  normal,  and  the 
surface  of  the  body  pale  and  blanched.  The  abdomen  becomes 
tender  and  hard,  as  well  as  dull  on  percussion.  Syncope,  with  small, 
rapid,  and  almost  imperceptible  pulse,  or  even  complete  collapse, 
rapidly  ensues,  and  death  not  infrequently  takes  place  within  twelve 
hours  from  the  commencement  of  the  attack. 

In  cases  less  severe  than  this,  where  the  attack  occurs  at  a  men- 
strual period,  where  this  latter  has  not  been  checked  by  cold  or  other 
shock,  the  flow  is  often  much  increased  and  may  continue  so  for 
many  weeks,  if  the  amount  of  efl'usion  be  not  so  great  as  to  preclude 
further  loss. 

There  is  generally  also  a  feeling  of  fulness,  or  weight,  or  bearing 
down  in  the  pelvic  region,  sometimes  spoken  of  as  a  dull,  heavy 
aching,  at  others  as  acute  pain,  producing  violent  eflbrts  at  expulsion 
as  if  some  foreign  body  were  present,  uterine  tenesmus  so-called. 

The  action  of  the  bladder  and  rectum  are  also  interfered  with. 

In  cases  of  encysted  hcematocele,  the  sub-peritoneal  form,  the 
haemorrhage  is  often  less  profuse  and  less  rapid,  the  onset  of  the 
attack  is  less  marked,  the  symptoms  being  more  insidious  at  the  com- 
mencement, the  prostration  and  shock  less  evident. 

There  is  generally  a  feeling  of  weight  or  fulness  about  the  anus, 
with  frequent  desire  to  evacuate  the  lower  bowel^  although  no  fsecal 
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matter,  but  only  mucus  tinged  with  blood,  may  be  voided.  There  is 
often  jmrtial  or  complete  retention  of  urine,  at  the  same  time  a 
frecjuent  desire  to  micturate,  though  where  the  effusion  is  limited  in 
extent  this  symptom  is  less  marked.  Menorrhagia  generally  ensues 
and  often  persists  for  many  weeks. 

If  the  patient  survive  the  first  forty-eight  hours  or  so,  reaction 
generally  sets  in;  the  pulse  becomes  more  rapid,  the  temperature 
elevated,  there  is  a  tendency  to  chilliness  succeeded  by  a  feeling  of 
warmth  and  distension,  with  tenderness  in  the  lower  abdomen ;  the 
skin  is  hot.  Retention  of  urine  is  not  infrequent.  The  pain  persists  ; 
menoi-rhagia  continues.  There  is  much  rectal  discomfort ;  often  dys- 
enteric diarrhoea  with  tenesmus  and  muco-sanguineous  discharge,  at 
other  times  much  tympanitic  distension  with  constipation. 

Later  on  the  febrile  symptoms  gradually  subside,  the  pain  de- 
creases, the  menorrhagia  becomes  less.  For  some  considerable  time, 
however,  the  patient  experiences  a  feeling  of  weight  and  bearing 
down,  difficulty  in  defalcation  and  micturition,  pain  or  difficulty  in 
walking,  and  much  weakness. 

Where  the  effused  blood  undergoes  disintegration,  the  symptoms 
of  irritative  fever  supervene.  The  countenance  assumes  a  dirty, 
sallow,  earthy  hue ;  rigors,  with  vomiting,  night  sweats,  elevation  of 
temperature,  and  rapid  pulse  ensue.  The  abdomen  becomes  more 
distended,  tympanitic  and  painful.  The  symptoms  of  septicaemia  are 
marked,  often  accompanied  by  those  of  a  low  foi-m  of  peritonitis. 

rJnjsical  Sif/us. — These  vary  of  course  with  the  extent  of  the 
effusion.  Within  the  first  few  days  following  the  attack  we  shall 
usually  })e  able  to  detect,  on  examining  pe?-  var/hiam,  a  more  or  less 
soft,  smooth,  tense  mass,  occupying  the  pelvis,  blocking  up  the  cavity, 
communicating  to  the  finger  on  conjoined  manipulation  an  obscure 
sense  of  Huctuation  or  elasticity.  The  uterus  is  generally  pushed  to 
one  or  other  side,  or  more  often  upwards  and  forwards,  the  os  uteri 
being  detected  high  up  behind  the  pubic  symphysis,  against  which  it 
is  often  firmly  compressed,  occasionally  being  flattened  out  into  a 
narrow  transverse  chink,  the  cervix  itself  being  obliterated  by  the 
effused  blood,  the  fundus  uteri  often  beiug  detected  just  above  and 
behind  the  pubes,  if  the  hand  be  pressed  carefully  over  the  lower  ab- 
domen. The  uterine  sound  may  be  employed  if  necessary.  In  some 
few  instances  the  bulk  of  the  effusion  takes  place  between  the  pos- 
terior wall  of  the  bladder  and  the  uterus,  pushing  this  latter  organ 
back  into  the  hollow  of  the  sacrum  ;  but  these  cases  are  comparatively 
rare.  Exploration  by  the  finger  in  the  rectum  should  always  be 
resorted  to  in  any  doubtful  case,  the  bladder  sound  being  passed  into 
the  bladder  if  requisite,  to  assist  still  further  in  the  examination. 

Where  the  effusion  is  great  and  takes  place  rapidly,  there  may  be 
little  or  no  displacement  of  the  uterus,'  and  even  the  mobility  of  this 
organ  may  not  be  seriously  affected  at  first. 

There  will  usually  be  detected  in  these  cases  a  fulness  or  sense  of 
resistance  in  the  lower  abdomen,  more  marked  to  one  or  other  iliac 
fossa  possibly,  or  extending  nearly  up  to  the  umbilicus,  dull  on  per- 
cussion, tender  to  the  touch.  In  some  instances  the  effusion  is  so 
great  as  to  fill  up  the  pelvic  cavity  completely,  pushing  down  the  pos- 

z  2 


340 


PELVIC  HJ^MATOCELE. 


terior  vaginal  wall  almost  to  the  perineum.  This  may  be  partly  due 
to  oedema  of  the  recto- vaginal  septum. 

Later  on  the  tumour  per  vaginam  is  felt  to  become  more  solid  and 
tense,  of  unequal  density,  more  irregular  in  outline,  less  resilient,  and 
there  is  no  longer  a  sense  of  fluctuation.  This  feeling  of  solidity  de- 
p*ends  upon  coagulation  having  taken  place,  but  more  especially  upon 
the  formation  of  plastic  effusion,  the  result  of  peritonitis,  which 
serves  to  encapsule  the  mass.  The  serum  becomes  rapidly  absorbed, 
the  mass  becoming  by  degrees  more  solid  and  diminishing  in  bulk. 

In  other  instances  the  tumour  becomes  even  more  soft  and  fluctu- 
ating, increases  in  size ;  shivering,  night  sweats,  anorexia,  and  ele- 
vation of  temperature  clearly  indicating  that  suppuration  is  taking 
place. 

Source  of  the  Ilcemoi-rhage. — This  varies  in  different  cases.  It 
ma}^  be  from 

1 .  llupture  of  one  of  the  vessels  in  the  uterine  or  ovarian  plexus, 
as  the  pampiniform  plexus,  or  the  bulb  of  the  ovary. 
'1.  Apoplexy  and  rupture  of  the  ovary. 

3.  Excessive  haemorrhage  on  rupture  of  a  Graafian  follicle,  at 
the  time  of  menstruation,  into  the  peritoneal  cavity. 

4.  Keflux  of  menstrual  blood  through  the  Fallopian  tubas  when 
the  normal  outlet  at  the  os  uteri  or  vagina  is  occluded. 

5.  Hjemorrhage  from  vessels  of  the  peritoneum  and  other  sources, 
such  as  false  membranes,  bursting  of  an  aneurism,  &c. 

6.  Constitutional  causes,  so-called  cachetic  hsematoceles. 

7.  llupture  of  the  sac  of  an  extra-uterine  foetation  in  the  early 
months. 

8.  Other  less  frequent  causes,  such  as  rupture  of  the  gravid  uterus  ; 
rupture  of  hsemorrhoidal  veins ;  rupture  of  a  cyst  in  the  ovary  or 
bi-oad  ligament ;  rupture  of  the  distended  Fallopian  tube. 

Dr.  Barnes  speaks  of  those  cases  of  non-encysted,  intra-peritoneal 
hfematocele,  depending  upon  rupture  of  the  uterus,  of  tubal  or  other 
ectopic  gestation  cysts,  of  the  ovary,  of  sub-ovarian  vessels,  or  from  a 
uterine  varix  or  aneurism,  when  blood  is  rapidly  poured  out  in  large 
quantities  into  the  peritoneal  cavity,  looking  at  the  terrible  sudden- 
ness and  severity  of  the  blow  struck  at  the  vital  powers,  as  '  cata- 
clysmic' In  these  cases  the  shock  and  loss  of  blood  alone  may  kill 
the  patient  without  delay. 

Differentiation. — The  conditions  most  liable  to  be  confounded 
with  pelvic  hsematocele  are  : — 

1.  Pelvic  cellulitis,  para-metritis,  or  pelvic  abscess. 

2.  Retro-version  or  -flexion  of  the  gravid  uterus. 

3.  Ectopic  or  extra-uterine  gestation. 

Other  conditions  are  said  to  complicate  the  question  and  must 
therefore  be  mentioned,  but  if  ordinary  care  be  exercised  in  listening 
to  the  history  and  in  making  a  thorough  examination,  there  will  be 
comparatively  small  risk  of  mistaking  either  of  these  conditions  for 
ha;matocele.    They  are  : — 

4.  Faical  accumulation. 

5.  Dermoid  or  other  cystic  tumours  of  the  ovary  or  broad  liga- 
ments. 
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6.  Uterine  fibroids,  retro- version  or  -flexion  of  the  unimpregnated 
uterus. 

7.  Malignant  tumours,  encliondromatous  or  osseous  growths  from 
the  walls  of  the  pelvis. 

1 .  In  cases  of  pelvic  cellulitis,  para-metritis,  or  pelvic  abscess,  the 
constitutional  symptoms  present  themselves  in  an  inverse  order  from 
those  of  ha^matocele,  febrile  disturbance  jyrececliwj  the  formation  of 
tumour,  whereas  it  follows  in  hsematocele.  The  skin  also  does  not 
become  so  rapidly  pale  as  noticed  in  htematocele.  Pelvic  inflam- 
mation is  more  frequent  than  hematocele,  and  is  more  generally  con- 
secutive to  abortion  or  delivery ;  hsematocele  is  more  constantly 
connected  with  some  accidents  of  menstruation,  and  there  is  generally 
coincident  metrorrhagia.  The  symptoms  of  pelvic  inflammation  are 
seldom  developed  with  such  sudden  intensity  as  met  with  in  hsema- 
tocele. The  swelling  in  the  pelvis  is  more  likely  to  begin  laterally 
than  posteriorly,  is  comparatively  slow  in  formation,  is  hard  and 
brawny  at  first,  the  fibrinous  deposit  being  infiltrated  through  the 
pelvic  tissues,  fixing  the  uterus,  often  centrally,  so  that  it  cannot  be 
elevated  or  depressed,  instead  of  displacing  it,  as  if  soft  plaster  of 
Paris  had  been  poured  into  the  pelvis  and  hardened  there. 

Later  on,  if  suppui-ation  occui'S,  the  deposit  becomes  soft  and 
fluctuating.  The  deposit  in  hrematocele  is  more  often  posteriorly, 
I'etro-uterine,  rounded  in  form,  and  displaces  the  uterus  from  its 
natural  position,  generally  forwards  and  upwards.  The  deposit  is 
soft  at  first,  and  becomes  harder  later  on  if  absorption  takes  place. 

2.  Retroflexion  and  Retroversion  of  the  gravid  uterus  are  not  in- 
frequently mistaken  for  haematocele,  in  that  they  may  occur  suddenly 
from  accidents,  straining,  or  any  violent  efforts,  and  lead  sometimes 
to  retention  of  urine  and  other  urgent  symptoms  coincident  with  the 
formation  of  a  retro-uterine  tumour.  Where  the  uterus  is  enla.rged 
to  between  the  third  and  fourth  month  of  utero-gestation,  and  has 
become  fixed  or  wedged  in  the  pelvis,  the  diagnosis  is  often  extremely 
difficult.  The  tumour  is  found  to  be  circumscribed,  sensitive,  some- 
what mobile,  and  in  some  cases  can  be  lifted  up  above  the  pelvic 
brim  by  carefully  directed  pressure  ;  it  may,  however,  be  fixed  by  old 
adhesions,  and  thus  complicate  the  case  considerably.  There  is  also 
the  history  of  early  pregnancy  to  guide  us.  Even  if  the  retroflexion 
has  been  suddenly  produced,  and  retention  of  urine  exist,  there  are 
none  of  the  evidences  of  sudden  or  severe  loss  of  blood. 

3.  In  extra-uterine  gestation  there  is  usually  amenorrhoea  for  at 
least  a  month  or  two,  in  place  of  menorrhagia;  the  mammae  show 
indications  of  pregnancy,  the  cervix  and  body  of  the  uterus  undergo 
alterations  in  bulk ;  the  condition  does  not  develop  suddenly  but 
gradually,  and  there  is  an  absence  of  urgent  symptoms  at  the  com- 
mencement. It  should  be  remembered  that  the  bursting  of  an  early 
extra-uterine  foetation — tubal  gestation — is  regarded  by  many  as  a 
frequent  cause  of  pelvic  hsematocele.  If,  therefore,  there  be  the  least 
suspicion  of  extra-uterine  pregnancy,  the  examination  must  be  con- 
ducted with  the  greatest  care. 

4.  Fcecal  accumulations  may  mislead  the  unwary.  An  examina- 
tion per  rectum  should  never  be  neglected  in  any  doubtful  cases.  The 
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fingei^  can  be  indented  in  the  mass.  The  histoiy  of  constipation  will 
throw  light  upon  the  question. 

5.  Small  cystic  tumours  of  the  ovary  occasionally  fall  down  into 
Douglas's  pouch,  and  may  even  grow  and  become  impacted  in  the 
pelvis,  pushing  the  uterus  over  to  one  or  other  side,  or  they  may 
contract  adhesions,  or  become  inflamed  and  suppurate,  and  thus  cause 
much  difficulty  in  diagnosis. 

They  may  usually  be  distinguished  by  their  lateral  position,  their 
mobility,  slower  growth,  circumscribed  form,  and  by  their  being 
elastic  or  fluctuating.  There  is  also  an  absence  of  urgent  symptoms 
from  the  commencement.  The  aspirator  will  often  clear  up  the 
diagnosis. 

Cases  are  not  unknown  of  haemorrhage  taking  place  rapidly  into 
the  cavity  of  an  ovarian  cyst,  and  causing  all  the  usual  symptoms  of 
ha^matocele. 

Dermoid  cysts  ai-e  comparatively  rare,  and  would  probably  not  be 
suspected  until  an  examination  of  the  contents  by  means  of  the 
aspirator. 

6.  Uterine  fibroids  may  generally  be  distinguished  by  their  slow 
painless  growth,  their  density,  attachment  to  the  uterus,  with  which 
they  move,  and  by  the  irregularity  of  the  surface. 

Menorjhagia  is  a  prominent  symptom  in  these  cases,  as  in  hrema- 
tocele,  but  there  is  an  absence  of  any  sudden  supervention  of 
symptoms. 

Operations  for  the  removal  of  supposed  fibroids  have  before  now 
been  undertaken,  when  the  case  was  one  of  i-etro-uterine  hsematocele. 
Where  there  is  the  least  doubt,  the  exploring  needle  and  aspirator  had 
better  be  employed.  The  passage  of  the  uterine  sound  will  readily 
enable  us  to  distinguish  a  retro-verted  or  -flexed  unimj^regnated  uterus. 
If  the  sound  pass  backwards  and  downwards  into  the  tumour  poste- 
riorly, and  the  fundus  uteri  cannot  be  detected  behind  the  pubes,  we 
may  be  pretty  certain  that  we  have  not  a  haematocele  to  deal  with. 

7.  Malignant  tumours,  mostly  encephaloid  in  character,  are 
rarely  met  with  in  the  pelvis.  The  history  of  their  gradual  develop- 
ment, and  the  presence  or  absence  of  the  cancerous  cachexia,  may 
possibly  put  us  on  our  guard,  though  as  this  latter  closely  resembles 
the  peculiar  pallor  produced  in  h^ematocele,  the  difiiculty  of  diagnosis 
is  extreme.  Enchondromatous  and  osseous  growths  from  the  bony 
pelvis  occur  very  i-arely  ;  the  history,  their  more  or  less  stony  hard- 
ness, the  absence  of  pallor,  &c.,  should  guard  us  from  mistaking  them 
for  hrematocele. 

Course,  Duration,  and  Termination. — The  eff'usion  of  blood  in  the 
intra-peritoneal  form  may  be  so  great  and  so  sudden  as  to  destroy  life 
within  a  very  short  time ;  such  deplorable  accidents  are  frequently 
associated  with  the  rupture  of  an  extra-uterine  foetation  cyst,  as  met 
wdth  in  tubal  gestation.  Where  the  haemorrhage  is  less  severe,  and 
the  patient  does  not  die  from  shock  or  collajjse,  the  effused  blood  may 
undei'go  gradual  absorption,  an  indurated  mass  remaining  for  many 
consecutive  months,  gradually  decreasing,  and  ultimately  becoming 
entirely  absorbed.  In  other  cases  the  efi'used  blood  finds  its  way  by 
peiforation  through  the  vaginal  or  rectal  walls,  bursting  into  one  or 


PROGNOSIS— TEEATMENT. 


343 


other  of  these  passages,  and  so  becoming  discharged.  Secondary  rup- 
ture into  the  j^eritoneal  cavity,  when  the  effused  blood  becomes  disin- 
tegrated, is  comparatively  rare,  more  often  it  is  evacuated  per  rectum. 
There  is  often  a  tendency  to  aggravation  of  the  mischief  at  the  cata- 
menial  periods ;  but  it  has  also  been  noticed  that  a  great  stimulus  to 
absoi-ption  occurs  at  these  times,  the  swelling  disajjpearing  as  it  were 
by  successive  stages.  Perfect  recovery  may  ensue  after  the  lapse  of 
several  weeks  or  months,  depending  upon  the  amount  of  effusion, 
subsequent  amount  of  peritonitis,  occurrence  of  septicaemia,  and  other 
conditions. 

Prognosis. — This  will  depend  a  great  deal  upon  the  amount  of 
blood  effused  at  first,  the  degree  of  constitutional  shock  resulting,  and 
the  intensity  of  reaction  excited. 

Where  expectancy  is  intelligently  carried  out,  surgical  interference 
not  being  rashly  resorted  to  unless  clearly  indicated,  the  prognosis  is 
geneially  favourable.  Death  may  occur  either  from  the  extreme 
amount  of  blood  suddenly  withdrawn  from  the  general  circulation, 
shock  or  collapse,  peritonitis,  septicaemia,  or  rupture  of  the  encapsu- 
lated mass  into  the  peritoneal  cavity. 

The  larger  the  amount  of  blood  effused  the  greater  will  be  the  risk 
of  septicaemia  lesulting,  or  of  a  low  form  of  peritonitis  being  set  up 
from  disintegration  of  the  mass.  Exhaustion  often  follows  the  process 
of  suppuration,  which  occurs  when  the  blood  is  discharged  by  opening 
into  the  rectum  or  vagina,  especially  if  this  opening  be  valvular  or  of 
limited  extent. 

Treatment  (Prophj/lactic  or  Preventive). — Every  precaution  should 
be  taken  in  the  way  of  avoiding  unneceEsary  fatigue,  dancing,  ex- 
posure to  cold,  long  journeys,  (fee,  just  at  the  menstrual  period. 

Patients  who  suffer  from  varicose  veins  of  the  lower  extremities, 
vulva,  or  rectum,  and  who  menstruate  very  profusely  as  well  as  pain- 
fully, should  especially  avoid  all  the  exciting  causes  known  to  produce 
ha^matocele  (Priestley). 

Where  abortion  in  the  early  months  has  occurred,  the  patient 
should  be  kept  in  the  recumbent  position  for  several  days  afterwards, 
and  all  uiuiecessary  excitement  or  f\itigue  avoided. 

Where  haematocele,  however  slight,  has  once  occurred,  the  patient 
will  need  to  take  every  precaution  at  succeeding  menstrual  periods 
not  to  incur  any  known  risks  of  exciting  a  recurrence  of  the 
attack. 

Theraj^eutic  Management. — If  called  in  early,  our  first  efforts  will 
naturally  be  directed  to  checking  the  further  effusion  of  blood,  pro- 
moting coagulation,  averting  the  tendency  to  death  from  shock  or 
collapse,  arrd  allaying  pain. 

The  patient,  if  not  already  in  bed,  should  at  once  be  placed  there, 
and  the  clothes  removed  with  as  little  disturbance  as  possible.  She 
must  be  kept  absolutely  quiet  on  her  back.  A  hypodermic  injection 
of  morphia  will  have  the  effect  of  allaying  pain  and  lessenirrg  the 
amount  of  shock,  as  well  as  rendering  her  Itss  restless. 

If  great  prostration  or  collapse  ensue,  it  may  be  necessary  to  resort 
to  alcoholic  stimulants,  such  as  iced  brandy  and  water,  iced  cham- 
pagne, &c.,  but  opium  is  a  far  safer  restorative  in  these  cases. 
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Locally,  a  bladder  of  pounded  ice  may  be  placed  over  the  lower 
abdomen,  or  iced  water  injected  pe7'  reatum  if  deemed  advisable. 

In  patients  whose  abdominal  walls  are  thin  and  lax,  it  is  a  question 
whether  the  better  plan  is  not  to  cover  the  abdomen  with  thick  pads 
of  cotton-wool  or  folded  napkins,  and  exercise  as  much  compression 
as  deemed  prudent  by  means  of  a  broad  bandage,  extending  from 
the  hips  to  the  ensifoi-m  cartilage,  which  w^ill  materially  lessen  the 
capacity  of  the  abdomen,  and  so  exercise  pressure  upon  the  bleeding 
vessels. 

Under  no  circumstances  should  hot  fomentations  or  poultices  be 
employed  in  the  early  siage  with  a  view  to  relieve  the  abdominal 
pain  :  they  would  but  tend  to  encourage  the  extravasation,  and  thus 
defeat  our  main  object. 

If  extra-uterine  gestation  be  known  or  suspected  to  have  been 
present,  and  rupture  of  the  cyst  is  the  presumable  cause  of  the  haemor- 
rhage, if  this  latter  be  very  severe,  as  evidenced  by  the  effect  produced 
upon  the  system,  it  is  quite  an  open  question  whether  we  are  not  per- 
fectly justified  in  making  an  exploratory  incision  in  the  abdomen  and 
endeavouring  to  secure  the  bleeding  ve^-sels  by  ligature  or  otherwise. 
Nay,  more,  is  not  the  performance  of  gastrotomy  imperatively  de- 
manded where  we  have  every  reason  to  believe  that,  in  these  days  of 
antiseptic  abdominal  surgery,  the  operation  might  be  done  with  safety 
and  success  1 

Few  practitioners  will  probably  be  inclined  to  follow  the  French 
custom  of  bleeding  from  the  arm,  or  the  application  of  twenty  leeches 
to  the  abdomen,  with  a  view  to  arresting  the  internal  haemorrhage. 

Duriog  the  first  few  days  the  diet  must  be  simple,  unstimulating, 
and  restricted  in  quantity,  sufficient  only  being  taken  to  prevent  ex- 
haustion. As  little  alcohol  as  possible  should  be  given.  The  patient 
should  be  kept  slightly  under  the  influence  of  opium  ;  the  catheter 
had  better  be  passed  about  every  eight  hours.  No  attempt  at  relieving 
the  bowels  should  be  resorted  to ;  if  much  discomfort  be  present, 
opium  should  be  administered  per  rectum.  The  efficacy  of  astringents 
and  haemostatics  in  arresting  the  haemorrhage  is  very  problematical ; 
sulphuric  or  gallic  acid  may  be  tried  if  thought  desirable,  or  ergot 
may  be  given  by  the  mouth  or  subcutaneously. 

After  the  alarming  symptoms  of  the  first  stage  or  shock  have  sub- 
sided, a  certain  amount  of  feverish  reaction  generally  sets  in ;  the 
symptoms  of  per  itonitis  become  marked.  Salines,  quinine,  and  opium 
may  be  administered  internally,  and  a  few  leeches  applied  to  the 
abdomen.  Any  warm  poultices  or  fomentations  must  be  used  with 
great  care,  lest  a  fresh  access  of  haemorrhage  take  place.  Perfect  rest 
must  be  enjoined,  so  as  to  favour  adhesions  taking  place,  and  the 
eflfused  blood  becoming  encapsuled. 

Surgical  Treatment. — This  has  given  rise  to  endless  controversy, 
opinions  varying  very  considerably  as  to  the  expediency  of  puncturing 
the  tumour  after  the  more  acute  symptoms  have  passed.  '  So  long 
as  the  local  distress  is  not  urgent,  so  long  as  the  tumour  remains 
hard,  so  long  as  there  is  no  sign  of  septicaemia  or  irritative  fever,  so 
long  is  it  wise  to  follow  the  expectant  method,  observing  strict  rest, 
and  abstaining  from  all  local  interference.    But  when  the  tumour 
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softens,  when  it  enlarges  immoderately,  when  the  pulse  and  tem- 
perature rising  indicate  septiesemia,  then  it  is  time  to  consider  the 
resort  to  puncture  '  (Barnes).  The  usual  site  for  puncture  is  the 
upper  portion  of  the  posterior  cul-de-sac  of  the  vagina,  where  there  is 
generally  mai-ked  bulging.  In  some  cases  the  bulging  is  more 
prominent  in  the  rectum,  and  then  it  may  be 
deemed  prudent  to  puncture  per  rectum^ 
though  this  site  should  be  avoided  if  possible, 
as  '  the  irritating  and  exhausting  diarrhoea 
produced  by  evacuation  into  the  rectum  fre- 
quently adds  a  new  source  of  danger  to  a 
patient  already  much  enfeebled  by  the  pre- 
vious progress  of  the  affection  '  (Priestley). 

When  the  swelling  is  not  readily  acces- 
sible by  the  vagina,  but  reaches  high  up  into 
the  abdomen  and  there  is  obvious  pointing  ex- 
ternally, it  may  be  safer  to  puncture  through 
the  abdominal  walls. 

An  ordinary  bladder  trocar  (fig.  137)  may 
be  employed  if  the  effusion  be  broken  down 
and  sufficiently  liquid  to  pass  through  the 
canula.  The  left  fore-finger  being  inserted  ijer 
vaginam  and  passed  up  to  the  most  bulging 
point,  the  trocar  is  guided  by  the  right  hand 
along  the  finger  and  plunged  in  the  direction 
of  the  axis  of  the  pelvic  brim,  parallel  with 
the  posterior  wall  of  the  uterus.  The  trocar 
must  be  pushed  deeply  into  the  sac,  so  as  to 
penetrate  the  laminated  coagula  forming  the 
outer  boundaries,  which  are  often  of  consider- 
able thickness.  The  canula  may  be  left  in  situ 
for  the  fluid  to  drain  off,  or  a  drainage-tube 
inserted. 

If  the  blood  be  chiefly  coagulated  and  not 
fluid,  it  will  probably  be  necessary  to  enlarge 
the  opening  by  means  of  a  bistoury  or  teno- 
tomy knife,  or,  better  still,  by  the  galvanic 
or  Paquelin's  cautery  knife,  and  clear  out  the 
clots  by  the  aid  of  the  finger  or  scoop ;  but  it 
will  be  better  not  to  attempt  too  much. 
Where  decomposition  of  the  contents  of  the 
sac  arises,  the  cavity  must  be  washed  out  twice 
daily  with  some  disinfecting  fluid,  such  as 
acid,  iodine,  &c. 

If  there  be  signs  of  fresh  suppuration  after  the  use  of  the  trocar, 
with  renewed  distension  of  the  cyst,  the  laying  open  by  larger 
incision  will  be  almost  inevitable. 

In  these  cases  where  no  surgical  interference  is  resorted  to,  the 
patient  should  be  carefully  watched  for  many  consecutive  months. 
Absolute  rest  at  the  catamenial  periods  should  be  enjoined,  and  even 
in  the  interval  the  amount  of  exertion  should  be  carefully  limited  j 


-Bladder  Trocar. 
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no  undue  fatigue,  long  walks,  or  sexual  excitement  should  be  per- 
mitted. The  bowels  must  be  regulated,  the  diet  restricted  to  light 
and  easily  digestible  articles.  Tonic,  such  as  the  syrups  of  the  iodide 
or  bromide  of  iron,  citrate  of  iron  and  quinine,  bark  and  acid  with 
nux  vomica,  or  other  appropriate  mixture,  should  be  prescribed. 

Locally,  the  application  of  blisters,  painting  with  iodine,  or  the 
employment  of  mercurial  and  belladonna  ointments,  may  prove 
serviceable. 

Change  of  air,  and  everything  likely  to  restore  the  patient  to  her 
former  state  of  health,  should  not  be  forgotten. 
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CHAPTEK  XXIV. 

DISEASES  OF  THE  FALLOPIAN  TUBES,  INCLUDING  EXTRA-UTERINE 
GESTATION. 

Diseases  of  the  Fallopian  Tubes. — Saljnngitis,  or  mflammation 
of  tJie  Fallopian  tubes,  is  generally  the  result  of  extension  of  in- 
flammation from  the  lining  membrane  of  the  uterus.  The  acute 
form  ending  in  sup})ui-ation  is  mostly  observed  as  a  sequel  of  septic 
endometritis,  or  as  an  extension  of  gonorrhoea.  The  pus  accumu- 
lating in  the  tube  and  not  escaping  i-eadily  by  either  end  forms  a 
tortuous  dilatation  of  the  middle  portion  of  the  tube.  Sudden  and 
i-apidly  fatal  peritonitis  may  result  from  extension  of  the  inflam- 
matory process  through  the  fimbriated  extremity,  from  escape  of  pus 
through  the  same  orifice,  or  from  pus  being  poured  into  the  peritoneal 
cavity  througli  a  2)erforation  the  result  of  ulceration  or  rupture  from 
uadue  distension. 

Obstruction  or  obliteration  of  the  Fallopian  tube  may  occur  at 
any  portion  of  it,  in  consequence  of  pelvic  peritonitis  and  the  forma- 
tion of  bands  of  adhesion  which  constrict  the  tube,  or  if  the  latter 
become  twisted  or  bent  it  may  be  bound  down  by  lymph,  which  in 
process  of  contraction  effectually  closes  the  tube.  In  other  cases  the 
fimbriated  extremity  of  the  tube  becomes  matted  together  by  lymph. 
In  some  instances  a  small  polypoid  growth  may  interfere  with  the 
patency  of  the  uterine  orifice  of  th>  tube,  or  the  pressure  of  an 
interstitial  fibroid  may  have  a  similar  effect. 

The  result  of  obliteration  of  the  tubes,  where  both  are  affected,  is 
sterility.  Ha^matocele  may  be  caused  by  effusion  of  blood  into  the 
peritoneal  cavity,  when  rupture  of  the  Graafian  follicle  occurs  in  the 
surface  of  the  ovary,  the  ovum  not  being  conducted  into  the  tube. 

Where  the  obstruction  to  the  tube  is  only  partial,  the  impregnated 
ovum  ma}'  become  arrested  and  give  rise  to  the  most  frequent  form 
of  extra- uterine  gestation,  viz.  tubal  foetation.  Rupture  of  the  tube 
generally  occurs  at  a  later  stage,  and  death  from  haemorrhage  is  not 
infrequent. 

Dilatation  of  the  Fallopian  tube  may  result  from  obstruction  in 
some  portion  of  the  uterine  cavity,  as  at  the  internal  os,  in  cases  ot 
pronounced  flexion.  The  menstrual  blood  being  unable  to  gain  exit 
by  the  normal  outlet,  the  cavity  of  the  uterus  becomes  distended, 
reflex  action  is  excited,  uterine  colic  or  expulsive  pains  are  produced, 
and  i-etrograde  dilatation  of  the  uterine  ends  of  the  tubes  ensues.  It 
is  in  these  cases  that  the  uterine  sound  occasionally  passes  several 
inches  beyond  the  normal  distance,  though  there  is  little  doubt  but 
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that  in  some  instances  the  point  of  the  sound  perforates  the  softened 
muscular  tissue  of  the  uterus,  more  especially  within  a  few  weeks 
after  parturition,  when  the  uterus  is  in  a  condition  of  subinvolution. 

As  it  not  infrequently  happens  that  in  the  class  of  cases  likely  to 
produce  dilatation  of  the  tubes  we  may  have  to  resort  to  the  injection 
of  astringent  or  styptic  fluids  into  the  cavity  of  the  uterus,  to  restrain 
haemorrhage  or  to  check  profuse  uterine  leucorrhoea,  too  much  care 
cannot  be  exercised  in  avoiding  any  undue  force  and  in  providing  for 
the  return  of  the  fluid. 

Uterine  contractions  being  excited,  the  fluid  may  readily  be 
driven  along  the  tubes,  and  thus  cause  severe  symptoms  from  shock 
or  collapse,  or  set  up  peritonitis,  which  may  prove  fatal. 

There  is  also  danger  of  the  menstrual  secretion  finding  its  way 
into  the  peritoneal  cavity,  constituting  peri-uterine  hfcmatocele,  or  of 
any  collections  of  mucus  or  pus  being  driven  backward  and  setting 
up  peritonitis. 

In  cases  of  atresia  or  closure  of  the  uterus,  vagina,  or  vulva, 
leading  to  retention  of  the  menstrual  fluid,  the  Fallopian  tubes 
often  become  considerably  distended,  and  may  either  burst  or  become 
perforated,  and  so  allow  blood  to  become  extra vasated  into  the 
peritoneal  cavity.  In  pneJlm  pitblicce,  where  the  fimbriated  extremity 
of  the  tube  becomes  closed  in  consequence  of  extension  of  gonorrhoea, 
or  of  those  attacks  of  metritis  or  peritonitis  to  which  they  are  so 
subject,  symptoms  known  as  colica  scortorum  are  not  infrequent. 

Hydro- salpinx,  or  dropsy  of  the  tube,  occurs  in  those  cases  where 
stricture  or  obliteration  of  the  extremities  of  the  tube  takes  place. 
The  secretion  gradually  accumulating  and  being  unable  to  discharge 
itself  into  the  uterus  as  usual,  saccular  dilatation  of  the  tube  results, 
the  collection  in  some  instances  attaining  the  size  of  the  fcetal 
head,  or  even  larger.  The  distended  tube  usually  assumes  a  con- 
voluted form,  the  outer  extremity  presenting  the  maximum  of 
distension.  The  fluid  contents  vary  from  a  yellowish  limpid  serum, 
containing  large  quantities  of  albumen,  to  a  thick  mucopurulent  or 
sanguineous  fluid.  In  many  instances  both  tubes  are  similarly  aflected. 

Lawson  Tait  recently  exhibited  a  series  of  specimens,  twelve  in 
number,  illustrating  the  pathology  of  hydro-  and  pyo- salpinx.  They 
had  all,  with  one  exception,  been  removed  by  him  with  the  ovaries 
by  abdominal  section.  All  but  one  of  the  patients  were  married,  and 
with  one  exception  had  been  pregnant.  They  had  been  under  long 
treatment  for  severe  pain  and  menstrual  irregularity.  The  specimens 
consisted  of  more  or  less  dilated  and  thickened  Fallopian  tubes,  with 
adherent  ovaries.  Some  of  the  tubes  had  contained  serous,  and  some 
of  them  purulent  fluid.    The  features  common  to  all  the  cases  were 

(1)  a  history  of  some  previous  attack  of  inflammation  in  the  pelvis ; 

(2)  pain  on  exertion  and  during  sexual  intercourse  ;  (3)  irregular  and 
profuse  menstruation ;  (4)  tender  fluctuating  swellings  on  the  sides  of 
the  uterus,  fixed  in  the  pelvis. 

Diagnosis. — Dropsy  of  the  tube  may  sometimes  be  distinguished 
from  a  small  ovarian  cyst,  with  which  it  is  most  liable  to  be  con- 
founded, by  the  following  points  : — 

In  the  case  of  distension  of  the  tube,  the  swelling  is  generally 
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convoluted,  elongated,  and  cylindrical.  Its  position  is  more  anterior 
than  that  of  an  ovarian  cyst,  and  can  often  be  felt  behind  Poupart's 
ligament  by  conjoined  manipniation.  Affections  of  the  tubes,  ex- 
cluding tubal  gestation,  are  frequently  symmetrical,  when  the  uterus 
is  detecteil  in  a  central  position.  Where  one  tube  only  is  affected  it 
l)ushes  the  fundus  towards  the  opposite  side,  thus  causing  obliquity 
of  the  uterus.  Examination  of  the  fluid  when  drawn  off  by  the 
aspirator  would  also  assist  the  diagnosis. 

A  small  ovarian  tumour  generally  falls  behind  and  a  little  to  one 
side  of  the  uterus,  pushing  this  latter  forwards  against  the  symphysis, 
often  causing  pressuie  upon  the  bladder  and  even  retention  of  urine. 
It  is  usually  spherical  in  shape,  and  can  be  detected  readily  on 
examining  ^?er  rectum. 

Treatment. — Puncture  pe7^  vaginam,  with  an  aspirator  or  small 
trocar,  and  examination  of  the  fluid,  will  generally  enable  us  to 
distinguish  l)etween  dropsy  of  the  tube,  cyst  of  the  broad  ligament, 
ovarian  cyst,  and  an  extra -uterine  gestation  cyst.  As  Barnes  puts 
it,  absolute  precision  of  differential  diagnosis  is  not  imperative,  as  the 
same  indication  to  puncture  the  cyst  exists  in  all  these  cases.  In 
the  first  two  the  cyst  is  not  likely  to  refill,  whereas,  if  it  be  ovarian, 
the  fluid  will  in  all  probability  collect  again  within  a  very  short 
time. 

Fallopian  catheteri&ition,  by  means  of  a  fine  whalebone  probe,  has 
been  suggested  as  a  method  of  evacuating  the  retained  fluid  and 
keeping  the  uterine  ends  of  the  tubes  patulous,  but  has  not  met  with 
much  success. 

Lawson  Tait  avers  that  no  ti-eatment  besides  excision  of  the 
uterine  appendages  is  of  any  use.  The  removal  is  very  difficult,  as  the 
tubes  are  adherent  to  intestines,  bladder,  and  ovaries.  In  twenty-two  cases 
of  operation,  all  the  patients  recoveied  and  all  were  completely  cured. 

Pyo-salpinx  or  accumidation  of  pus  in  the  Falloj^ian  tube  is 
occasionally  associated  with  hydro-salpinx.  It  is  often  due  to  exten- 
sion of  gonori-hoea.  Symptoms  of  acute  inflammation  are  generally 
met  with  as  already  described.  The  treatment  is  similar  to  that  of 
hydro-salpinx. 

Hcemato  salpinx,  or  distension  of  the  Fallopian  tube  with  blood, 
not  infrequently  complicates  hsematometra  from  occlusion  of  some 
portion  of  the  genital  canal,  as  mentioned  under  dilatation  of  the 
tubes. 

Fibroid  tumours  or  myomas  similar  to  those  found  in  the  uterus 
may  occur  in  the  Fallopian  tubes. 

Tubercle  and  cancer  have  also  been  observed,  but  as  these 
affections  are  comparatively  very  rare,  and  but  little  can  be  done  in 
the  way  of  treatment,  we  need  not  stop  to  consider  them  further. 

Ectopic  or  Extra-uterine  Gestation. 

Although  this  subject  belongs,  strictly  speaking,  to  obstetrics,  it  will 
be  of  advantage  to  the  student  if  we  consider  the  question  in  the  pre- 
sent treatise,  as  a  knowledge  of  it  is  essential  in  forming  an  opinion  in 
all  cases  of  doubtful  or  obscure  pelvic  and  abdominal  tumours.  It 
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will  be  needless  to  enter  into  the  various  perplexing  varieties  that 
tlie  zeal  of  modern  obstetricians  has  elaborated. 

The  classification  of  the  late  Dr.  John  S.  Parry,  of  Philadelphia, 
who  recently  published  a  most  exhaustive  monograph  upon  extra- 
uterine pregnancy,  will  be  found  to  include  every  possible  variety.  It 
is  from  his  graphic  description  that  the  following  account  is  mainly 
condensed  : — 

Species.  Varieties. 

Tuho-ovarian  (the  germ  being  arrested  in  the  pavilion, 

which  contracts  adhesions  with  the  ovary). 
Tuho-ahdominal  (germ  arrested  in  the  same  locality. 

The  tube  may  contract  adhesions  with  neigh- 
bouring organs.  If  it  does  not,  the  chorion 
may  project  into  the  abdominal  cavity,  with  a 
part  of  its  surface  bare). 
Tubal  proper  (germ  arrested  between  the  pavilion  and 
that  port'on  of  the  oviduct  which  traverses 
the  uterine  wall). 
Tuho-uterine  (germ  arrested  in  that  portion  of  the  tube 
which  passes  through  the  uterus). 

(  Ovarian  proper  (germ  contained  in  the  ovary,  that 
organ  remaining  free  from  adhesions). 
Ovario-tuhal  (germ  contained  in  the  ovary,  which  con- 
tracts  adhesions  with  •  the  pavilion  of  the 
tube). 

I  Primary  (ovum  developed  from  the  outset  in  the  peri- 
toneal cavity). 

^  Secondary  (development  commences  in  the  tube  or  ovary, 
j  the  cyst  ruptures,  ovum  escapes,  and  continues 

1  to  live  and  develop  in  the  peritoneal  cavity). 

For  our  present  purpose  it  will  be  sufficient  to  consider  the  three 
species — tubal,  ovai^iayi,  and  ventral.  Of  500  cases,  collected  by  Dr. 
Parry,  21-4  were  tubal,  27  ovarian,  29  abdominal,  230  being  doubt- 
ful ;  but  even  here  there  are  some  manifest  sources  of  fallacy,  and 
as  the  author  himself  remarks,  '  the  above  statement  is  of  little 
value.' 

The  ovum  may  be  arrested  and  go  on  developing  in  any  portion  of 
the  oviduct,  constituting  tubal  pregnancy.  The  weight  of  authority 
is  in  favour  of  the  possibility  of  ovarian  pregnancy . 

Facts,  while  they  do  not  prove  that  fecundation  can  occur  in  the 
peritoneal  cavity,  make  it  extremely  probable  that  it  does  sometimes 
happen  ;  this  constitutes  abdominal  pregnancy. 

Causes.—  Pelvic  inflammations,  peri-  and  para-metritis,  frequently 
cause  extra-uterine  pregnancy  by  producing  constriction  and  displace- 
ment of  the  uterine  appendages.  Erratic  pregnancy  is  apt  to  occur  in 
women  who  have  become  pregnant  after  having  manifested  an  inapti- 
tude for  conception,  either  primarily,  or  after  they  have  borne  one  or 
more  children — frequently  after  a  long  pause  in  conception. 

Hernia  of  some  jDortion  of  the  internal  genital  organs  may  some- 
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times  cause  extra-uterine  gestation.  It  seems  not  improbable  that 
some  of  the  ordinary  uterine  displacements  may  occasionally  produce 
extra-uterine  conception  by  preventing  the  migration  of  the  ovum 
along  the  Fallopian  tubes. 

Tumours  of  the  uterus  and  surrounding  organs  sometimes  pro- 
duce this  accident  by  obstructing  the  Fallopian  tubes.  An  unhealed 
section  of  the  uterus,  made  in  the  operation  of  gastro- hysterotomy,  has 
caused  extra-utei-ine  gestation. 

Moral  and  mental  influences  have  been  supposed  to  cause  this 
accident,  such  as  strong  emotions,  occurring  during  or  shortly  after 
intercourse,  especially  in  widows  and  young  girls  who  indulge  in 
illicit  hymeneal  plejisures,  as  the  fear  of  discovery  or  fright  experienced 
during  or  immediately  after  the  sexual  act ;  but  it  is  to  be  remembered 
that  this  terrible  accident  is  much  more  frequently  due  to  pathological 
changes  in  the  internal  sexual  appai'atus,  than  it  is  to  emotional  dis- 
turb  inces  experienced  at  or  near  the  time  of  coitus. 

Any  injuries,  such  as  blows,  shocks,  falls,  or  severe  exertion 
during  the  first  few  days  after  conception,  may  alter  the  relation  of 
the  tubes,  ovaries,  and  uterus  in  such  a  manner  as  to  prevent  the 
descent  of  the  ovum. 

In  cases  of  combined  intra-  and  extra-uterine  pregnancy  the 
two  ova  may  obstruct  each  other  in  their  descent  to  the  uterus,  and 
thus  cause  the  accident. 

Vaiious  diseases  of  the  Fallopian  tubes  may  impede  the  descent  of 
the  ovum,  or  even  temporary  flexion  may  sometimes  obstruct  the 
oviduct,  and  thus  lead  to  the  arrest  of  the  germ.  Deranged  physio- 
logical action,  such  as  spasm  of  the  muscular  coat  of  the  tubes,  due  it 
may  be  to  the  violence  of  the  voluptuous  sensation  during  coitus ; 
paralysis,  too  great  relaxation  and  inaction  of  the  muscular  fibres  of 
the  canal,  have  likewise  been  supposed  to  cause  it.  Ovules  produced 
in  Graafian  vesicles  developed  on  the  margins  of  the  ovary,  and  espe- 
cially upon  its  posterior,  inferior  portion,  will  be  less  likely  to  reach 
the  tube  safely  than  those  liberated  from  the  upper  portion  and  near 
the  centre  of  the  ovary. 

Long-continued  functional  activity  of  the  genital  organs,  and  the 
diseases  produced  thereby,  are  not  without  influence  on  the  produc- 
tion of  extra-uterine  pregnancy  ;  hence  the  accident  is  more  frequent 
in  multiparas  than  in  primiparse. 

Pathological  Anatomy  — The  uferits  after  death  from  i-upture  in 
the  early  stages  is  found  to  be  more  or  less  enlarged.  It  always 
undergoes,  to  a  greater  or  less  extent,  those  changes  which  prepare  it 
for  the  reception  of  the  ovum.  The  oi'gan  is  more  vascular  than 
natural,  and  its  cavity  is  often  found  to  be  lined  with  a  decidua. 

This  is  absent  only  when  it  has  been  discharged  before  the  death 
of  the  patient,  being  rarely  retained  until  the  completion  of  gesta- 
tion, and  thrown  oflf  during  false  labour.  More  frequently,  if  the 
patient  goes  to  term,  it  is  discharged  during  the  early  periods  of  preg- 
nancy in  small  fragments,  and  without  producing  pain ;  or  else  it  is 
expelled  en  masse  with  symptoms  of  miscarriage. 

The  cervix  is  filled  with  a  plug  of  thick  gelatinous  mucus,  pre- 
cisely as  it  is  in  normal  gestation. 
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The  uterus,  although  prevented  from  discharging  its  functions, 
prepares  to  do  its  work  precisely  as  if  the  fertilised  germ  had  entered 
its  cavity. 

The  corpus  luteum  is  present  as  a  rule,  its  absence  is  the  ex- 
ception, especially  in  the  early  months  of  gestation.  It  is  a  curious 
fact  that  it  has  been  found  in  the  ovary  which  is  on  the  side  opposite 
to  that  occupied  by  the  gravid  cyst. 

If  the  gestation  is  ventral,  whether  primary  or  secondary,  the 
sac  is  composed  of  the  ovular  envelopes  of  the  foetus  alone,  or  con- 
joined with  an  adventitious  membrane,  formed  as  the  result  of  irrita- 
tion and  inflammation.  In  a  few  instances  of  secondary  abdominal 
gestation,  the  child  has  been  found  in  the  abdomen,  uncovered  by  any 
membranes,  or  surrounded  only  by  an  adventitious  cyst.  Upon 
opening  the  foetal  cyst  the  liquor  amnii  will  be  found  to  present  its 
normal  characters.  The  umbilical  cord  is  almost  always  normal  in  its 
formation.  The  placenta  varies  considerably  in  different  cases.  It 
may  be  attached  to  any  portion  of  the  surface  of  the  peritoneum, 
within  the  ruptured  foetal  cyst  whether  it  is  ovarian  or  tubal,  or  lastly 
within  the  uterus  itself. 

In  women  who  die  at  term,  the  womb  is  more  or  less  displaced.  It 
is  generally  elevated,  the  cervix  being  carried  towards  and  above  the 
pubes.  At  the  same  time  it  is  pushed  to  one  side,  though  it  is  some- 
times found  in  the  middle  line.  Though  the  foetus  is  generally  de- 
veloped behind  the  uterus,  it  may  lodge  anterior  to  the  organ,  which 
is  consequently  pushed  backwards  and  downwards.  In  rare  cases 
even  the  bladder  is  found  behind  the  vicarious  uterus. 

The  womb  is  enlarged  in  almost  all  instances.  Yery  rarely,  indeed, 
does  it  fail  to  undergo  some  nutritive  change,  but  at  term  the  organ 
is  not  often  found  larger  than  that  of  the  fourth  or  fifth  montn  of 
pregnancy,  and  at  this  time  it  rarely  contains  a  decidua;  this  has 
usually  been  thrown  off  before  death  occurs. 

The  autopsy  of  w^omen  who  have  lived  some  time  after  the  death 
of  the  child  may  reveal  characters  very  different  from  those  described. 
The  foetus  now  either  undergoes  decomposition,  or  the  cyst  shrinks, 
the  liquor  amnii  being  reabsorbed,  and  the  product  of  conceiDtion  lies 
quiescent  in  the  abdomen.  In  the  former  case  the  cyst  walls  will  be 
found  inflamed,  and  they  may  be  partially  or  wholly  destroyed. 

They  may  become  attached  to  the  surrounding  organs,  the  bladder, 
vagina,  intestinal  canal,  or  to  the  abdominal  wall,  by  either  or  by  all 
of  which  channels  the  cyst  may  be  found  discharging  its  decomposing 
contents.  The  foetus  may  be  found  but  little  altered,  or  most  of  the 
soft  parts  and  small  bones  may  have  disappeared  before  the  autopsy 
is  made. 

In  the  second  case,  in  which  the  child  remains  a  foreign  body — 
but  innocuous — the  cyst  wall  may  undergo  either  a  cartilaginous  or  a 
calcareous  degeneration. 

Under  the  same  circumstances  the  foetus  may  become  the  seat  of 
the  deposit  of  calcareous  salts — ossified,  the  old  writers  termed  it. 
It  is  then  converted  into  a  lithopaidion.  In  other  rare  cases  it  is 
converted  into  a  matter  like  adipocere.  In  some  cases  the  child 
simply  dries  up,  and  becomes  indurated  and  mummified,  from  ab- 
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sorption  of  its  fluids,  while  in  others  it  may  remain  almost  unchanged 
year  after  year. 

Sijmptouis. — These  vary  with  the  different  stages  of  the  gestation, 
and  may  be  conveniently  studied  under  three  divisions. 

1st.  Duiing  the  first  months  of  pregnancy,  when  the  fcetal  heart 
is  still  inaudible. 

2nd.  After  the  period  when  the  foetal  heart  can  be  heard,  and 
until  after  the  close  of  spurious  labour  at  term. 

3rd.  After  the  termination  of  false  labour,  or  the  death  of  the 
fQ3tus. 

First  Period. — The  patient  in  the  first  instance  supposes  herself 
to  be  pregnant,  and  during  the  first  month  or  two  nothing  particular 
occurs  to  wai-n  her  of  her  anomalous  condition.  The  early  symptoms 
of  gestation  appear ;  when  suddenly,  and  without  any  warning,  the 
unfortunate  victim  of  this  terrible  accident  is  seized  with  a  violent 
})ain  in  the  abdomen,  generally  described  as  colic,  and  referred  to  one 
or  other  hypogastric  region.  It  is  extremely  violent,  preventing  the 
patient  from  standing  erect,  or  lying  stretched  out  in  bed. 

It  produces  considerable  and  even  profound  prostration.  The 
surface  may  become  pale  and  cool,  the  skin  covered  with  a  cold, 
clammy  perspiration,  and  the  pulse  small  and  threadlike.  There  may 
be  vomiting,  and  the  suflfering  may  be  so  great  as  to  cause  syncope. 

The  pain  gradually  disappears,  and  the  patient  seems  to  recover, 
when  she  is  again  attacked  with  a  fresh  accession  of  pain  of  the  same 
terrible  seveiity.  These  paroxysms  are  renewed  Avith  more  or  less 
regularity  at  intervals  varying  from  a  few  days  to  two  or  three  weeks. 

These  pains  rarely  set  in  eailier  than  the  end  of  the  first  month 
after  conception,  and  their  accession  is  sometimes  postponed  until 
the  fourth  or  fifth  month,  though  not  often. 

If  rupture  does  not  occur,  the  attacks  of  colicky  pains  may  dis- 
appear some  time  after  the  fifth  month  of  gestation,  may  recur  to- 
A\  ards  the  end  of  pregnancy,  or  may  continue  nearly  or  quite  to  the 
end  of  gestation.  The  paroxysms  may  come  on  without  assignable 
cause,  or  may  depend  upon  coitus,  defsecation,  &c. 

It  appears  probable  that  they  are  produced  by  contractions  of  the 
f(Detal  cyst,  and  are  not  due  to  peritonitis,  as  frequently  supposed.  The 
pressure  of  the  foetal  cyst  upon  the  contiguous  structures  may  also 
partly  explain  them.  Hremorrhage  from  the  vagina  is  an  important 
phenomenon  of  this  early  stage.  The  flow  loses  its  periodicity  en- 
tirely, occurring  at  uncertain  and  irregular  intervals,  like  the  colicky 
pains.  It  sometimes  consists  of  dark-coloured  coagulated  blood,  at- 
tended with  the  discharge  of  the  decidua  en  masse  or  in  very  small 
pieces.  If  metrorrhagia  does  not  set  in  earlier,  it  is  very  likely  indeed 
to  make  its  appearance  immediately  before  rupture  of  the  cyst  takes 
place.  This  haemorrhage  is  due  to  general  congestion  of  the  internal 
generative  organs,  to  the  separation  of  the  ovum  from  the  cyst  walls, 
or  to  that  of  the  decidua  which  lines  the  uterus.  The  expulsion  of 
the  decidua  in  one  mass,  during  the  early  stages  of  the  gestation,  is 
attended  with  expulsive  pains  and  all  the  other  symptoms  of  abortion. 
The  patient  is  often  supposed  to  have  miscarried,  or  to  have  expelled 
a  mole  or  blighted  ovum,  and  only  a  careful  examination  of  what 
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has  been  passed  will  enable  the  physician  to  determine  the  question, 
and  keep  him  from  falling  into  errors  that  might  have  been  easily 
avoided. 

Physical  Signs. — Not  nntil  violent  pains,  or  hsemorihage,  or  both 
combined,  have  directed  attention  to  the  fact  that  there  is  something 
abnormal  about  the  woman's  condition,  will  a  vaginal  examination 
be  demanded.  The  uterus  will  then  be  found  to  be  enlarged,  though 
not  equal  to  that  of  uterine  pregnancy  of  the  same  duration,  except 
in  the  very  early  stages.  It  w^ill  usually  be  found  to  be  deviated 
■from  the  normal  position  by  the  presence  of  a  tumour  on  one  side, 
behind,  or  even  in  front  of  the  organ. 

The  tumour  is  generally  elastic,  fluctuates,  and  by  hallottement 
shows  that  it  contains  a  solid  body  floating  m  liquid.  It  may  be 
more  or  less  firmly  fixed,  or  may  enjoy  considerable  mobility.  If  the 
tenderness  be  so  great  as  to  preclude  a  satisfactory  examination  of 
the  pelvis,  ether  may  be  administered,  though  the  danger  of  retching 
afterwards  is  an  objection  to  its  employment.  Rapid  dilatation  of 
the  urethra,  so  as  to  allow  the  finger  to  be  introduced  into  the  bladder, 
has  been  proposed  as  an  additional  method  of  investigation,  to  aid  us 
in  detecting  the  peri-uterine  tumour,  the  finger  of  the  other  hand 
being  passed  into  the  vagina  or  rectum. 

Second  Period. — The  symptoms  at  this  stage  are  more  marked. 
The  ordinary  signs  of  pregnancy  continue.  The  colicky  pains  may 
persist  or  entirely  disappear.  After  the  fourth  month  their  severity 
is  generally  materially  diminished,  if  they  do  not  cease  to  occur.  The 
foetal  heart  is  audible.  The  fcetal  movements  are  often  well  marked, 
and  sometimes  extremely  painful,  appearing  more  vigorous  to  the 
patient  than  in  normal  gestation.  A  term  is  approached,  at  or  near 
the  time  of  spurious  labour,  when  the  child  perishes.  This  is  not 
infrequently  attended  with  symptoms  which  attract  the  attention  of 
the  mother,  such  as  violent,  disorderly,  and  even  painful  movements 
on  the  part  of  the  child,  after  which  they  cease  entirely.  The  foetus 
is  often  spoken  of  as  giving  a  violent  struggle  at  this  time,  though  the 
symptom  is  by  no  means  constant  in  its  occurrence. 

The  metrorrhagic  discharge  may  continue  during  this  stage,  or 
it  may  not.  If  the  decidua  has  been  thrown  off  during  the  early 
months  of  pregnancy,  metrorrhagia  is  exceedingly  apt  to  be  absent 
during  this  stage. 

The  breasts  undergo  the  usual  changes ;  they  become  fuller,  milk 
is  secreted,  the  areolae  darken  and  the  follicles  enlarge. 

Examination  of  the  Abdomen. — Upon  i7ispection,  the  enlargement 
is  generally  found  to  be  mainly  upon  one  side,  the  transverse  being 
greater  than  the  longitudinal  diameter.  The  head  or  breech  may  be 
detected  projecting  out,  or  foetal  movements  may  be  visible. 

The  abdominal  brown  line  may  or  may  not  be  developed.  Upon 
palpation  the  foetus  may  be  felt  to  be  very  superficially  situated  in  the 
abdomen,  as  if  the  skin  only  was  between  the  hand  and  the  child. 

As  pregnancy  advances  the  fundus  uteri  can  frequently  be  made 
out,  by  careful  palpation,  as  a  hard  pear-shaped  body  on  the  anterior 
surface  of  the  gravid  sac.  It  may  even  form  a  projection  which  is 
visible  on  inspection. 
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Auscivltation  reveals  the  same  sounds  that  are  heard  in  normal 
pregnancy.    They  are  sometimes  remarkable  for  their  intensity. 

rhijsical  Signs. — Upon  vaginal  examination  the  uterus  will  be 
found  to  be  enlarged,  but  not  in  proportion  to  the  duration  of  the 
pregnancy.  The  neck  will  be  found  more  or  less  softened,  enlarged, 
and  otherwise  altered,  as  after  normal  conceptions,  but  not  to  so 
marked  a  degree. 

The  uterus  is  generally  found  to  be  displaced,  pushed  to  either 
side,  or  forwards  and  upwards,  elevated  above  the  pubas,  so  that  it 
can  only  be  i-eached  with  the  greatest  difficulty.  A  tumour  will  be 
felt  generally  situated  behind  the  uterus,  and  in  the  latter  stages  may 
completely  till  the  pelvis.  Portions  of  the  foetus  may  be  felt  through 
the  vaginal  walls.  CEdema  of  one  or  both  lower  extremities  occa- 
sionally, though  not  very  freciucntly,  results  from  pressure  on  the 
larger  venous  trunks  of  the  pelvis  and  abdomen.  The  bladder  may  be 
so  pressed  upon  by  the  tumour  as  to  render  the  discharge  of  urine  diffi- 
cult and  painful,  or  arrest  the  flow  entirely.  The  rectum  may  be  so 
narrowed  as  to  lead  to  obstinate  constipation  or  complete  obstruction. 

Labour  at  Term. — Where  extra-uterine  pregnancy  is  prolonged 
until  the  end  of  the  normal  period  of  gestation,  it  is  the  rule  for  the 
woman  to  have  pains  identical  in  all  particulars  with  those  of  labour 
at  the  end  of  normal  pregnancy.  In  rare  cases,  spurious  labour  dops 
not  occur  at  the  end  of  gestation.  The  pains  have  the  natural  inter- 
mittent periodical  character,  so  that  the  patient  and  medical  attendant 
as  well  are  not  undeceived  until  a  vaginal  examination  is  made  by  the 
latter. 

In  some  instances  the  pains  come  on  prematurely,  as  in  normal 
pregnancy,  but  it  is  rare  for  '  delayed  labour  '  to  occur.  The  duration 
of  the  spurious  labour  varies  considerably,  from  a  few  hours  to  two 
or  three  weeks. 

The  severity  varies  much  in  different  persons.  Sometimes  they  are 
fugitive  and  comparatively  trivial,  so  that  it  is  difficult  to  recognise 
their  true  nature,  while  at  other  times  they  are  of  the  most  severe 
type,  and  tax  the  patient's  powers  of  endurance  to  the  last  degree. 

In  certain  cases,  though  not  very  frequently,  this  spurious  labour 
is  repeated  at  intervals  of  variable  duration,  often  at  periods  corre- 
sponding to  the  usual  term  of  pregnancy  for  several  consecutive  yeai-s. 

This  unavailing  labour  is  usually,  though  not  invariably,  attended 
with  a  h hemorrhagic  discharge  from  the  vagina,  followed  in  many  in- 
stances by  a  vaginal  discharge  which  resembles  more  or  less  closely 
the  lochia. 

In  connection  with  labour  at  the  close  of  extra-uterine  pregnancy, 
it  is  important  to  remember  that  it  rarely  ends  in  rupture  of  the  foetal 
cyst,  so  that  neither  our  prognosis  nor  treatment  need  be  influenced 
by  its  possibility  as  regards  the  mother.  As  to  the  child,  having  now 
reached  the  full  period  of  its  development,  and  the  placenta  undergoing 
those  changes  which  prepare  it  for  separation,  death  probably  ensues, 
though  in  the  opinion  of  a  number  of  competent  observers,  the  life 
of  the  foetus  may  be  maintained  for  some  time  after  the  termination 
of  the  usual  period  of  gestation. 

An  extra-uterine  child  may  be  retained  for  an  indefinite  time. 
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Though  the  presence  of  an  encysted  foetus  is  not  incompatible  with 
life,  and  even  with  comfort  and  usefulness,  the  woman  who  bears  such 
a  burden  with  her  is  in  constant  danger  of  the  cyst  taking  on  inflam- 
matory action,  which  will  greatly  endanger,  and  may  even  destroy 
her  lite.  After  this,  the  product  of  conception  may  become  desiccated 
or  mummified,  or  it  may  be  converted  into  a  substance  resembling 
adipocere,  or  into  a  calcareous  mass.  Again,  the  cyst  may  open  through 
the  abdominal  wall,  bladder,  vagina,  or  bowels,  the  debris  of  the  child 
being  discharged.  During  this  time  the  patient  is  liable  to  become 
exhausted,  symptoms  of  pysemia  or  septicsemia  setting  in. 

Sym2)toms  of  Rupture  of  the  Cyst. — Not  more  than  half  the 
women  afflicted  with  extra-uterine  gestation  carry  the  child  to  term  ; 
the  large  majority  of  the  other  half  are  the  victims  of  rupture  of  the 
cyst. 

After  various  attacks  of  colicky  pain,  she  suddenly  experiences 
pain  in  one  iliac  fossa.,  usually  associated  with  metrorrhagia.  At  the 
moment  of  rupture  she  feels  as  if  something  had  given  way  or  been 
torn  inside  her.  She  then  becomes  very  weak,  the  skin  is  cool  and 
pale,  often  covered  with  a  clammy  cold  sweat ;  her  pulse  is  almost 
obliterated.  Fainting  occurs,  the  syncope  is  often  of  the  most  terrible 
character,  the  depression  profound ;  convulsions  and  delirium  may 
supervene,  or  the  intellect  may  remain  perfectly  clear.  The  patient 
has  all  the  symptoms  of  violent  shock,  succeeded  by  those  of  haemor- 
rhage, for  which  the  slight  loss  of  blood  by  the  vagina  is  by  no  means 
sufficient  to  account.  The  abdominal  pain  is  very  severe.  If  metror- 
rhagia has  not  preceded  the  symptoms  of  rupture,  it  quickly  follows 
them  in  almost  all  instances. 

The  fainting  is  due  at  first  to  the  shock,  and  may  be  repeated,  but 
the  occuirence  of  fainting  during  the  progress  of  exti-a- uterine  preg- 
nancy does  not  indicate  intei-nal  haemorrhage  with  any  certainty.  It 
may  attend  the  attacks  of  colicky  pain  which  are  so  characteristic  of 
this  condition. 

Physical  Signs. — On  examining  per  vaginctm,  the  accumulation  of 
blood  in  the  pelvic  cavity  may  give  rise  to  a  sense  of  fulness,  which 
can  be  felt  behind  the  uterus,  but  no  distinct  tumour  will  be  found 
unless  the  patient  lives  long  enough  for  the  peritoneum  to  become  in- 
flamed and  for  the  eff*usion  to  become  encysted,  when  all  the  signs  of 
pelvic  hsematocele  will  disclose  themselves,  or  unless  the  cyst  occupy 
Douglas's  pouch  as  indicated  previously. 

The  patient  may  die  within  a  few  hours  from  shock  or  ha3morrhage, 
or  both  combined.  This,  however,  is  not  the  usual  result.  Ke- 
action  sets  in  after  some  houi's ;  the  abdomen  may  enlarge,  become 
tender  and  tympanitic,  symptoms  of  acute  peritonitis  rapidly  super- 
vening, the  pulse  increasing  in  frec|uency,  the  temperature  becoming 
elevated ;  but  this  is  not  the  rule. 

Peritonitis  is  a  rare  sequel  of  rupture  of  the  cyst,  and  even  when 
pain,  tenderness,  and  other  symptoms  of  this  affection  supervene  after 
the  escape  of  the  ovum,  they  do  not  necessarily  indicate  the  exist- 
ence of  inflammation. 

Peritonitis  so  rarely  follows  rupture  of  an  extra-uterine  gravid 
cy^t,  that  the  possibility  of  its  occurrence  need  not  be  taken  into  con- 
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sideration  in  the  decision  of  any  questions  relating  either  to  prognosis 
or  to  treatment. 

Twin  conception  in  extra-uterine  gestation  is  much  more  frequent 
than  in  normal  gestations,  though  both  children  are  rarely  developed 
in  the  same  locality. 

Pregnancy  may  occur  while  carrying  an  extra-uterine  foetus,  labour 
being  perfectly  easy  and  natural,  though  the  tumour  resulting  from 
the  misplaced  conception  may  produce  very  distressing  mechanical 
effects  during  a  subsequent  normal  gestation. 

Kepeated  extra-uterine  pregnancy  has  been  known  to  occur  with- 
out materially  increasing  the  danger. 

Pregnane!/  in  a  Hernial  Sac — inguinal  for  the  most  part,  may 
occur,  though  it  is  possible  in  the  crural  or  even  umbilical  regions. 
The  tumour  may  be  both  painful  and  sensitive,  but  the  paroxysmal 
attacks  of  abdominal  pain  and  colic,  which  have  been  spoken  of  as  so 
characteristic  of  misphiced  pregnancies  in  organs  which  are  not  in- 
tended to  undergo  any  amount  of  distension,  are  absent.  The  patient 
is  inconvenienced  chiefly  by  the  locality  and  size  of  the  tumour,  which 
may  even  reach  to  the  knees.  The  foetus  itself  can  be  felt  in  the 
mass,  as  also  its  movements,  while  the  sounds  of  the  child's  heart  and 
the  placental  murmur  can  be  heard  on  auscultating  it. 

Terminations  and  Mortality. — Ruptttre  of  the  cyst  generally  occurs 
before  the  end  of  the  fourth  month.  The  patient  may  still  go  to  full 
term  if  the  placenta  remain  undisturbed.  There  may  or  may  not  be 
peritonitis,  leading  to  secondary  encystment  of  the  foetus.  The  rule 
is  that  these  melancholy  cases  end  in  death. 

Changes  which  folloio  Retention  of  the  Foetus  for  a  long  ijeriod. — 
Where  the  sac  has  not  ruptured  at  the  end  of  the  nine  months,  the 
liquoi'  amnii  ceases  to  be  secreted  and  becomes  i-eabsorbed. 

The  cyst  walls  contract,  the  infant  becomes  compressed  and  con- 
verted into  a  hard  mummified  mass,  or  from  calcareous  deposition 
becomes  ossified  or  petrified  and  converted  into  a  lithopsedion,  or 
becomes  converted  into  a  friable  fatty  substance  like  adipocere. 

Discharge  of  the  child  through  the  howel,  bladder,  vagina,  or  ah- 
dominal  loall. — If  the  cyst  does  not  become  quiescent,  it  inflames  and 
suppuration  occurs ;  peritonitis  is  set  up  which  produces  adhesions 
between  the  cyst  and  the  adjoining  organs,  including  the  anterior  ab- 
dominal wall ;  the  cyst  then  opens,  and  air  being  thus  admitted  into 
the  cavity  of  the  cy^t,  decomposition  of  its  contents  goes  on  rapidly 
until  the  soft  parts  are  destroyed.  The  rectum  or  sigmoid  flexure  is 
generally  the  site  where  the  cyst  opens  into  the  bowel ;  about  the 
umbilicus,  and  in  the  middle  line  just  below  it,  when  through  the 
abdominal  wall.  The  most  frequent  position  is  the  intestinal  canal, 
next  through  the  abdominal  wall,  and  then  through  the  vagina  and 
l)ladder  respectively ;  the  danger  increasing  in  ratio  with  the  rarity 
of  the  mode  of  exit. 

Mortality.— 0^:  500  cases  recorded,  336  died,  and  163  recovered  ; 
a  mortality  of  over  67  per  cent.  Rupture  of  the  cyst  was  the  most 
frequent  cause,  occurring  in  174  of  the  cases,  nearly  53  per  cent. 

Diagnosis.- — Before  the  foetal  heart  can  he  heard. — Where,  from  the 
^first,  the  patient  has  a  conviction  that  she  has  conceived,  colicky  pains 
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in  the  liypogastrium  or  iliac  region  occur  of  the  most  severe  character, 
producing  collapse  more  or  less  profound,  with  or  without  syncope, 
when  these  pains  come  on  in  paroxysms,  or  have  violent  exacerba- 
tions at  more  or  less  regular  intervals,  with  a  bloody  discharge  from 
the  uterus — the  existence  of  extra-uterine  pregnancy  should  always  be 
suspected.  If  symptoms  of  abortion  supervene,  with  the  discharge 
of  a  decidua,  or  if  the  phenomena  of  rupture  of  the  cyst  follow  the 
symptoms  just  enumerated,  it  is  the  duty  of  the  practitioner  to  treat 
the  patient  as  if  she  were  carrying  an  extra-uterine  child. 

Combined  vaginal  and  abdominal  examination  may  reveal  the 
presence  of  a  tumour  by  the  side  of  the  uterus ;  a  sign  of  the  highest 
importance.  But  unfortunately  there  is  generally  so  much  tenderness 
of  the  parts  at  this  stage  of  the  pregnancy,  that  it  is  useless  to  attempt 
to  derive  any  knowledge  from  a  physical  examination  unless  the 
patient  be  anaesthetised,  and  even  this  is  not  unattended  with  danger, 
since  the  vomiting  which  it  so  often  causes  may  lead  to  rupture  of 
the  cyst,  the  most  fatal  of  all  the  terminations  of  misplaced  conception. 
If  ballottement  can  be  detected,  this  removes  all  doubts  as  to  the 
nature  of  the  tumour.  It  has  sometimes  been  detected  as  early  as 
the  second  month.  If  the  ordinary  methods  of  examination  fail,  the 
ui-ethra  may  be  rapidly  dilated  and  the  finger  passed  into  the  bladder, 
the  index  finger  of  the  other  hand  being  passed  into  the  vagina  or 
rectum,  by  which  means  the  parts  can  be  thoroughly  explored. 

Pelvic  inflammation,  cellulitis,  abscess,  &c.,  may  be  mistaken 
for  extra-uterine  gestation,  if  the  clinical  history  be  not  carefully 
noted.  Even  if  the  pain  be  somewhat  paroxysmal,  the  exacerbations 
are  periodical,  returning  with  the  meristrual  periods.  The  pelvic 
swelling  differs,  too,  very  considerably  from  that  found  in  extra- 
uterine pregnancy,  and  there  is  no  conviction  on  the  part  of  the 
.patient  that  she  is  pregijant,  or  any  history  of  amenorrhoea,  except  of 
course  where  cellulitis  follows  abortion  or  parturition. 

Pelvic  Hcematocele. — Here,  again,  the  absence  of  any  history  such 
as  will  be  found  detailed  elsewhere  under  this  heading,  will  assist 
materially  in  the  formation  of  an  opinion.  There  are  no  mammary  or 
other  symptoms  of  pregnancy,  no  increased  bulk  of  the  uterus,  soften- 
ing of  the  cervix,  &c. 

Rttroversion  of  gravid  womb  may  be  easily  mistaken  for  an  extra- 
uterine gestation.  The  only  way  of  forming  a  correct  opinion  is  by  a 
careful  investigation  of  the  rational  and  physical  signs  presented  by 
the  patient.  The  colicky  pains,  with  profound  prostration  and  occa- 
sional syncope,  are  absent  in  retroversion.  There  is  also  an  absence 
of  metorrhagia  in  the  latter,  whereas  it  is  frequent  in  extra-uterine 
gestation.  Retention  of  urine  is  much  more  frequent  in  the  early 
stages  of  pregnancy  with  retroversion,  than  it  is  in  extra-uterine 
gestation.  In  the  latter,  also,  the  fundus  uteri  can  frequently  be  felt 
in  front  of  the  gravid  cyst,  whereas  in  retroversion  it  is  posterior. 

The  differential  diagnosis  in  these  cases  is,  however,  often  very 
diflGicult. 

Dermoid  or  piliferotis  cyst  of  the  ovary  has  frequently  been  mis- 
taken for  an  ovarian  conception.  The  pi-esence  of  steatomatous  matter, 
hair,  teeth,  and  even  bones  in  the  interior  of  an  ovarian  cyst,  is  not  an 
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indication  that  the  woman  in  whom  such  a  growth  is  found  has  ever 
been  pregnant. 

Conceptions  in  the  rudimentay^y  horn  of  a  double  uterus  cannot 
be  distinguished  from  extra-uterine  gestation  in  the  early  stages ; 
they  run  much  the  same  course,  but  rupture  occurs  rather  later  than 
in  cases  of  Lubal  gestation.  Nothing  would  be  gained  either  if  a 
diagnosis  could  be  made,  the  indications  for  treatment  being  the 
same  under  both  circumstances. 

After  the  foital  heart  can  be  heard ^  there  is  no  longer  any  doubt  of 
pi-egnancy  ;  it  is  now  a  question  of  intra-  or  exti-a-uterine  gestation. 
In  (?.x-^;rt- uterine  the  gravid  tumour  is  usually  developed  upon  one  side 
of  the  uterus,  which  it  deflects  either  to  the  right  or  left,  or  pushes 
forwards,  towards  and  above  the  pubes,  so  that  the  os  is  reached  with 
difficulty  or  cannot  be  found  at  all.  Retro-uterine  fulness  associated 
with  displacement  of  the  os  uteri  forwards  and  upwards,  is  of  the 
greatest  importance ;  the  detection  of  the  uterus  as  a  hard  pyriform 
body  upon  the  anterior  surface  of  the  foetal  cyst ;  deviations  of  the 
bladder  and  rectum  ;  the  disproportion  between  the  development  of 
the  utei'us  and  the  duration  of  pregnancy,  and  the  abnormal  shape  of 
the  gravid  tumour,  the  transverse  diameter  of  which  is  often  greater 
than  the  vertical,  will  all  assist  us  in  forming  a  correct  opinion. 
During  the  progress  of  spurious  labour  at  term,  extra-uterine  preg- 
nancy has  been  mistaken  for  rupture  of  the  uterus. 

Diagnosis  after  the  death  of  the  child  may  be  very  difficult,  except 
in  those  cases  where  a  fistulous  communication  has  formed  in  the  abdo- 
minal wall,  or  the  cyst  has  opened  into  the  bowels,  bladder,  or  vagina. 

As  a  rule,  it  will  be  found  that  all  such  women  have  a  firm  con- 
viction that  they  were  pregnant  when  the  abdominal  tumour  made 
its  appearance.  They  will  give  the  history  of  labour  at  or  near  term, 
attended  with  uterine  haemorrhage,  and  followed  by  the  secretion  of 
milk  and  diminution  in  size  of  the  abdomen.  Under  these  circum- 
stances extra-uterine  pregnancies  have  been  supposed  to  be  fibroid 
tumours,  ovarian  cysts,  and  cancer  of  the  omentttm. 

The  absence  of  the  symptoms  of  pregnancy  during  the  early  stages 
of  their  development,  the  absence  of  f;dse  labour  at  or  near  the  end 
of  nine  months,  and  the  steady,  regular  increase  in  their  size  after 
the  end  of  the  usual  period  of  gestation,  will  serve  to  distinguish 
fibroid  and  ovarian  tumours.  We  should  place  very  little  confidence 
in  the  statements  of  patients  if  they  are  not  in  harmony  with  the 
physical  signs.  Encephaloid  disease  of  the  liver,  mesentery,  omentum, 
and  ovaries  has  been  mistaken  for  an  extra-uterine  child. 

In  cases  of  doubt,  the  foetus  being  dead,  the  trocar  has  been  used 
to  draw  ofi"  some  liquor  amnii  in  order  to  confirm  the  diagnosis.  This 
practice  cannot  be  too  strongly  condemned.  Unless  it  has  been  decided 
to  operate  immediately  for  the  removal  of  the  foetus,  the  use  of  the 
trocar  is  utterly  unjustifiable.  A  few,  but  very  few,  women  have  long 
survived  its  use.  Puncture  with  either  the  trocar  or  aspirating 
needle  is  liable  to  be  followed  by  collapse,  peritonitis,  or  septicaemia, 
either  of  which  may  prove  fatal. 

Prognosis.— This  is  always  grave.  Of  all  the  varieties,  that  of 
the  abdominal  cavity  is  the  most  favourable. 
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The  prognosis  varies  materially  with  the  stage  of  gestation.  It  is 
much  graver  in  the  first  than  it  is  in  the  latter  half  of  pregnancy. 
If  a  patient  reaches  the  middle  of  the  fourth  month  without  rupture, 
it  is  probable  that  she  will  go  to  term.  When  rupture  occurs,  it  is 
almost  invariably  fatal.  At  term,  when  false  labour-pains  supervene, 
the  prognosis  is  for  a  time  more  unfavourable.  This  period  of  in- 
creased fatality  continues  until  the  patient's  system  has  in  a  measure 
recovered  from  the  pseudo-puerperal  condition  which  is  induced.  The 
jjatient  sometimes  dies  suddenly  with  symptoms  of  collapse  at  this 
period. 

After  the  death  of  the  foetus,  and  the  restoration  of  the  normal 
condition  of  the  system,  the  retention  of  an  extra-uterine  foetus  is 
not  incompatible  with  a  long  and  useful  life,  but  a  patient  is  never 
free  from  danger  while  she  is  carrying  an  encysted  child.  Violent 
exercise,  injuries,  blows,  strainings,  and  similar  mechanical  irritations, 
may  be  the  exciting  cause  of  inflammation  of  the  sac  at  any  time. 
Hence,  violent  pain,  with  fever,  and  evidences  of  inflammation  follow- 
ing these,  always  demands  a  cautious  prognosis. 

Depressing  diseases,  as  any  of  the  continued  fevers,  or  local  affec- 
tions which  induce  a  profoundly  typhoid  condition,  endanger  the 
patient  by  impairing  the  nutrition  of  the  cyst  and  leading  to  destruc- 
tive inflammation. 

Recovery  frequently  ensues  after  the  discharge  of  the  contents  of 
the  foetal  cyst  through  the  rectum,  vagina,  bladder,  or  abdominal  wall. 
The  last  is  the  most  favourable  of  these  terminations ;  that  by  the 
rectum  the  most  unfavourable. 

The  occurrence  of  profound  prostration,  hectic,  or  septicaemia, 
during  the  process  of  elimination,  is  always  a  grave  indication.  Com- 
bined intra-  and  extra-uterine  pregnancy  is  not  more  unfavourable 
than  when  only  one  germ  is  fecundated,  and  that  is  developed  outside 
of  the  womb. 

Hernial  or  extra-abdominal  gestation,  which  is  at  the  same  time 
extra-uterine,  is  one  of  the  most  favourable  varieties,  both  as  regards 
the  life  of  the  mother  and  child. 

The  supervention  of  pregnancy  in  a  patient  who  is  carrying  an 
encysted  extra- uterine  child,  while  it  may  produce  no  bad  symptoms, 
always  increases  the  danger  of  the  patient.  The  throes  of  labour  may 
displace  and  bruise  the  cyst,  and  lead  to  inflammation,  suppuration, 
and  purulent  or  putrid  contamination  of  the  blood  at  a  period  when 
the  patient  is  least  able  to  resist  these  unhappy  influences. 

The  life  of  a  woman  who  conceives  a  uterine  child,  while  carrying 
one  outside  pf  the  womb,  is  not  so  much  endangered  by  accidents 
occurring  during  labour  as  it  is  by  those  which  may  follow  it.  Ex- 
perience proves,  however,  that  a  woman  may  safely  give  birth  to  a 
number  of  infants  while  carrying  an  encysted  foetus  in  her  abdomen. 

Treatment. — This  varies  with  the  stage  of  gestation  : — 

1.  During  the  first  four  months.  2.  During  the  remainder  of  the 
usual  term  of  gestation.  3.  After  that  period,  or  after  the  death  of 
the  foetus. 

First  Period. — Treatment  is  here  palliative,  or  curative  and  ra- 
dical. It  is  generally  for  the  relief  of  the  colicky  pains  that  we  are  first 
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consulted.  Opium  in  large  doses  is  most  likely  to  lessen  the  contrac- 
tions of  the  foetal  cyst,  these  being  the  probable  cause  of  these  pains. 

Anaesthetics  would  only  endanger  the  rupture  of  the  cyst,  by 
causing  the  patient  to  struggle,  or  by  inducing  vomiting. 

Morphia  may  be  injected  hypodermically  ;  opium  administered  as 
suppository  or  enema  by  the  rectum,  applied  locally,  or  given  by  the 
mouth. 

The  patient  must  be  kept  strictly  quiet ;  alcoholic  stimulants  given 
if  requisite,  to  counteract  shock  and  prevent  collapse. 

The  bowels  must  be  carefully  regulated,  and  the  bladder  attended 
to  it"  requisite.  If  extra-uterine  gestation  be  suspected,  the  patient 
should  be  instructed  to  avoid  all  sudden  exertion,  straining  at  stool, 
lifting  heavy  weights,  or  any  laborious  occupation.  She  should  also 
avoid  anything  likely  to  excite  the  emotions. 

The  radical  or  curative  ti-eatment  is  a  matter  of  great  importance. 
Ruptui-e  of  the  cyst  will  probably  occur,  and  end  fatally  before  the 
end  of  the  fourth  month.  To  prevent  this,  and  save  the  life  of  the 
mother,  it  has  been  proposed  to  destroy  that  of  the  foetus.  To  accom- 
plish this,  various  measures  have  been  proposed. 

Destruction  of  the  Ovum  through  the  system  of  the  mother. — Star- 
vation, copious  and  repeated  bleedings,  purgatives,  ergot,  iodide  of 
potassium,  and  mercurial  frictions ;  strychnia  so  as  to  produce 
the  minor  toxical  effects  on  the  mother;  have  all  been  proposed.  Dr. 
Barnes  has  even  suggested  sypliilisation.  None  of  these,  however, 
can  be  relied  upon. 

Compression  of  the  tumour  by  bags  of  sand  is  at  best  uncertain ; 
the  abdomen  is  too  tender,  and  there  is  danger  of  separating  the 
placenta  and  causing  rupture  of  the  cyst. 

Galvanism  and  Electricity. — An  electric  current  by  no  means 
surely  destroys  the  product  of  conception  ;  it  cannot  be  relied  upon  in 
all  cases,  yet  it  may  prove  eftectual.  One  pole  of  an  ordinary  magnetic 
machine  may  be  ajoplied  to  the  tumour  in  the  vagina  through  an 
ordinary  glass  speculum,  the  other  being  applied  to  the  surface  of  the 
abdomen  over  the  foetal  cyst. 

Another  method  is  to  pass  one  of  the  excitors  connected  with  a 
Leyden  jar  into  the  rectum,  in  contact  with  the  tumour,  being  careful 
to  avoid  the  lumbo-sacral  plexus  of  nerves,  while  the  other  is  passed 
into  the  vagina  and  brought  in  contact  with  the  anterior,  inferior 
part  of  the  cyst. 

Keller  opposes  the  use  of  electricity  in  any  form,  for  fear  of  bring- 
ing on  contraction  of  the  cyst  or  the  surrounding  muscles,  and  pro- 
ducing separation  of  the  placenta  and  its  consequences. 

The  injection  of  narcotic  substances  into  the  cyst,  such  as  half  a 
grain  of  morphia  hj  the  hypodermic  syringe,,  has  been  tried.  This 
treatment,  if  adopted,  should  be  resorted  to  as  early  as  possible,  with 
a  view  to  poisoning  the  amniotic  fluid  by  which  the  embryo  is  sur- 
rounded. Of  the  true  value  of  narcotic  injections  into  the  cyst  we  can 
say  nothing. 

Puncture  of  the  fetal  cyst.— The  death  of  the  foetus  is  not  insured 
by  the  discharge  of  the  liquor  amnii ;  puncture  with  a  trocar  or 
aspirator  is  not  without  danger  to  the  mother.    Thomas  resorted  to 
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this  method  twice,  and  lost  both  patients,  one  from  septicaemia ;  the 
other  from  haemorrhage  into  the  sac  and  rupture. 

The  trocar  should  never  be  used  unless  it  be  the  intention  to  re- 
move the  foetus  at  once,  either  by  gastrotomy  or  other  operation,  suppos- 
ing the  diagnosis  be  confirmed.  If  the  foetus  be  destroyed  in  the  early 
stages,  the  hope  for  the  patient  is  that  it  will  become  encysted  and 
remain  quiescent  throughout  the  rest  of  her  life.  To  do  this  it  is 
necessary  in  most  instances  to  maintain  the  integrity  of  the  cyst 
avails. 

Removal  of  the  Foetus  'per  vaginam. — If  the  tumour  be  low 
down  in  the  pelvis,  occupying  Douglas's  pouch,  fluctuation  or  hal- 
lottement  be  detected,  the  diagnosis  of  exti-a-uterine  gestation  more 
than  suspected,  and  the  probability  of  reaching  the  sac  tolerably  cer- 
tain, the  safest  and  best  method  of  dealing  with  the  case  will  prob- 
ably be  that  suggested  and  successfully  performed  by  Thomas.  This 
consists  in  passing  a  large  Sims's  speculum,  drawing  back  the  pos- 
terior vaginal  wall,  and  cutting  slowly  into  the  sac  by  means  of 
Paquelin's  cautery  knife  brought  to  a  dull  red  heat.  The  foetus 
generally  escapes  with  the  rush  of  liquor  amnii.  No  attempt  should 
be  made  to  remove  the  placenta.  This  must  be  left  to  come  away 
subsequently,  precaution  in  the  meantime  being  taken  by  means  of 
drainage  and  injections  to  prevent  any  symptoms  of  septicaemia 
occurring.  Should  haemorrhage  prove  troublesome,  the  cyst  must  be 
stuffed  with  antiseptic  cotton,  renewed  as  often  as  may  be  thought 
desirable. 

Extirimtion  of  the  Fcetal  sac. — Where  the  gestation  is  apparently 
tubal,  removal  of  the  cyst  entire  by  gastrotomy  has  been  resorted  to 
successfully.  The  broad  and  ovarian  ligaments  with  the  Fallopian 
tube  being  included  as  a  pedicle  in  a  ligature,  the  foetal  mass  is  re- 
moved, and  the  abdominal  wound  closed,  as  in  cases  of  ovariotomy. 

Treatment  of  Rupture  of  the  Cyst  in  the  early  stages  of  pregnancy. 
The  only  remedy  that  can  be  proposed  to  rescue  a  woman  under  these 
unfortunate  circumstances  is  gastrotomy — to  open  the  abdomen,  tie 
the  bleeding  vessels,  or  to  remove  the  sac  entire.  The  great  impedi- 
ment to  the  adoption  of  this  treatment  is  the  uncertainty  of  diagnosis, 
and  the  dread  of  not  being  able  to  arrest  the  haemorrhage  after  the 
abdomen  has  been  opened.  Yet  even  if  the  operation  be  not  suc- 
cessful, the  surgeon  cannot  tax  himself  with  having  shortened  the  life 
of  his  patient  by  a  single  day.  Pressure  on  the  abdominal  aorta  may 
be  tried,  when  the  patient  is  first  seen,  to  check  further  haemorrhage. 

The  tendency  of  modern  operators  is  unquestionably  to  give  the 
patient  the  benefit  of  the  doubt.  Where  the  history  points  to  extra- 
uterine gestation,  and  the  patient  is  evidently  sinking  from  internal 
haemorrhage,  an  exploratory  incision  through  the  abdominal  walls  is 
perfectly  justifiable.  Cases  have  been  reported  where  the  cyst  has 
been  successfully  removed,  and  the  patient's  life  saved  in  consequence. 

If  the  pregnancy  prove  to  be  ovarian,  the  organ  may  be  ligated 
and  removed.  In  tubal  pregnancy  the  bleeding  surface  may  be 
secured  by  passing  a  double  silk  ligature  through  the  broad  ligament 
below  the  tumour,  and  tying  one  strand  on  either  side  of  the  fcetal 
cyst. 
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Tubo-vitei'ine  gestations  offer  the  greatest  difficulties,  since  a  por- 
tion of  the  uterus  would  have  to  be  included  in  the  ligatures,  but  even 
this  is  not  incompatible  with  recovery.  The  haemorrhage  may  be 
arrested  by  means  of  the  galvano-cautery.  This,  whenever  obtainable, 
may  be  used  not  only  to  arrest  the  hsemoirhage,  but  may  be  still 
further  utilised  in  the  treatment  of  these  serious  cases  in  removing  the 
cyst  in  place  of  resorting  to  any  cutting  operation. 

If  necessary  to  remove  the  uterus,  section  must  be  made  through 
the  cervix,  the  stump  being  transfixed  in  the  same  way  as  described 
when  speaking  of  Pean's  operation  for  fibroids.  If  the  uterus  be  ex- 
tirpated, the  ovaries  should  be  removed  at  the  same  time,  in  order  to 
prevent  the  danger  of  another  misplaced  conception. 

After  the  fourth  month  rupture  of  the  cyst  is  much  less  likely  to 
occur  than  before  that  period.  The  cyst  rarely  gives  way  during  the 
pains  of  the  false  labour  which  occurs  at  term.  At  this  time  the  pain 
must  be  controlled  by  large  doses  of  opium.  No  operation  should  be 
performed  unless  the  cyst  has  ruptured,  or  the  mother's  condition 
becomes  so  desperate  that  she  must  inevitably  perish.  Extreme  pro- 
stration may  be  temporarily  counteracted  by  transfusion. 

Gastrotoiiiy,  for  the  extraction  of  an  extra-uterine  child  at  full 
term,  has  been  advocated  and  condemned  with  equal  warmth.  The 
primaiy  operation,  where  the  life  of  the  child  is  considered  in  deter- 
mining the  time  for  interference,  has  been  successfully  performed,  but 
as  yet  the  opei-ation  has  proved  far  from  promising  in  the  majority  of 
the  cases. 

The  secondary  operation,  performed  some  time  after  the  death  of 
the  child,  when  the  system  of  the  mother  has  recovered  to  a  great 
extent  from  its  puerperal  condition,  affords  the  mother  increased 
chances  of  life.  It  is  not,  however,  to  be  resorted  to  indiscriminately. 
It  should  be  postponed  as  long  as  possible,  until  there  is  some  very 
ol)vious  indication  for  interference.  Most  authors  agree  in  stating 
that  extra-uterine  foetation  cysts  ought  not,  as  a  rule,  to  be  meddled 
with  in  any  way,  either  by  puncture  or  incision,  until  suppuration 
has  occurred  and  an  abscess  fistula  been  formed.  This  rule  must  not 
be  too  universally  applied. 

Before  operating  the  bowels  should  be  well  cleared  out,  a  dose  of 
opium  being  given  afterwards  to  allay  all  excess  of  irritation.  Anaes- 
thesia being  then  produced,  an  incision  is  made  in  the  median  line,  un- 
less there  are  special  indications  to  the  contrary.  The  incision  should 
be  long  enough  to  ensure  facility  in  extracting  the  child,  providing 
this  does  not  involve  cutting  beyond  the  adhesrons  and  exposing  the 
peritoneum.  Rather  than  incur  this  danger  the  child  should  be 
broken  up  and  extracted  piecemeal  by  means  of  strong  scissors  or 
forceps.  After  a  small  opening  has  been  made  the  finger  may  be 
passed  into  the  cyst  in  order  to  feel  from  within  for  evidences  of 
adhesion.  The  incision  can  then  be  enlarged  in  accordance  with  infor- 
mation thus  obtained,  the  child  seized  by  the  feet,  and  extracted. 

If  no  adhesions  are  found  in  cutting  through  the  abdominal  walls, 
or  if  the  cyst  be  torn  in  removing  the  child,  the  wound  in  the  latter 
should  be  stitched  to  the  abdominal  parietes  throughout  its  whole 
length. 
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If  an  extra-uterine  child  has  been  retained  for  a  long  time,  dif- 
ferent portions  of  its  body  may  contract  more  or  less  intimate  adhesions 
with  the  cyst  in  which  it  is  contained. 

Managemeyit  of  the  Placenta. — The  same  rules  will  govern  the 
operator  whether  he  is  performing  gastrotomy,  enlarging  an  abdominal 
opening,  or  extracting  by  section  of  the  vagina. 

The  removal  of  the  placenta  is  attended  with  very  great  danger. 
The  part  to  which  it  is  attached  necessarily  becomes  very  vascular, 
and  there  is  no  hope  of  arresting  the  haemorrhage  by  the  ordinary 
mechanical  means  on  account  of  the  extent  of  the  surface  and  its 
situation,  often  in  the  deepest  parts  of  the  abdominal  or  pelvic 
cavities.  On  the  other  hand,  if  the  afterbirth  is  allowed  to  remain 
it  has  to  be  removed  by  disintegration.  This  leads  to  blood-poisoning, 
pysemia,  or  septicaemia,  the  most  formidable  complications  of  operative 
surgery,  unless  precautions  be  taken  to  obviate  these. 

In  addition  to  haemorrhage,  rupture  of  the  cyst  is  another  danger 
which  may  follow  attempts  to  remove  the  placenta. 

The  conclusion  is  irresistibly  forced  upon  us  that  the  placenta 
should  be  left  after  the  removal  of  an  extra-uterine  foetus,  and  the 
tendency  to  pyaemia  and  allied  disorders  combated  by  injections  into 
the  cavity  of  the  cyst,  drainage,  &c. 

The  placenta  may  sepai-ate  at  any  time  between  the  operation  and 
the  eighth  or  tenth  day  following  it.  The  cord  should  be  left  hang- 
ing from  the  wound,  and  traction  upon  it  made  occasionally.  The 
position  of  the  placenta  should  be  determined  if  possible  before  com- 
mencing the  operation  of  gastrotomy,  as  also  the  position  of  the 
bladder,  a  catheter  being  introduced  and  the  urine  withdrawn. 

Removal  of  the  cyst  wall  is  not  advisable.  If  free  it  should  be 
stitched  to  the  abdominal  wall  in  order  to  shut  off  the  peritoneal 
cavity.  If  adherent,  death  would  probably  occur  from  haemorrhage 
or  shock  if  attempts  Avere  made  to  remove  it. 

Gastrotomy  hy  the  use  of  caustics,  with  the  view  of  securing  ad- 
hesions between  the  cyst  and  abdominal  walls  before  opening  the 
former,  may  be  tried  in  those  cases  in  which  adhesions  are  supposed 
to  be  absent.  This  method  has  not  yet  been  resorted  to  sufficiently 
often  to  warrant  any  conclusions  in  regard  to  its  usefulness. 

Treatment  after  gastrotomy,  whether  by  knife  or  caustic.  The 
dangers  to  be  avoided  are,  shock  and  collapse  in  the  first  instance,  or 
later  from  peritonitis — acute  or  sub-acute — and  septicaemia. 

The  patient  must  be  most  carefully  watched,  and  every  means 
taken  to  prevent  accumulation  of  septic  matter  in  the  cyst.  Whether 
drainage  through  the  abdominal  wound,  through  the  posterior  cul- 
de-sac  of  the  vagina,  by  means  of  puncture  and  the  insertion  of  a 
drainage-tube,  or  the  injection  of  a  cyst  Avith  antiseptic  fluids,  'be 
resorted  to,  will  depend  upon  the  nature  of  the  case  and  the  progress 
after  operation. 

Gastrotomy  after  death  of  mother,  in  the  interests  of  the  child,  has 
been  attempted,  but  not  hitherto  with  success. 

It  may  be  well  to  mention  that  the  post-mortem  examination  of 
the  patient  should  not  be  proceeded  with  immediately  after  the 
removal  of  the  child,  as  has  been  done  in  several  instances. 
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Vaginal  incision,  through  Douglas's  pouch,  with  a  view  to  ex- 
tracting the  child  entire  or  piecemeal,  if  resorted  to  at  all,  should  be 
coiiUned  to  cases  in  which  adhesions  are  supposed  to  be  present,  and 
in  which  either  the  cephalic  or  pelvic  extremities  of  the  child  can 
be  felt  through  the  canal.  If  the  child  occupies  a  transverse  position 
in  the  abdomen,  and  has  to  be  delivered  by  version,  gastrotomy 
should  always  be  performed  in  preference  to  section  of  the  vagina,  in 
order  to  prevent  rupture  of  the  cyst  wall.  Experience  thus  far 
indicates  that,  notwithstanding  the  brilliant  success  which  has 
happily  followed  it  in  a  few  instances,  the  chances  of  the  patient 
i-ecovering  are  not  so  great  after  vaginal  incision  as  they  are  after 
gastrotomy. 

The  placenta  should  be  left  in  sih(,  and  the  wound  should  be  left 
open  to  give  egress  to  the  discharges,  and  to  the  placenta  wLen  it 
separates. 

Deliver//  hy  incising  the  rectum  has  not  yet  met,  nor  is  it  likely 
ever  to  meet,  with  favour.  It  has  no  advantage  over  section  of  the 
vagina,  while  delivery  would  be  far  more  difficult. 

Treatment  after  the  Death  of  the  Foetus  at  Term. — After  the 
termination  of  spurious  labour  the  patient  must  be  carefully  watched, 
more  with  the  view  of  relieving  symptoms  than  of  interfering  ac- 
tively. The  results  of  surgical  intervention  have  proved  that  the  expec- 
tant treatment  is  the  most  successful.  Pain  is  to  be  relieved  by  narco- 
tics, and  the  patient's  stiength  sustained  by  a  generous  diet  and  tonics. 

If  septictemia,  peritonitis,  or  exhaustion  endangering  life,  or  rup- 
ture of  the  cyst  should  supervene,  gastrotomy  is  indicated  ;  otherwise 
nature  should  not  be  interfered  with  until  she  indicates  the  channel 
by  which  elimination  is  to  be  effected.  If  the  sac  opens  through  the 
abdominal  tvalls  the  orifice  should  be  enlarged,  and  the  foetus  or  its 
debris  extracted.  The  procedure  is  not  unattended  by  danger,  but 
life  may  be  saved  by  removing  a  source  of  putrid  infection,  and 
the  duration  and  the  suffering  of  the  eliminative  process  greatly 
shortened.  In  the  same  manner,  when  the  cyst  opens  into  the  vagina, 
the  orifice  may  sometimes  be  enlarged  and  the  child  extracted. 

In  cases  where  the  communication  is  high  up  in  the  rectum^  the 
difficulties  of  removing  the  foetus  are  so  increased  as  to  make  the 
operation  of  enlai-ging  the  orifice  dangerous.  Most  operators  prefer 
gastrotomy. 

If  the  process  of  elimination  is  taking  place  through  the  bladder, 
many  of  the  smaller  bones  may  be  removed  without  having  to  resort 
to  lithotomy.  The  female  urethra  is  very  dilatable ;  yet  if  the  sac  be 
found  to  be  adherent  to  the  abdominal  wall,  gastrotomy  will  be  found 
less  dangerous,  as  the  larger  incision  which  can  be  made  in  this 
operation  renders  the  extraction  of  the  parts  of  the  foetus  easy,  without 
endangering  the  integrity  of  any  delicate  organs. 

Tubo-uterine  Pregnancy. — If  this  can  be  diagnosed  during  life, 
the  cervix  uteri  may  be  dilated,  and  the  child  removed  by  incising 
the  septum  which  divides  the  true  and  the  vicarious  uterine 
cavities. 

Treatment  of  Combined  Intra-  and  Extra-uterine  Pregnancy  in 
Labour  at  Term. — As  a  rule  labour  progresses  normally  in  these 
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cases  until  the  intra-uteiine  child  is  born.  Where  the  extra-uterine 
tumour  fills  up  the  greater  part  of  the  pelvic  brim,  and  is  immovable, 
so  that  it  cannot  be  pushed  aside  and  delivery  of  the  intra-uterine 
child  be  accomplished  by  version  or  otherwise,  it  may  be  necessary  to 
resort  to  craniotomy  or  Cesarean  section. 

After  safe  delivery  of  the  intra-uterine  child,  the  operation  of 
primary  gastrotomy  should  be  emphatically  condemned.  More  human 
lives  will  be  saved  by  expectancy  than  by  active  interference.  Until 
all  hopes  of  the  mother's  life  have  been  dissipated,  we  should  not 
make  any  effort  to  save  the  child. 

Treatment  of  Lahour  iii  a  Patient  carrying  an  Encysted  Child. — 
These  labours  are  rarely  difficult,  but  should  they  be  we  must  decide 
between  elevation  of  the  tumour  and  extraction  by  version,  or  the 
forceps,  perforation,  and  the  Cfiesarean  section. 

Treatment  of  Extra-uterine  Hernial  Pregnancy. — Here  the  child 
is  contained  in  a  hernial  sac,  extra-abdominal  and  extra-uterine, 
chiefly  inguinal,  the  abdominal  cavity  remaining  intact,  even  though 
the  cyst  has  a  peritoneal  covering. 

Gestation  should  be  allowed  to  go  to  term,  when  the  child  should 
be  removed  by  section  of  the  sac,  with  the  hope  of  saving  both  the 
mother  and  the  infant. 

The  placenta  should  be  allowed  to  remain.  The  fluids  resulting 
from  the  decomposition  of  the  afterbirth  can  be  much  more  easily 
washed  out  than  when  they  are  formed  in,  or  gravitate  into,  the 
deeper  portions  of  the  abdominal  cavity. 
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CHAPTER  XXV. 

DISEASES    OF    THE  VULVA. 

Diseases  of  the  Vulva. — These  comprise  affections  of  the  mons 
veneris,  labia  majora  and  minora,  chtoris,  meatus  urinarius,  fossa 
navicularis,  fourchette,  and  hymen. 

The  vulva  is  freely  supplied  v/ith  a  rich  and  complex  vascular 
apparatus,  and  sentient  nerves  having  an  active  reflex  association 
with  the  cerebral  and  s])inal  nervous  centres,  so  that  it  is  not  sur- 
])rising  that  many  of  the  diseases  affecting  this  part  are  attended  by 
exquisite  pain. 

Eruptive  Diseases  of  the  Vulva. — Of  these,  acne,  erythema, 
erysipelas,  eczema,  herpes,  pi'urigo,  lichen,  and  syphilides  may  be 
mentioned. 

Acne  is  due  to  engorgement  of  the  sebaceous  follicles  studding  the 
surfaces  of  the  labia. 

Treatment. — The  inunction  of  a  little  of  the  iodide  of  sulphur 
ointment,  the  application  of  a  weak  solution  of  perchloride  of 
mercury,  with  attention  to  cleanliness,  will  often  be  sufficient  to 
effect  a  cure. 

Erythema  is  a  simple  hyperemia  of  the  skin,  due  generally  to  local 
irritation  fi-om  dischai'ges  from  the  vagina  or  friction  of  the  opposed 
surfiices,  especially  in  fat  women  and  children. 

Ti-eatme^it. — Attention  to  cleanliness,  keeping  the  parts  diy  with 
some  powder,  or  the  application  of  some  astringent  lotion,  will 
usually  suffice  to  relieve  the  condition. 

Erysipelas  is  seldom  met  with  confined  to  the  vulva  alone,  and 
must  be  treated  on  general  principles. 

Eczema  vulvae  often  occasions  considerable  distress  from  smart- 
ing, soreness,  and  pruritus.  It  affects  the  labia  majora  chiefly,  and 
may  extend  to  the  nymph se  and  vulva,  or  to  the  adjacent  parts  of 
the  thigh  and  abdomen.  It  is  usually  the  form  known  as  eczema 
rubrum. 

It  may  be  due  to  some  leucorrhceal  discharge,  to  incontinence  of 
urine  in  gouty  subjects,  in  cases  of  vesico-vaginal  fistulse,  or  in  dia- 
betes. In  very  fat  patients,  who  perspire  freely,  and  are  not  very 
cleanly  in  their  habits,  it  is  by  no  means  infrequent,  extending  round 
to  the  anus  and  causing  painful  irritating  fissures. 

In  long-standing  cases  the  skin  often  becomes  thickened,  and 
there  is  loss  of  hair  on  the  affected  part. 

Treatment. — If  leucorrhoea  exist,  it  must  be  removed  if  possible. 

In  gouty  subjects,  alkaline  remedies  may  be  tried  internally. 
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In  diabetes,  careful  ablution  after  micturition  and  constitutional 
remedies  should  be  employed. 

Where  dribbling  of  urine  occurs,  this  must  be  obviated  if  possible, 
and  the  parts  protected  by  oiling  them. 

In  very  fat  persons,  cleanliness  and  keeping  the  skin  dry  are  often 
sufficient;  or  lead  lotions,  glycerine  and  borax,  or  an  ointment  of 
acetate  of  lead  gr.  x,  liq.  carbonis  detergens  n|^x-xv,  and  vaseline  §j, 
may  be  tried. 

In  obstinate  chronic  cases  there  is  nothing  like  modifying  the 
condition  of  the  skin  by  brushing  it  over  with  a  strong  solution  of 
nitrate  of  silver  (5ij-iv  ad  Jj),  caustic  potash  (5ss-j  ad  Jj),  or 
carbolic  acid  and  glycerine. 

Herpes  consists  of  numerous  little  papules  and  transparent 
vesicles.  They  often  extend  from  the  inner  surface  of  the  thigh  to 
the  vulva.  The  eruption  is  usually  accompanied  by  some  febrile 
disturbance  or  disordered  digestion,  and  pruritus,  or  a  burning  sensa- 
tion. Occasionally  vesical  or  rectal  tenesmus  are  noticed,  as  also 
pain  in  the  limbs. 

The  vesicles  rupture,  and  are  then  transformed  into  superficial 
excoriations,  which  remain  bare  or  are  covered  with  brownish  crusts. 
The  disease  usually  runs  its  course  within  seven  or  eight  days,  but 
successive  groups  of  vesicles  may  appear,  and  thus  the  eru})tion  may 
last  for  many  weeks,  or  even  months.  Herpes  gestationis  is  often 
prolonged  by  relapses. 

Treatment. — Constitutional  remedies  in  the  form  of  a23erients, 
antacids,  and  tonics  may  be  indicated. 

Locally,  cleanliness,  astringent  washes,  dusting  the  surface  over 
with  a  powder  of  camphor  and  bismuth,  or  an  ointment  of  vaseline 
with  the  oxide  of  zinc,  will  prove  of  service. 

Prurigo  is  a  chronic  papular  disease  of  the  skin,  accompanied  by 
intense  irritation.  It  is  very  intractable.  Arsenic  is  sometimes  of 
use. 

Locally,  nitrate  of  silver  or  caustic  potash  applied  to  the  papules 
is  often  of  service.    This  disorder  is  often  confounded  with  pruritis. 

Lichen  presents  more  numerous  papules,  resting  upon  a  thickened 
and  somewhat  indurated  base. 

Strict  attention  to  cleanliness,  ointments  or  lotions  of  hydrocyanic 
acid,  liquor  carbonis  detergens,  &c.,  with  arsenic  internally,  are  most 
calculated  to  be  of  service. 

Syphilides  may  generally  be  recognised  by  the  tendency  to  pre- 
sent several  types  simultaneously — macular,  papular,  and  squamous ; 
by  their  coppery  tint,  tendency  to  leave  brown  stains,  a  disposition 
on  the  part  of  the  ulceiated  forms  to  spread  in  a  characteristic  ser- 
piginous manner,  by  the  history  and  special  cachexia. 

The  constitutional  treatment,  by  mercury,  iodide  of  potassium, 
&c.,  and  locally  black  wash,  dusting  with  calomel,  &c.,  will  need  to 
be  resorted  to. 

Sensitive  Red  Patches,  often  associated  with  vascular  caruncle 
of  the  urethra,  are  occasionally  found  about  the  time  or  shortly  after 
the  climacteric  period.  They  are  always  confined  to  the  mucous 
membrane  on  the  inner  surfaces  of  the  nymphae,  and  have  not  been 
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observed  on  the  labia  majora  or  in  the  vagina  higher  than  the  ves- 
tibule. It  is  a  very  distressing  complaint,  and  one  of  the  most 
intractable. 

If  the  patient  be  placed  in  the  dorsal  position  and  the  vulval 
orifice  distended,  one  or  two  spots,  varying  in  colour  from  a  palish 
brick-red  to  a  bright  purple,  will  be  observed  on  the  mucous  surface  of 
the  nympha?,  exhibiting  a  tendency  to  bleed,  exquisitely  sensitive  to 
the  touch,  and  slightly  depressed  below  the  level  of  the  normal  mucous 
membrane.  These  spots  are  transitory  and  spread  in  a  serpiginous 
manner,  a  peculiar  degenerative  and  atrophic  change  seeming  to  take 
place,  so  that  the  red  colour,  after  lasting  for  some  months,  either 
entirely  disajipears  fi-om  one  spot  and  comes  out  at  another,  or  dis- 
appears from  the  old  site  as  it  progresses  towards  the  new.  This 
process  is  very  slow,  but,  as  Mr.  Lawson  Tait,  who  has  specially 
described  them,  states,  it  explains  the  intractable  nature  of  the  dis- 
ease, which  is  seldom  content  until  it  has  passed  over  the  whole 
mucous  surface  of  the  nymphse.  During  its  progress  the  vestibule  of 
the  vagina  slowly  contracts  until  it  may  be  so  reduced  as  barely  to 
admit  a  finger,  even  though  the  patient  has  borne  several  children. 

On  microscopic  examination  of  a  small  fragment  of  the  mucous 
membrane  containing  a  patch  of  this  vascular  change,  Mr.  Tait  found 
that  at  the  site  of  the  spot  all  the  textures  had  been  removed  save  a 
few  fibres,  the  walls  of  the  capillaries  and  the  superficial  epithelium, 
under  which  the  loops  of  capillaries  with  thin  and  dilated  walls  lay 
almost  unprotected.  Nerve-fibres  in  a  similar  condition  were  also 
found  lying  amongst  the  capillaries. 

It  is  a  progressive  atrophy  of  the  mucous  membrane,  the  last 
textures  afiected  being  the  blood-vessels  and  nerves.  When  the 
process  has  been  completed  the  pain  ceases,  the  redness  disappears, 
and  nothing  remains  but  a  vestibulum  vaginge  so  narrow  that  in- 
credulity may  be  excused  when  the  patient  states  that  she  has  borne 
children. 

Symptoms. — A  slight  yellow  discharge,  scalding  on  micturition, 
inconvenience  in  walking,  and  excruciating  agony  on  any  attempt  at 
intercourse. 

Treatment. — Great  relief  is  obtained,  though  only  temporary,  by 
the  application  of  strong  carbolic  acid  to  the  red  spots.  This  being  a 
powerful  local  anaesthetic,  it  never  fails  to  mitigate  the  tenderness 
for  a  time.  The  application  of  a  plug  of  cotton- wool,  soaked  in  a 
saturated  solution  of  neutral  acetate  of  lead  in  glycerine,  placed 
between  the  nymphse  at  bedtime,  is  generally  successful  in  procuring 
some  relief.  The  progress  of  the  disease  is  slow,  often  extending 
over  many  years.  A  little  dry  cotton-wool  inserted  from  time  to 
time  just  within  the  vaginal  orifice  often  proves  of  service  in  prevent- 
ing inconvenience  from  walking.  Any  catarrh  of  the  cervix  or 
vagina  should  be  attended  to,  as  the  presence  of  any  irritating  dis- 
charge unquestionably  aggravates  the  discomfort. 

Warts  do  not  necessarily  imply  syphilitic  contagion.  They  may 
be  due  to  continual  moistening  of  the  parts  with  unhealthy  dis- 
charges. They  occur  as  small  excrescences  just  at  the  junction  of 
the  skin  and  mucous  membrane,  and  consist  of  a  localised  hyper- 
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trophy  of  the  papillae  and  the  epidermis  covering  them,  heing  iTsnally 
pedunculate. 

They  are  generally  soft  when  situated  on  the  mucous  membrane, 
owing  to  their  being  kept  constantly  moist  by  secretions,  though  they 
do  not  themselves  secrete  a  discharge  that  will  reproduce  them  on 
other  individuals.  Gonorrhoea  seems  to  be  a  frequent  exciting  cause 
of  their  production,  though  a  peculiarity  of  constitution  or  a  certain 
predisposition  is  necessary  as  well.  Occasionally  they  grow  to  a  very 
large  size. 

They  seldom  cause  pain,  but  may  produce  local  irritation  and 
discharge. 

Treatment. — Small  warts  may  be  snipped  off  by  means  of  curved 
scissors,  the  base  being  touched  with  arg.  nit.,  acid,  nitric,  or  other 
caustic.  Where  any  cutting  operation  is  objected  to,  they  may  fre- 
quently be  removed  by  the  careful  application  of  the  carbolic,  nitric, 
chromic,  or  glacial  acetic  acid. 

The  application  of  the  strong  liq.  plumb,  subacet.  daily  is  painless, 
and  causes  the  warts  to  dry  and  wither  slowly. 

Dusting  them  over  and  keeping  the  surface  very  dry  with  a 
powder  of  zinci  oxidi  and  acid,  tannici,  or  bismuth  and  chalk,  or 
calomel  and  magnesia,  will  frequently  prove  sufficient  to  check  their 
further  growth.  When  any  large  surface  is  involved,  it  may  be 
necessary  to  give  an  anaesthetic,  and  either  snip  them  off  with  curved 
scissors  or  remove  them  with  Paquelin's,  the  galvano-cautery,  or 
other  form  of  cautery.  If  any  syphilitic  taint  exist,  the  adminis- 
tration of  mercury  internally  and  the  application  of  black  wash,  or 
mercurial  ointment,  may  be  requisite. 

M'Clintock  describes  a  variety  of  warts  which  grow  from  the 
vestibulum,  meatus  urinarius,  carunculse  myrtiformes,  or  some  of 
the  parts  ordinarily  concealed  within  the  vulvar  sinus.  They  have 
a  firm  structure,  but  are  remarkably  pale  in  colour,  and  semi-trans- 
parent like  the  white  muscular  tissue  of  fish. 

Considerable  hypertrophy  of  the  nymphse,  clitoris,  and  even  the 
labia  majora  is  not  unfrequently  associated  with  these  warty  excres- 
cences, suggesting  the  probability  of  their  being  due  to  some  vene- 
real taint.  The  syphilitic  hypertrophy  is  generally  marked  by  a 
rugous  watery  surface,  and  thei'e  is  collateral  evidence  of  syphilis 
being  present  in  the  system. 

Hypertrophy  of  the  labia  and  nymphse,  smooth  and  uniform, 
may  occur,  when  no  warts  exist,  and  where  there  is  no  evidence  of 
any  syphilitic  taint. 

Should  the  enlargement  be  so  great  as  to  interfere  with  locomotion 
or  produce  much  discomfort,  it  may  be  necessary  to  remove  it  by  the 
ecraseur  or  by  other  mode  of  operation. 

Condylomata,  or  inucous  tubercles,  are  evidence  of  constitutional 
syphilis.  They  usually  occur  as  large,  flat,  soft,  uniform  struc- 
tures, growing  irregularly  round  the  orifice  of  the  vulva  in  the  form 
of  smooth  elevations,  sessile,  with  a  broad  base,  not  pedunculated  as 
occurs  in  non-specific  warts. 

They  are  generally  bathed  with  a  profuse  offensive  mucous  dis- 
charge, which  is  essentially  contagious  in  its  nature. 
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Treatment. — Anti-syphilitic  remedies,  such  as  the  liq.  hyd. 
perchL  5j,  &c.,  should  be  given  internally.  Locally,  the  nitrate  of 
silver,  acid  nitrate  of  mercury,  or  carbolic  acid  may  be  rubbed  freely 
over  the  surface. 

The  parts  should  be  kept  separate  by  a  piece  of  lint  saturated  in 
lotio  hyd.  nigra,  frequently  renewed,  or  the  surface  may  be  kept  dry 
by  dusting  it  over  repeatedly  with  a  powder  of  calomel  and 
magnesia,  equal  parts,  a  fold  of  lint  being  placed  in  the  cleft  to  keep 
the  contiguous  surfaces  separate. 

Strict  cleanliness  must  be  enjoined.  Any  vaginal  discharge 
should  be  attended  to  A  tampon  of  cotton- wool,  inserted  just 
within  the  vagina,  will  prevent  any  discharge  running  down  and 
irritating  the  vulval  outlet. 

Elephantasis  of  the  vulva  is  very  rare  in  this  country,  although 
it  is  spoken  of  as  being  epidemic  in  the  Barbadoes  Islands.  It  is  more 
often  observed  in  tropical  countries  than  in  the  temperate  zones. 

The  labia  may  become  so  hypertropliied  that  they  hang  down  to 
the  middle  of  the  thighs  in  the  form  of  tumours.  It  may  also  affect 
the  nympliae,  clitoris,  and  the  perineum. 

The  disease  con-ists  in  hypertrophy  of  the  subcutaneous  cellular 
tissue  and  skin.  The  surface  is  generally  brownish,  irregular,  with 
numerous  tuberosities  or  vegetations  due  to  hypertrophy  of  the 
cutaneous  papillae.  Superficial  ulcerations  often  occur  which  leave 
indui-ated  and  callous  cicatiices. 

It  is  chiefly  troublesome  to  the  j^atient  by  the  weight  and  inter- 
ference with  locomotion.  The  ulcers  which  form  on  the  surface  are 
often  very  painful ;  where  these  do  not  occur  the  affection  is  not 
painful  and  may  last  many  years  without  exerting  any  iujurious  in- 
fluence upon  the  constitution.  It  may  develop  to  a  certain  extent 
and  then  remain  stationaiy,  again  becoming  quickened  into  activity 
should  conception  occur. 

The  development  of  elephantasis  has  been  attributed  to  chlorosis, 
scrofula,  and  constitutional  syphilis,  but  nothing  very  definite  has 
yet  been  proved. 

Treatment. — Various  measures  have  been  tried  to  arrest  the 
development  of  this  disorder.  Ligature  of  the  feeding  vessels  has 
been  recommended,  but  with  such  slight  success  as  hardly  to  warrant 
its  general  adoption.  Extirpation  of  the  tumour  has  been  resorted 
to,  but  relapses  are  by  no  means  infrequent.  If  incisions  are  made 
into  the  diseased  structures,  cicatrisation  takes  place  with  difiiculty, 
or  is  completely  prevented  by  the  ulceration  of  the  wound  or  its  sur- 
soundings,  which  may  prove  fatal  by  producing  rapid  marasmus  or 
pyaemia. 

Oozing  tumour  of  the  labia  is  a  rare  condition,  met  with  most 
frequently  in  fi\t,  middle-aged  women,  who  have  been  weakened  by 
bearing  children.  It  consists  in  an  irregular  papillary  or  cauliflower- 
like growth,  springing  from  one  or  both  labia.  It  is  generally  con 
fined  to  one  side. 

The  labium  is  found  to  be  enlarged,  being  firm,  smooth,  and 
somewhat  lobulated.  There  is  a  profuse  secretion  from  the  mucous 
follicles,  occasionally  acrid,  excoriating  the  neighbouring  parts,  and 
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of  an  exceedingly  offensive  odour.  It  produces  a  sensation  of  heat 
and  irritation,  especially  after  exercise,  when  the  itching  is  often  very 
troublesome. 

Treatment. — Kest.  Generous  diet.  Tonics.  Astringent  lotions 
and  attention  to  cleanliness  should  be  first  tried.  Should  these 
measures  fail  it  woilld  be  necessary  to  excise  the  labium. 

Lupus  of  the  Vulva.  —  Esthiomenus,  herpes  exedens,  rodent 
ulcer,  tertiary  syphilis,  are  the  'various  names  that  have  been  applied 
by  different  authors  to  a  chronic  affection  of  the  valva,  often  con- 
founded with  cancer,  syphilis,  and  elephantiasi-s.  Huguier  divides  the 
disease  into  three  categories — the  superficial,  the  perforating,  and  the 
hypertrophic  forms. 

It  is  not  very  common,  occurring  most  frequently  between  the 
ages  of  twenty  and  thirty-five,  in  women  with  constitutions  enfeebled 
by  want,  bad  air,  bad  food,  and  other  unhygienic  surroundings. 

The  chief  characteristics  of  the  disease  are  thinning  of  the  skin, 
hypeitrophy  and  knotty  condition  of  the  -subjacent  cellular  tissue, 
formation  of  induration  and  enlargements,  ulcerations  and  contrac- 
tions. The  ulcers  form  slowly,  the  surface  healing  in  one  place 
whilst  it  is  ulcerating  in  another.  The  disease  is  chronic,  and  is 
seldom  painful.  There  are  often  considerable  contractions  remaining 
when  the  ulcers  heal. 

At  first  a  bluish  red  colour  of  the  skin  of  the  mons  veneris  and 
labia  is  noticed  ;  this  is  smooth  and  rather  shining,  and  covered  with 
small  scales.  Tubercles,  isolated  or  close  together,  then  develop  ; 
they  are  flat,  of  a  dull  red  or  violet  colour,  oval  or  round,  soft,  and 
not  tender  to  the  touch.  The  intervening  skin  is  nearly  healthy. 
These  tubercles  may  remain  in  a  chronic  state  without  any  change 
for  a  long  time,  but  ultimately  they  approach,  coalesce,  soften,  and 
suppurate  in  the  centre.  From  this  point  the  ulcer  spreads  slowly 
but  surely,  in  no  definite  direction,  either  superficially  or  deeply 
eating  away  the  softer  parts  within  the  vulva,  about  the  perineum 
or  rectum,  with  a  frightful  amount  of  destruction. 

The  skin  and  subcutaneous  tissue  are  both  hypertrophied  and  in- 
filtrated, ulceration  and  destruction  going  on  at  the  same  time. 

There  is  little  or  no  constitutional  or  local  suffering,  no  pain  nor 
tenderness,  some  little  itching  occasionally,  but  rarely  heat;  men- 
struation is  regular;  micturition  gives  no  pain,  and  even  sexual 
intercourse  is  not  distressing  in  the  early  stages. 

Only  when  the  ulceration  has  involved  the  urethra  and  the 
orifice  of  the  vagina,  when  there  are  fissures,  ulcers,  and  crevices, 
large  tumours  between  the  thighs,  with  induration  and  contraction 
of  the  rectum,  does  the  patient  emaciate.  The  digestion  becomes 
deranged,  colliquative  diarrhoea  sets  in,  and  the  patient  dies  in  a 
state  of  marasmus,  but  only  after  a  long  duration  of  the  disease. 
Peritonitis  may  result  from  ulceration  of  the  intestinal  canal. 

Diagnosis. — The  disease  may  be  considered  an  epithelioma  or 
cancroid,  and  not  cancer.  It  differs  from  simple  hypertrophy  and 
elephantiasis  in  its  history,  duration,  and  the  fact  of  ulceration ; 
from  cancer  and  some  forms  of  syphilis,  from  the  absence  of  local 
and  constitutional  suffering. 
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Treatment. — Complete  recovery  is  rare,  though  much  may  be 
done  to  alleviate.  The  administration  of  the  bromide  of  mercury, 
steadily  persevered  in,  seems  to  be  of  service.  The  local  and  internal 
use  of  iodine,  or  iodoform,  are  also  efficacious.  The  destruction  of  the 
surface  by  means  of  potassa  fusa,  the  actual  cautery,  or  fuming  nitric 
acid,  may  be  tried. 

If  these  means  fail  in  arresting  the  spread  of  the  disease,  extir- 
pation of  the  nymphse  or  adjacent  parts,  and  the  application  of  the 
actual  cautery,  may  be  advisable. 

Undue  constriction  of  the  vaginal  or  anal  openings  must  be 
guarded  against  by  the  passage  of  bougies  from  time  to  time,  and  other 
apiDropriate  means. 

Cancer  of  the  vulva,  as  a  primary  affection,  is  comparatively  rare, 
but  occurs  more  often  than  is  the  case  in  the  vagina. 

Ejnthelioma  is  the  more  usual  form.  It  may  commence  in  any 
p:^rt  of  the  external  generative  organs,  but  is  most  frequently  met 
with  near  the  clitoris,  or  affecting  one  or  other  labium,  as  a -small 
indurated  tubercle,  which  causes  a  certain  amount  of  itching  and 
smarting,  Imt  does  not  appear  to  be  painful  at  first. 

After  some  months'  duration  the  surface  becomes  ulcerated  ;  the 
ulceration  then  spreads  rapidly,  the  edges  are  indurated,  and  there  is 
usually  an  ichorous  discharge. 

The  inguinal  glands  subsequently  become  affected,  the  character- 
istic constitutional  cachexia  becomes  developed,  and  the  case  proceeds 
to  a  fatal  termination. 

Barnes  speaks  of  epidermal  cancer  (cancroid)  as  a  proliferating, 
widely-spreading  degeneration  of  the  labia  or  clitoris.  When  this 
latter  organ  becomes  affected,  owing  to  its  almost  external  position, 
and  the  distress  which  the  disease  and  the  attendant  enlargement 
pi'oduce,  it  is  generally  detected  early.  These  circumstances  make 
ablation  especially  hopeful. 

Medullary  cancer  occurs  very  rarely  as  a  primary  disease  of  the 
labia,  but  is  more  usually  an  extension  of  disease  from  the  uterus  and 
vagina,  or  from  the  inguinal  glands. 

Melanosis  of  the  labia  and  vagina  has  been  observed. 

Treatment. —  If  detected  and  diagnosed  sufficiently  early,  the  mass 
should  be  at  once  excised,  either  by  means  of  the  galvano-cautery, 
or  excision  with  the  knife  or  scissors,  care  being  taken  to  include  a 
margin  of  healthy  surrounding  tissue,  if  possible. 

Hajmorrhage  must  be  controlled  by  the  actual  cautery,  the  ap- 
plication of  the  perchloride  of  iron,  or  by  compresses  and  firm  pres- 
sure by  means  of  a  T  bandage. 

If  the  neighbouring  tissues  be  infiltrated,  it  may  be  too  late  to 
attempt  removal  with  any  hope  of  the  disease  not  recurring.  The 
employment  of  bromine  or  other  strong  caustics  may  then  be  tried. 

(Edema  of  the  labia  majora  cr  nymphse  occasionally  occurs  as  a 
complication  of  anasarca  due  to  organic  disease  of  the  heart,  liver,  and 
kidneys,  but  may  also  be  due  to  pregnancy.  The  distension  is  usually 
symmetrical,  or  uniform  on  both  sides.  At  first  there  is  little  or  no 
pain,  merely  inconvenience  in  sitting,  micturition,  &c.  The  swelling- 
is  smooth,  tense,  shining,  pitting  on  pressure,  often  becoming  excori- 
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ated  where  the  contiguous  surfaces  touch,  when  smarting  or  burning 
pain  may  be  exjoerienced. 

Treatment. — Eest  in  the  horizontal  position,  emollient  applica- 
tions, evaporating  lotions,  brisk  aperients.  Should  these  measures 
fail,  the  introduction  of  Southey's  drainage-tubes,  to  allow  of  the  fluid 
gaining  exit,  should  be  resorted  to.  Where  this  condition  is  present 
during  parturition,  puncture  in  several  places  with  a  lancet  or  surgi- 
cal needle  will  soon  reduce  the  oedematous  condition. 

Examination  of  the  urine  and  attention  to  general  treatment 
should  never  be  neglected.  Pulv.  jalapse  co.  (9j-5ss),  hot-air  baths, 
milk  diet,  liq.  am.  acet.,  with  or  without  iron,  depending  upon  the 
constitutional  disorder,  will  generally  be  indicated. 

Hydrocele  occurring  in  the  vaginal  canal  is  exceedingly  rare.  The 
peritoneal  covering  of  the  round  ligaments  is  occasionally  prolonged 
through  a  portion  of  the  canal,  constituting  the  canal  of  Nuck.  Ordi- 
narily this  is  obliterated  in  adults,  but  occasionally  it  remains  per- 
manently open,  and  an  increased  secretion  causes  a  collection  of  fluid, 
which,  if  the  opening  has  become  impervious,  becomes  sacculated. 

Treatment. — If  the  diagnosis  be  clearly  established,  evacuation  of 
the  fluid  ma}^  be  accomplished  by  the  employment  of  the  hypodermic 
syringe,  or  aspirator.  Iodine  may  then  be  injected,  as  in  an  ordinary 
case  of  hydrocele. 

Cysts  of  the  Labia  are  occasionally  met  with.  They  seldom  attain 
any  size,  though  exceptionally  they  have  been  met  with  as  large  as  a 
foetal  head.  The  cyst  wall  is  firm  and  distinct ;  the  contents  either 
serous  or  mucous  in  character,  varying  in  colour  from  a  limpid, 
translucent  serum  to  a  viscid  sanguineous  fluid. 

Removal  by  excision,  or  by  the  clamp  and  cautery,  may  be  re- 
sorted to. 

Cystic  Dilatation  of  the  Vulvo-vaginal  ( Earth olini's)  Glands. — 
These  glands  are  situated  just  anterior  to  the  hymen,  on  either  side, 
opening  by  small  ducts  on  the  surface,  sufficiently  large  to  admit  a 
bristle.  The  duct  occasionally  becomes  occluded  from  some  trifling 
inflammation ;  the  secretion  of  a  clear  glairy  fluid,  in  place  of  finding 
exit,  thus  becomes  pent  up  and  distends  the  gland,  which  may  be- 
come as  large  as  a  bantam's  egg.  As  a  rule  the  only  inconvenience 
complained  of  is  discomfort  in  walking  and  inconvenience  on  coitus. 
On  examination  a  tense  fluctuating  cyst  is  detected. 

Treatment. — Mere  puncture  is  not  sufficient.  The  cyst  must 
either  be  laid  freely  open,  or  a  seton  passed  through  it  and  kept  in 
nntil  the  cavity  heals  up  by  granulation.  A  safer  plan  is  to  produce 
anaesthesia-  and  dissect  the  cyst  out  carefully.  An  incision  is  made 
carefully,  so  as  not  to  injure  the  cyst.  This  is  then  dissected  out  by 
tearing  with  the  handle  of  the  knife.  The  cavity  is  plugged  with 
carbolised  oil  lint,  and  strict  cleanliness  enjoined  until  the  cavity  has 
healed  by  granulation. 

Vulvitis,  or  inflammation  of  the  vulva,  may  be  a  simple  purulent 
catarrh,  as  not  infrequently  met  with  in  strumous  and  delicate  chil- 
dren, when  suspicion  is  often  excited  that  they  have  been  tampered 
with  and  inoculated  with  gonorrhoeal  contagion.  It  is  commonly  due 
to  a  neglect  of  cleanliness  or  the  irritation  of  threadworms,  and 
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is  often  aggravated  by  the  rubbing  employed  with  a  view  to  allay  the 
irritation. 

Strict  cleanliness,  bathing  with  warm  water,  the  use  of  an  astrin- 
gent lotion  containing  alum,  or  zinc,  or  borax,  together  with  tonics 
and  aperients,  good  food,  iron,  and  cod-liver  oil,  will  generally  suffice 
to  cure  the  disorder.  The  application  of  a  strong  solution  of  nitrate 
of  silver  or  of  carbolic  acid  is  occasionally  requisite. 

Purulent  vulvitis  may  arise  from  extension  of  gonorrhoea  from  the 
vagina,  or  may  be  non-specific,  and  due  to  uncleanliness,  immoderate 
coitus,  onanism,  friction,  or  injury.  It  is  frequently  associated  with 
ei'uptive  disorders  of  the  vulva  and  acrid  discharges  from  the  vagina. 

There  is  seldom  any  marked  febrile  disturbance,  but  generally 
considerable  local  irritation,  the  parts  being  dry,  red,  hot,  and  swollen. 
Later  on  the  surface  is  bathed  with  an  irritating  purulent  discharge 
of  a  singularly  offensive  odour. 

The  surrounding  parts  are  excoriated  by  the  secretion,  and  occa- 
sionally intense  pruritus  is  present. 

The  purulent  secretion  is  so  irritating  that  balanitis  or  even 
urethritis  may  be  produced  in  the  male  from  contact  with  it.  Occa- 
sionally the  discharge  sets  up  urethritis,  cystitis,  or  vaginitis  in  the 
patient  herself  by  extension  of  the  inflammatory  process,  and  abrasion 
or  ulceration  of  the  surface  may  also  ensue.  Fissures  are  not  infre- 
quently pi'oduced  by  the  scratching  resorted  to  with  a  view  to  allay 
the  irritation.    Vaginismus  is  a  frequent  result. 

Treatment. — Scrupulous  cleanliness,  frequent  ablutions,  low  diet, 
rest  in  the  recumbent  position,  saline  aperients,  and  soothing  appli- 
cations are  the  chief  indications.  Warm  fomentations,  frequently 
renewed,  as  long  as  the  parts  are  swollen  and  infl.amed,  should  be  fol- 
lowed by  the  application  of  some  sedative  lotion,  such  as  lead  and 
oj^ium  (tinct.  opii  Jj,  liq.  plumbi  subacet,  ^ss,  aq.  rosse  Jvjss) ;  borax 
(glycer.  boracis  §ij,  liq.  morphije  acet.  gj,  aq.  rosse  Jv)  ;  or  with 
acid,  hydrocyan.  dil.  gij  in  place  of  the  morphia.  When  the  inflam- 
mation has  somewhat  subsided,  the  occasional  application  of  carbolic 
acid  and  glycerine,  equal  parts,  or  nitrate  of  silver  (gr.  x-xx,  or  even 
5ij,  ad      aquas)  will  often  prove  of  much  service. 

Dusting  the  parts  over  with  a  powder  composed  of  camphor  Jss, 
spir.  vin.  rect.  q.s.,  bismuthi  carbonat.  Jss,  pulv.  amyli  |ij  ;  or  with 
zinci  oxidi  |ss,  pulv.  amyli  gij,  wall  allay  irritation  and  promote 
recovery.  Care  must,  however,  be  taken  not  to  allow  the  powder  to 
become  incrusted  on  the  surface,  should  the  discharge  continue. 

A  lotion  of  black  wash,  or  carbolic  acid,  is  also  of  service  in 
allaying  irritation.  Any  vaginal  discharge  must  be  attended  to  and 
remedied  if  possible ;  a  plug  of  cotton-wool,  inserted  just  within  the 
vagina,  to  prevent  any  discharge  coming  down,  is  a  useful  plan. 

Follicular  vulvitis  is  applied  to  that  form  of  inflammation  in 
which  either  the  mucous  or  sebaceous  glands,  or  both  conjointly,  are 
chiefiy  affected. 

It  is  not  infrequently  met  with  in  early  pregnancy,  and  may  be 
due  to  similar  causes,  as  already  mentioned  when  speaking  of  purulent 
vulvitis. 

Symptoms  of  irritation  of  the  vulva,  with  burning  heat,  itching  or 
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intense  pruritus,  and  increase  of  the  glandular  secretion,  often  of  a 
very  offensive  and  irritating  character,  are  usually  present. 

Physical  Signs. — Where  the  mucous  glands  are  mainly  affected, 
the  mucous  membrane  of  the  vulva  is  seen  to  be  inflamed,  especiahy 
the  internal  surfiice  of  the  nympha?  and  the  vestibule.  Small  ele- 
vated spots,  intensely  red  and  painful,  often  bleeding  on  the  slightest 
irritation,  may  be  detected. 

Where  the  sebaceous  glands  are  most  implicated,  small  rounded 
papillae  are  noticed  on  the  surfaces  of  the  labia  and  at  their  junction 
anteriorly.  These  inflame  and  suppurate,  the  follicle  then  shrivelling 
up.  An  offensive  sebaceous  secretion  often  covers  the  surface  and 
prevents  the  follicles  being  seen. 

Course  and  Termination.- — It  is  often  very  intractable,  continuing 
throughout  pregnancy,  and  even  being  so  severe  as  to  induce  abortion 
by  the  intense  pruritus  it  occasions. 

In  the  non-pregnant  it  may  continue  indefinitely,  unless  treated 
appropriately,  producing  vaginismus.  Urethritis  in  the  male  may  be 
excited  by  the  secretion,  and  thus  give  rise  to  serious  recriminations 
between  husband  and  wife. 

Treatment. — Similar  precautions  to  those  enjoined  in  the  puru- 
lent form  must  be  pursued.  Touching  the  inflamed  points  with  the 
nitrate  of  silver  or  carbolic  acid  in  chronic  cases  is  often  of  service. 
An  ointment  of  hydrocyanic  acid  5j,  liq.  plumbi  subacet.  Jss,  vaseline 
or  cocoa  butter  |j  ;  or  either  of  the  formulae  previously  suggested, 
will  generally  succeed  in  relieving  the  irritation. 

If  leucorrhoea  co-exist,  this  must  be  remedied  before  we  can  hope 
to  establish  a  permanent  cure  of  the  vulvitis. 

Gangrenous  Vulvitis. — Gangrene  of  the  vulva,  or  noma,  resembles 
in  many  respects  the  cancrum  oris,  and  like  this  is  occasionally  met 
with  in  cachectic  children,  especially  as  a  sequela  of  severe  zymotic 
diseases.  It  is  fortunately  a  very  rare  affection,  as  it  is  generally  a 
fatal  one.  It  may  occur  epidemically,  and  has  been  observed  as  a 
very  fatal  complication  in  some  epidemics  of  puerperal  fever.  Velpeau 
describes  it  as  commencing  as  a  patch  or  vesicle  of  greyish,  reddish, 
or  blackish  hue,  which  ulcerates  and  soon  becomes  depressed  in  the 
midst  of  swollen  and  indurated  tissues. 

The  gangrene  advances,  mortification  affects  the  parts  and  con- 
tinues sometimes  to  extend  until  death  supervenes. 

Treatment. — The  most  nutritious  food,  with  wine  or  brandy, must  be 
administered,  quinine  and  iron  prescribed.  Locally,  the  actual  cautery 
or  nitric  acid  must  be  applied,  to  destroy  the  gangrenous  spot. 

Disinfectant  poultices  should  be  frequently  repeated. 

Iodoform  freely  applied  twice  daily  has  been  well  spoken  of. 

Inflammation  and  Abscess  of  the  Vulvo-vaginal  Glands. — This 
generally  results  from  gonorrhoea,  but  may  be  due  to  vulvitis,  espe- 
cially if  cleanliness  be  not  attended  to. 

The  inflammatory  process,  when  confined  to  the  gland  and  its  duct, 
causes  obliteration  of  the  latter,  as  a  rule,  and  an  abscess  generally 
results.  There  is  usually  more  or  less  febrile  disturbance,  with  throb- 
bing and  pain  in  the  part,  often  intense,  aggravated  on  micturition, 
movement,  or  coitus. 
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On  examination,  a  tense,  exquisite!}^  painful,  fluctuating  swelling 
is  detected  at  the  posterior  and  external  portion  of  the  labium  majus, 
varying  in  size  from  that  of  a  marble  to  a  pigeon's  egg,  or  even  larger. 
The  swelling  bulging  over  to  the  opposite  side  occludes  more  or  less 
the  entrance  to  the  vagina,  so  that  tbe  introduction  of  the  finger  is 
attended  with  difiiculty. 

When  suppuration  occurs,  the  accumulating  pus  may  gain  partial 
exit  through  the  duct,  and  then  the  cavity  refill,  or  the  abscess  may 
burst,  or  remain  in  a  chronic  state  for  an  almost  indefinite  time. 

Ill  any  case  it  is  apt  to  become  chronic,  an  obstinate  secretion  of 
pus  going  on  for  many  months  or  years,  or  fresh  inflammation  may  be 
at  any  time  set  up  from  some  trifling  injmy,  which  may  extend  to 
the  adjoining  cellular  tissue  and  cause  a  considerable  increase  of  the 
swelling. 

Treatment. — At  first,  rest,  leeches,  warm  hip-baths,  fomentations 
or  poultices.  If  much  constitutional  disturbance  occur  opiates  may  be 
employed.  Should  the  inflammation  not  subside,  but  run  on  to  sup- 
puration, as  soon  as  fluctuation  be  detected  the  abscess  should  be  laid 
open  by  a  tolerably  free  incision.  Even  if  haemorrhage  occur  for  a 
time  it  should  not  be  checked  too  hurriedly,  as  it  afifords  marked 
relief,  but  if  too  profuse  it  must  be  arrested  by  compresses,  cold,  or  a 
pledget  of  lint  soaked  in  perchloride  of  iron.  The  incision  should  be 
made  parallel  with  the  long  axis  of  the  labium,  on  the  inner  surface, 
lest  the  transverse  artery  of  the  perineum  be  injured.  If  this  latter 
accident  occur,  it  may  be  necessary  to  ligature  both  ends. 

Fomentations  or  poultices  should  be  applied  after  the  incision, 
and  the  cavity  should  be  stuffed  with  carbolised  oiled  lint. 

Where  the  gland  goes  on  secreting  a  glairy,  tenacious  mucus  mixed 
with  pus,  the  cavity  should  be  stuffed  with  lint  soaked  in  tincture  of 
iodine,  so  as  to  encourage  shrivelling  up  of  the  cyst  and  healing  by 
gi'anulatioii.  Nitrate  of  silver  has  been  employed  for  the  same  reason. 

Where  the  abscess  is  allowed  to  burst  spontaneously,  or  where 
too  small  an  opening  has  been  made,  fistulous  tracts  often  form.  The 
irritation  and  discharge  are  kept  up;  induration  of  the  neighbouring 
tissues  occurs.  A  free  incision  must  be  made,  and  the  sac  stimulated 
with  iodine,  carbolic  acid,  nitrate  of  silver,  or  other  similar  agent. 

Phlegmonous  Inflammation  of  the  Labia  Majora. — This  may  be 
the  result  of  direct  injury,  or  proceed  from  exposure  to  cold  and 
draughts  in  patients  predisposed  to  the  formation  of  furuncles  and 
carbuncles,  or  from  excess  in  coitus,  or  from  scratching  in  cases  of 
pruritus  and  inoculation  with  acrid  discharges.  The  ordinary  symp- 
toms of  inflammatory  mischief  declare  themselves — heat,  pain,  sweUing, 
followed  by  suppuration  and  formation  of  abscess.  The  pus  is  often 
very  offensive. 

There  is  generally  throbbing,  aching,  or  shooting  pain,  increased 
on  standing  or  walking,  with  exquisite  sensitiveness  upon  pressure. 
On  examination  one  labium  is  found  to  be  much  swollen,  hard,  and 
tender.  Care  must  be  exercised  not  to  mistake  it  for  a  labial  hernia, 
pudendal  hematocele,  or  displaced  ovary. 

Treatment— At  first,  perfect  rest,  saline  aperients,  and  cooling 
lotions  may  be  tried ;  but  if  suppuration  be  inevitable  it  should  be 
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encouraged  by  fomentations  and  poultices.  Early  evacuation  of  the 
contents  of  the  abscess  should  be  secured  by  a  free  incision,  as,  the 
tissues  being  lax,  the  abscess  may  attain  a  large  size  before  bursting, 
or  the  pus  may  find  its  way  upward  towards  the  abdominal  ring. 

Furuncles  of  the  Labia. — Boils  may  occur  in  the  labia  as  well  as 
in  other  parts  of  the  body,  and  occasion  much  irritation  and  distress. 
They  are  very  apt  to  recur,  one  forming  as  another  is  healing,  proving 
very  obstinate  and  troublesome.  In  some  instances  they  seem  to  be 
due  to  suppui-ation  of  sebaceous  glands,  varying  in  size  from  that  of  a 
small  pea  to  that  of  a  marble. 

Occasionally  a  small  cribriform  opening  gives  exit  to  a  portion  of 
the  enclosed  matter,  but  the  sac  of  the  abscess,  in  place  of  contracting, 
goes  on  secreting,  the  surrounding  tissues  becoming  much  indurated. 

When  once  these  little  boils  have  been  present  for  some  time, 
they  are  often  very  troublesome  to  deal  with. 

Constitutional  remedies  in  the  form  of  tonics — iron,  arsenic, 
quinine,  cod-liver  oil,  and  aperients,  &c. — may  prove  of  service,  but 
local  treatment  is  very  important. 

Each  little  abscess  should  be  opened  freely  with  a  lancet,  a  crucial 
incision  being  made  to  prevent  the  aperture  closing.  Poultices  or 
fomentations  should  then  be  applied,  and  strict  cleanliness  enjoined. 
Touching  the  sac  of  the  abscess  with  the  glycer.  ac.  carbol.,  or  the 
nitrate  of  silver,  is  often  of  service.  Stimulating  the  surface  of  the 
labium  by  painting  it  with  tincture  of  iodine  seems  also  to  be  bene- 
ficial in  some  instances. 

Varicose  dilatation  of  the  veins  of  the  vulva  is  generally  the  result 
of  pregnancy,  when  a  considerably  augmented  afflux  of  blood  is  deter- 
mined to  the  vaginal  and  pudendal  plexuses,  at  the  same  time  that 
there  is  frequently  an  increased  obstacle  to  its  return  from  the  pelvis. 
This  condition  may,  however,  occur  independently  of  pregnancy,  or 
persist  after  parturition.  E-upture  of  the  gorged  vessels  may  occur 
spontaneously,  from  coitus,  from  straining  in  the  act  of  defsecation, 
from  injury  during  parturition,  from  a  kick  or  other  injury,  and  pro- 
fuse or  even  fatal  haemorrhage  occur. 

Treatment. — Where  this  condition  occurs  the  bowels  must  be  care- 
fully regulated ;  an  abdominal  belt  may  prove  of  service  in  taking  off 
pressure  from  the  pelvis  during  the  latter  months  of  pregnancy ;  the 
patient  must  be  enjoined  to  rest  up  and  avoid  all  sources  of  straining, 
injury,  &c.  Where  rupture  and  haemorrhage  occur,  firm  pressure 
should  be  applied  by  pressing  a  silk  handkerchief  up  the  vagina,  and 
then  plugging  this  canal,  continuing  the  pressure  by  pads  and  a  T 
bandage  as  far  as  may  be  necessary  externally.  If  pressure  fail,  some 
styjjtic,  such  as  the  liq.  ferri  perchlor.,  must  be  applied  to  the  bleeding 
rent. 

Pudendal  haemorrhage  may  occur  from  rupture  of  the  bulbs  of 
the  vestibule,  the  skin  also  being  ruptured,  so  that  free  haemorrhage 
externally  takes  place.  The  accident,  though  rare,  has  yet  proved 
fatal.  It  has  been  caused  by  severe  muscular  efforts,  kicks  or  blows 
rupturing  vessels  by  bruising  them  against  the  pubic  bones,  incisions 
or  punctures,  and  other  injuries. 

Treatment. — Rest,  pressure,  cold,  astringents,  may  first  be  tried. 
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If  these  fail,  plug  the  vagina,  and  apply  a  pad  with  a  T  bandage  firmly 
compressed.  If  hemorrhage  persist,  enlarge  the  wound,  and  stuff  it 
with  pledgets  of  cotton- wool  or  lint,  steeped  in  liq.  ferri  perchlor., 
and  then  reapply  pressure  by  the  T  bandage. 

Pudendal  haematocele,  hsematoma,  or  thrombus  of  the  labium 
consists  of  an  effusion  of  blood  into  the  tissue  of  one  labium,  which, 
becoming  clotted,  forms  a  tumour  varying  in  size  from  an  egg  to  that 
of  a  foetal  head. 

It  is  mostly  met  with  during  pregnancy  or  parturition,  seldom 
occurs  spontaneously,  but  generally  from  some  injury.  The  obstruc- 
tion to  the  return  of  venous  blood  by  the  advancing  head  during 
labour,  or  the  bruising  and  laceration  occasioned  by  the  passage  of  the 
head,  is  often  sufficient  to  cause  rupture  of  the  veins,  and  as  the  blood 
cannot  escape  externally,  it  collects  and  forms  a  tumour  around  the 
seat  of  I'upture. 

In  non-pregnant  women  a  similar  condition,  though  less  extensive, 
may  occur  from  severe  muscular  efforts,  as  straining  at  stool,  carrying 
heavy  burdens,  fi-om  blows  or  injury  to  the  labia,  or  jolting  against 
the  pommel  of  a  saddle,  slipping  in  getting  over  a  stile,  a  kick  upon 
the  parts,  &c. 

Symptoms. — There  is  usually  a  sense  of  discomfort,  occasionally  as 
if  something  had  burst,  though  not  infrequently  the  recognition  of  the 
tumour  by  the  sense  of  touch  is  the  first  evidence  of  its  presence. 
Later  on,  throbbing  and  pain  may  be  experienced.  Should  the  tumour 
encroach  upon  the  urethra,  there  may  be  difficulty  in  micturition. 
The  sudden  nature  of  the  affection  is  generally  sufficient  to  distinguish 
it  from  oedema  or  abscess  of  the  labia,  from  pudendal  hernia,  inflamma- 
tion of  vulvo-vaginal  glands,  or  other  local  trouble. 

Course  and  Termination. — Where  the  effusion  is  small,  it  will 
generally  disappear  spontaneously,  becoming  absorbed,  or  the  clot 
may  become  encysted,  and  remain  indefinitely  in  the  tissues.  Where, 
however,  it  is  of  some  size,  especially  if  the  accident  complicate  partu- 
rition, suppuration  of  the  contents  may  take  place  and  purulent 
infection  ensue ;  or  the  sac  may  burst  and  haemorrhage  result. 

Treatment. — If  the  effusion  be  small,  and  the  symptoms  slight,  it 
will  be  well  to  apply  cooling  and  soothing  lotions  and  keep  the  patient 
quiet,  with  the  hope  of  absorption  taking  place.  When  it  is  evident 
that  suppuration  is  about  to  occur,  and  the  swelling  is  very  painful, 
it  is  better  to  foment  or  poultice  it  so  as  to  encourage  suppuration,  an 
opening  being  made  as  soon  as  deemed  expedient.  Where  the  effusion 
is  very  great,  so  as  to  interfere  with  parturition,  incision  of  the 
tumour  may  be  requisite  to  complete  delivery,  the  clot  being  turned 
out  and  pressure  or  some  styptic  solution  applied  to  arrest  any  further 
haemorrhage.  Should  spontaneous  rupture  take  place,  it  may  be 
necessary  to  enlarge  the  opening,  turn  out  the  clot,  and  plug  the 
cavity  with  lint  steeped  in  liq.  ferri  perchlor.,  as  just  indicated,  a 
vaginal  tampon  being  inserted  in  either  case  if  found  to  be  requisite, 
so  as  to  ensure  pressure.  Where  an  enormous  collection  of  blood 
shows  no  signs  of  becoming  absorbed,  and  causes  much  discomfort  or 
inconvenience  to  the  patient,  even  though  no  symptoms  of  suppuration 
show  themselves,  it  may  be  well  to  evacuate  the  clot  by  incising  the 
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sac.  A  bistoury  is  passed  through  the  skin,  on  the  inner  face  of  the 
tumour,  and  allowed  to  cut  its  way  out,  the  opening  being  sufficiently 
free  to  admit  of  the  clot  being  turned  out  by  the  finger. 

If  no  haemorrhage  ensue  it  will  be  unnecessary  to  do  more  than  wash 
the  sac  out  with  some  antiseptic  fluid.  Only  in  the  event  of  hjemor- 
rhage  should  the  sac  be  stuffed  with  lint  or  cotton,  or  any  iron  or 
other  styptic  employed.    Pressure  will  often  prove  sufficient. 

Fatty  and  fibro-cellular  tumours  of  the  vulva  have  been  observed 
but  rarely.  In  one  instance  a  firm  lobulated  tumour,  weighing 
nearly  four  pounds,  grew  from  the  external  generative  organs,  hanging 
down  to  within  two  inches  of  the  knees.  Its  surface  was  fissured  and 
nodulated,  and  it  was  found  to  consist  of  hypertrophied  cellular  tissue, 
with  fat  in  the  interstices.  It  had  been  growing  for  nine  years. 
Extirpation  is  the  only  reliable  method  of  cure. 

Recurrent  fibrous  tumours  of  the  vulva  are  occasionally  met 
with,  returning  after  repeated  removals,  and  ultimately  proving  fatal. 

Pudendal  Hernia. — The  labia  majora  are  the  analogues  of  the 
scrotum  of  the  male,  and  the  round  ligaments  correspond  to  the  sper- 
matic cords.  These  latter  pass  through  the  internal  abdominal  rings, 
along  the  inguinal  canals,  where  they  are  lost  in  the  dartoid  sacs.  A 
loop  of  intestine,  a  portion  of  the  mesentery,  or  an  ovary,  may  descend 
down  one  of  these  canals  by  the  side  of  the  round  ligament,  and  con- 
stitute an  inguinal  hernia,  or  hernia  of  the  labia. 

It  may  occur  from  violent  muscular  efibrts,  as  in  lifting  a  heavy 
load,  coughing,  sneezing,  &c.,  or  may  result  from  blows  or  falls. 

Symj)toms. — A  sense  of  discomfort  on  walking,  with  aching  pain 
or  a  feeling  of  fulness,  may  be  all  that  the  patient  complains  of.  On 
examination,  a  swelling  in  the  labia,  resonant  on  percussion,  reducible 
by  taxis  or  on  lying  down,  painless,  with  absence  of  all  signs  of  in- 
flammation or  oedema,  and  detection  of  impulse  on  coughing,  will  be 
sufficient  to  suggest  the  nature  of  the  swelling. 

Treatment. — Place  the  patient  on  her  back,  with  the  hips  elevated. 
If  the  hernia  does  not  return  naturally  gentle  taxis  should  be  em- 
ployed. If  reducible,  an  appropriate  truss  must  be  applied  to  the 
vaginal  canal,  and  precautions  taken  to  prevent  the  descent  of  the 
intestine. 

If  strangulation  occur,  and  the  hernia  be  irreducible,  an  operation 
will  be  required,  and  should  be  resorted  to  without  further  delay. 

Hernia  of  the  Ovary. — Instances  have  been  recorded  where  the 
ovary  has  descended,  either  congenitally  or  as  a  complication  of  an 
inguinal  hernia,  into  the  labium  majus.  It  has  also  been  found  in 
crural  and  vaginal  hernia,  as  well  as  in  those  of  the  infra-pubic  fora- 
men and  of  the  great  ischiatic  notch. 

Symptoms. — There  may  be  pain,  dragging  sensation,  increased  on 
walking,  sickening  sensation  on  pressure,  increase  of  size  and  tender- 
ness at  the  menstrual  periods,  the  organ  then  being  exquisitely  sen- 
sitive. Should  inflammation  occur,  the  pain  is  greatly  intensified, 
suppuration  may  take  place,  and  peritonitis  ensue.  Abscess  and 
entire  destruction  of  the  ovary  may  result. 

Treatment. — If  reduction  can  be  accomplished  by  careful  taxis  a 
truss  may  be  adjusted.    If  the  ovary  be  fixed  in  its  abnormal  position 
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and  irreducible,  a  concave  pad  may  be  applied  to  prevent  injury  from 
pressure.  If  the  discomfort  be  so  great  that  it  is  unbearable,  excision 
of  the  ovary  may  be  necessitated. 

Hyperaesthesia  of  the  vulva  has  been  described  by  Thomas.  It 
consists  in  an  excessive  sensibility  of  the  nerves  supplying  the  mucous 
mcmbi-ane  of  some  portion  of  the  vulva,  closely  resembling  the  hyper- 
sestlietic  state  of  the  remains  of  the  hymen,  which  constitutes  one 
form  of  vaginismus. 

There  is  no  appearance  of  inflammation  beyond  occasional  spots  of 
erythematous  redness. 

Sipnptoms. — The  slightest  friction  excites  intolerable  pain  and 
nervousness,  even  a  cold  and  unexpected  current  of  air  produces  dis- 
comfort, and  any  degree  of  pressure  is  absolutely  intolerable.  Sexual 
intercourse  produces  so  much  discomfort,  that  the  patient  generally 
applies  for  relief  on  this  account  chiefly.  The  mental  distress  is  out 
of  all  proportion  to  the  suflfering  endured.  In  some  instances  a  state 
bordering  upon  monomania  is  noticed,  the  whole  thought  and  atten- 
tion being  concentrated  upon  this  exceedingly  obstinate  and  distressing 
malady. 

Causes. — It  is  most  frequent  about  the  menopause,  and  occurs 
mostly  in  patients  of  the  hysterical  diathesis,  or  where  a  morbid 
mental  condition,  chai-acterised  by  a  tendency  to  depression  of  spirits, 
exists. 

Locally,  chronic  vulvitis  or  irritable  urethral  tumours  may  be 
found,  but  in  others  no  apparent  cause  is  detected. 

Treatment. — Thomas  speaks  of  this  as  very  unsatisfactory.  He 
reconnnends  sending  the  patient  away  from  home,  where,  in  addition 
to  enjoying  change  of  air,  scene,  and  surroundings,  she  would  live 
absque  marito  \  to  give  general  tonics,  as  arsenic,  strychnia,  quinine, 
and  iron  ;  to  relieve  any  local  condition,  such  as  vulvitis  or  urethral 
vegetations  ;  to  use  warm  fomentations,  and  apply  sedative  lotions  or 
ointments,  consisting  of  opium  or  its  salts,  carbolic  acid,  chloroform, 
and  iodoform.  Sometimes  benefit  seems  to  result  from  strong  solu- 
tions of  alum,  tannin,  &c.  The  results  of  caustics  and  the  knife  are 
not  such  as  to  inspu^e  confidence  in  them. 

Fissure  of  the  vaginal  orifice  not  infrequently  occurs  in  newly- 
mari'ied  patients.  It  may  consist  in  merely  a  cleft  in  the  mucous 
membrane  at  the  posterior  commissure,  or  a  series  of  radiating  fissures 
around  the  vestibule  may  be  found.  Fissures  at  the  fossa  navicularis 
often  result  from  slight  laceration  of  the  perineum  during  first  labours. 
Any  operative  interference,  where  the  vagina  is  small,  or  any  undue 
distension,  as  from  removal  of  a  large  fibroid  from  the  uterus,  may 
also  give  rise  to  fissures.  In  some  cases  they  seem  to  be  due  to  an 
altered  condition  of  the  mucous  membrane,  caused  by  inflammation, 
especially  of  a  syphilitic  character. 

The  symptoms  are  often  very  distressing,  and  out  of  all  proportion 
to  the  extent  of  the  mischief.  Intercourse  is  generally  exceedingly 
painful  and  often  intolerable.  The  mere  effect  of  walking  seems  to 
chafe  and  irritate  the  surface.  Any  vaginal  discharge  getting  into  it 
increases  the  irritation,  as  also  the  least  drop  of  urine  on  micturition. 

On  separating  the  labia  and  slightly  stretching  the  posterior  com- 


382 


DISEASES  OE  THE  VULVA. 


missure  the  fissure  is  seen,  bleeding  if  the  tension  put  upon  the  parts 
be  at  all  great. 

In  some  slight  cases  the  application  of  the  nitrate  of  silver,  and 
lubricating  the  surface  with  oil  or  cold  cream  before  intercourse,  is 
sufficient  to  overcome  the  difficulty.  In  other  cases  it  will  be  neces- 
sary to  tear  open  the  fissure  by  sti-etching  the  parts  with  the  fingers 
or  a  speculum.  In  severe  cases  the  fissure  must  be  divided  slightly, 
not  deeply,  otherwise  the  haemorrhage  may  be  troublesome.  Physio- 
logical rest,  a  change  to  the  sea-side,  the  use  of  an  astringent  lotion, 
and  tonics  to  improve  the  health,  will  then  complete  the  cure. 

Urethritis  may  occur  independently  of,  or  in  consequence  of,  ex- 
tension of  gonorrhoeal  contamination,  and  is  often  very  intractable. 

Symptoms. — There  is  generally  burning  pain  along  the  urethra, 
constant  or  intermittent  in  character,  independent  of  micturition,  but 
greatly  aggravated  by  it,  with  tenesmus. 

The  urethra  is  found  to  be  unusually  florid,  the  mucous  membrane 
swollen  and  painful,  acute  agony  being  caused  by  the  passage  of  a 
catheter. 

Spasmodic  contraction,  causing  sudden  stoppage  of  the  flow  of 
urine  during  mictuiition,  with  severe  forcing  pain,  is  not  infrequent. 

Treatment. — If  recent  and  mild  in  character,  rest,  aperients,  and 
salines,  bland  drinks,  and  unstimulating  diet  may  afford  relief. 

If  more  chronic,  and  of  an  aggravated  form,  the  application  of  a 
strong  solution  of  nitrate  of  silver  or  of  carbolic  acid  may  be  indicated. 
Copaiba  or  belladonna  may  be  administered  internally. 

Prolapsus  Urethrse. — Procidentia,  or  eversio  urethrse,  is  occa- 
sionally met  with  in  feeble  and  elderly  patients.  It  consists  of  pro- 
lapse of  the  urethral  mucous  membrane,  with  proliferation  of  the 
subjacent  cellular  tissue.  It  is  sensitive  to  the  touch,  though  it  may 
be  present  for  some  time  without  causing  active  symptoms.  Difficult 
and  painful  micturition  are  generally  induced,  with  mucous  discharge 
and  irritation. 

It  will  be  distinguished  from  vascular  growth  by  noticing  that  it 
entirely  surrounds  the  meatus  urinarius. 

Treatment. — The  application  of  the  galvano-cautery  bulb  will 
often  prove  sufficient  to  destroy  the  vascularity,  the  resulting  cicatri- 
sation preventing  a  recurrence  of  the  difficulty.  It  will  be  necessary 
to  induce  ana3sthesia  before  operating. 

Another  method  is  to  introduce  a  catheter  into  the  bladder,  and 
apply  a  ligature  lightly  round  the  prolapsed  portion  so  as  to  strangu- 
late it,  the  catheter  being  left  in  until  the  slough  separates. 

Better  still,  pass  a  catheter,  and  apply  the  loop  of  the  galvano- 
cautery  wire  so  as  to  remove  the  prolapsed  mucous  membrane,  leaving 
the  catheter  in  for  some  days. 

Excision  by  the  scalpel  or  curved  scissors  may  also  be  resorted  to, 
the  haemorrhage  being  ari-ested  by  the  cautery,  pressure,  perchloride 
of  iron  or  other  styptic. 

Urethral  Polypus  seldom  occurs,  but  still  instances  have  been 
noted  of  small  mucous  polypi  forming  in  the  urethra,  producing 
haemorrhage  on  micturition  or  dysuria. 

Treatment. — Eemoval  by  ligature  or  scissors,  and  touching  the 
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base  vrith  nitric  acid,  the  actual  cauteiy,  or  mere  pressure  by  passing 
a  large- sized  catheter,  to  check  hasmorrhage,  will  remove  the  difficulty. 

Angioma  of  the  Urethra  appears  to  be  due  to  venous  congestion 
of  the  vessels  of  the  anterior  half  of  the  urethro-vaginal  septum.  These 
excrescences  are  farmed  of  vessels  possessing  a  degree  of  erectility, 
analogous  to  priapism  in  the  male.  They  are  not  sensitive,  as  is  the 
case  with  vascular  tumours  of  the  urethra. 

Treafjiient. — This  is  identical  with  that  for  urethral  caruncle. 

Cystic  dilatation  of  urethra  occurs  in  rare  cases.  A  small  pouch 
projects  from  the  anterior  vaginal  wall  in  which  urine  accumulates, 
setting  up  irritation  by  its  decomposition,  and  causing  much  incon- 
venience by  its  involuntary  discharge  at  other  times  than  when  mic- 
turition is  being  performed.  In  some  instances  it  attains  such  a  size 
as  to  project  at  the  vulva  and  cause  inconvenience  in  locomotion. 

Treatment. — This  is  similar  to  that  of  marked  cases  of  vesicocele. 
Dissect  otf  a  small  patch  of  the  vaginal  mucous  membrane,  which 
covers  the  pouch,  and  bring  the  edges  together  by  sutures. 

Where  the  pouch  is  so  large  as  to  involve  a  portion  of  the  base  of 
the  bladder,  it  may  be  necessary  to  remove  a  segment  of  the  wall  of 
the  pouch,  and  close  the  aperture  thus  formed  by  means  of  sutures,  in 
the  same  way  as  in  cases  of  vesico-urethro-vaginal  fistula. 

Vascular  Tumours  of  the  Urethra,  irritable  urethral  caruncle, 
pseudo-angioma,  vascular  excrescence  of  the  meatus  urinarius,  fungous 
vegetation,  &c.,  are  names  given  by  various  authors  to  express  a  small 
growth  or  excrescence  situated  at  the  orifice  of  the  urethra.  It  con- 
sists of  numerous  small  vessels  disposed  in  groups,  as  in  the  vasa 
vorticosa  of  the  choroid,  held  together  by  a  little  connective  tissue, 
and  covered  with  a  layer  of  pavement  epithelium.  Nervous  filaments 
are  also  present. 

They  are  mostly  of  a  florid  red  colour,  soft  and  friable,  readily 
breaking  down  when  grasped  with  forceps,  bleeding  on  friction,  ex- 
quisitely sensitive  to  the  touch,  irregular  and  often  lobulated  on  the 
surface,  occasionally  resembling  a  miniature  cockscomb,  more  or  less 
sessile  on  the  mucous  membrane  to  which  they  are  limited,  generally 
situated  on  the  posterior  wall  of  the  urethra,  varying  in  size  from  a 
pin's  head  to  that  of  a  raspberry,  and  even,  in  exceptional  instances, 
to  that  of  a  walnut. 

In  some  instances,  in  place  of  a  somewhat  pedunculated  growth, 
we  find  a  general  vascularity  of  the  mucous  membrane  of  the  orifice 
of  the  urethra,  extending  some  little  distance  up  the  canal,  and  gene- 
rally limited  to  an  area  of  not  more  than  an  eighth  to  a  quarter  of  an 
inch  of  the  membrane  surrounding  the  orifice.  It  seems  to  be  due  to 
excessive  development  of  the  mucous  papillse,  presenting  the  appear- 
ance of  minute  florid  granulations. 

In  other  cases  the  tumour  is  much  denser  in  structure,  less 
vascular,  less  sensitive,  bulging  from  the  posterior  wall  of  the  urethra, 
rendering  the  aperture  crescentic  in  shape. 

Causes. — Vascular  excrescences  are  found  in  girls  and  young 
women  as  well  as  in  those  more  advanced  in  life.  They  occur  in 
married  and  single  alike.  Possibly  they  are  more  frequent  in  married 
persons  about  or  after  the  climacteric  period.    Although  no  definite 
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cause  has  been  assigned  to  account  for  their  production,  there  is  little 
doubt  that  the  irritation  of  gonorrhoeal  discharge  extending  to  the 
urethra  will  explain  their  occurrence  in  many  instances. 

It  has  been  observed  frequently  that  women  who  indulge  in  port 
wine  or  other  alcoholic  stimulant  in  any  quantity,  who  live  generously, 
and  whose  urine  is  often  turbid  or  irritating  from  its  concentration, 
are  specially  prone  to  develop  these  vascular  growths.  Congestion  of 
the  urethral  plexus  of  veins  from  pressure  of  the  gravid  or  displaced 
uterus,  or  from  over-distended  bladder  or  rectum,  may  explain  the 
occurrence  of  these  vascular  growths  in  some  cases. 

Course  and  Duration. — This  varies  with  the  age  and  other  con- 
ditions. In  some  instances  they  remain  small  for  many  years, 
producing  constant  annoyance  and  distress.  In  others  they  develop 
more  rapidly,  and  may  attain  such  a  size  as  to  interfere  materially 
with  locomotion. 

Symptoms. — Pain  during  or  immediately  following  micturition  is 
usually  the  first  evidence  of  anything  being  wrong  sufiicient  to  attract 
the  patient's  attention.  It  is  often  very  severe,  the  intensity  being 
out  of  all  proportion  to  the  size  of  the  growth.  There  is  mostly  fre- 
quent desire  to  micturate,  with  smarting  pain  after  passing  water. 
Pain  is  also  produced  from  friction  or  pressure,  such  as  occurs  on  walk- 
ing, coitus,  and  even  from  movements  during  sleep,  which  is  thus 
disturbed.  In  consequence  of  this  the  patient  becomes  irritable, 
nervous,  hysterical,  and  often  greatly  depressed  in  spirits.  In  some 
instances  her  whole  attention  is  absorbed,  and  she  gives  way  to  the 
most  exaggerated  fears  as  to  her  condition.  In  addition  to  dyspa- 
reunia,  there  is  often  slight  haemorrhage  of  a  bright  florid  colour 
after  coitus,  which  also  serves  to  alarm  the  patient  and  leads  her  to 
imagine  that  cancer  or  some  other  serious  disorder  is  commencing. 
Hgemorrhage  may  also  be  produced  by  friction  on  walking,  or  from 
rubbing. 

Occasionally  there  is  a  sense  of  weight,  or  aching,  the  pain 
radiating  down  the  thighs  and  extending  to  the  sacrum.  There  is 
generally  some  little  mucopurulent  discharge  from  the  urethra. 

Instances  are  not  infrequent,  however,  where  considerable  vascu- 
larity of  the  urethral  mucous  membrane,  and  even  growths  of  some 
size,  are  detected,  where  no  symptoms  whatever  are  complained  of. 

Physical  Signs.  —  On  examination,  a  small  vascular  growth, 
varying  in  size  from  a  millet  seed  to  that  of  a  raspberry,  is  found  pro- 
truding from  the  meatus  urinarius,  generally  attached  to  the  posterior 
wall,  exquisitely  sensitive  to  the  touch,  and  bleeding  on  the  slightest 
manipulation. 

A  free  secretion  of  mucus,  or  mucopurulent  discharge,  is  often 
found  bathing  the  surface  of  these  growths. 

Diagnosis. — If  the  growth  protrude  externally  the  diagnosis  is 
very  simple.  Prolapsus  urethrse,  or  eversion  of  the  mucous  mem- 
brane, may  occasion  doubt,  but  this  is  cleared  up  if  ordinary  care  be 
taken  to  notice  the  absence  of  any  new  growth.  Syphilitic  warts,  if 
they  occur  at  the  urethral  orifice,  may  be  at  first  mistaken  for  vascular 
growths,  but  in  the  former  case  similar  warty  gi^owths  will  be  found 
upon  other  parts  of  the  vulva — they  are  also  painless. 
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In  some  instances  the  vascular  growth  is  concealed  within  the 
urethra,  and  may  not  be  evident  unless  the  orifice  be  distended  by 
means  of  dressing  forceps  or  urethral  dilator,  when  it  at  once  becomes 
apparent.  The  symptoms  have  occasionally  been  mistaken  for  those 
of  stone  in  the  bladder.  The  passage  of  the  bladder  sound,  and 
observing  the  precaution  to  inspect  the  orifice  of  the  urethra,  will 
be  sufficient  to  guard  the  practitioner  from  this  error. 

Where  patients  complain  of  symptoms  of  vaginismus,  or  dyspa- 
reunia,  especially  if  slight  haemorrhage  occur  after  coitus,  and  no 
apparent  cause  for  this  be  detected,  it  will  be  advisable  to  dilate  the 
urethra,  and  examine  carefully  for  any  vascular  growths. 

Prognosis. — This  should  in  all  cases  be  guarded.  If  the  growth 
be  comparatively  small,  single  and  somewhat  pediculated,  its  removal 
is  simple,  and  there  need  not  necessarily  be  any  return  of  the  disease. 
Where,  however,  there  are  several  small,  sessile,  fungous  granulations 
surrounding  the  meatus,  and  extending  some  little  distance  up  the 
urethra,  removal  of  them  is  extremely  difficult,  and  they  are  very  apt 
to  return  again  and  again.  In  fact,  some  authoi's  regard  them  as  a 
variety  of  epithelioma,  from  their  extreme  liability  to  reproduction 
after  incision.  The  nervous  hyperesthesia,  reflex  and  sympathetic 
phenomena,  engendered  by  the  gi-owth,  have  not  only  materially  de- 
teriorated the  health  of  the  patient,  but  are  very  liable  to  remain, 
even  for  a  considerable  period,  after  the  removal  of  the  growth.  I 
have  witnessed  instances  where  the  suffering  for  many  consecutive 
months  appeared  to  be  worse  even  than  that  endured  by  patients  the 
subjects  of  uterine  cancer.  The  constant  pain,  frequent  desire  to 
evacuate  the  contents  of  the  bladder,  broken  rest,  impaired  appetite, 
from  morphia  employed  to  assuage  the  pain  and  procure  sleep,  to- 
gether with  the  mental  depression  and  nervous  exhaustion,  produce 
so  serious  an  influence  upon  the  economy  as  in  many  instances  to 
suggest,  and  even  lead  to  suicide.  Melancholia  is  by  no  means  in- 
fi-equent  in  severe  cases  as  a  result  of  the  intense  and  intolerable 
suftering. 

Treatment. — In  simple  cases,  where  the  growth  is  small  and  pe- 
dunculated, a  fine  ligature  may  be  passed  round  the  base  of  the 
tumour,  gradually  tightened  until  it  cuts  through ;  nitric  acid  or  a 
knitting-needle,  heated  over  a  spirit  lamp,  is  then  applied  to  the  base 
to  restrain  hsemori-hage  and  prevent  renewal  of  the  growth.  This 
I  have  frequently  done  successfully,  without  resorting  to  the  employ- 
ment of  an  anaesthetic. 

Where  the  growth  is  more  sessile,  limited  to  the  posterior  wall, 
and  is  very  small,  the  application  of  nitric,  chromic,  or  carbolic  acid 
may  be  tried  with  a  view  to  arresting  the  progress  of  the  growth  and 
destroying  it. 

This  method  is  of  service  where  patients  will  not  consent  to  any 
more  direct  operation  for  removal,  but  it  will  often  be  requisite  to 
repeat  the  application  several  times  before  complete  destruction  of  th& 
growth  ensues. 

It  is  not  necessary  to  produce  anaesthesia,  provided  the  patient 
will  make  up  her  mind  to  endure  a  little  pain.  An  ordinary  wooden 
match,  slightly  pointed,  with  a  little  cotton-wool  wrapped  tightly 
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round  the  end,  is  dipped  into  a  freshly  prepared  saturated  sohition  of 
chromic  acid,  or  into  strong,  not  fuming,  nitric  acid.  Having  guarded 
the  surrounding  parts  by  placing  a  dossil  of  cotton-wool,  soaked  in  a 
strong  solution  of  carbonate  of  soda,  just  in  the  vaginal  orifice,  the 
match  is  pressed  firmly  in  the  centre  of  the  growth  for  a  few  seconds, 
the  whole  of  the  diseased  surface  being  touched.  Any  excess  of  acid 
should  be  carefully  avoided  by  pressing  the  match  firmly  against  the 
neck  of  the  bottle  before  applying  the  acid,  and  after  its  application 
any  excess  must  be  neutralised  by  the  soda  solution.  A  small  pledget 
of  cotton- wool  soaked  in  oil  is  then  applied  to  the  part.  A  soothing 
lotion,  such  as  acid,  hydrocyan.  dil.  5j,spir.  vini  rect.  §j,  liq.  morph. 
acet.  Jss,  aquam  ad  gviij,  should  be  prescribed,  and  ordered  to  be 
kept  applied  to  the  parts  for  the  following  few  days.  If  the  patient 
be  very  intolerant  of  pain,  the  operation  had  better  be  done  at  her 
home,  when  a  subcutaneous  injection  of  morphia,  or  a  morphia  sup- 
pository, may  be  employed. 

Carbolic  acid  is  frequently  of  service  in  those  cases  where  there  is 
more  a  general  vascularity  of  the  meatus  urinarius  than  a  distinct 
outgrowth.  A  saturated  solution,  made  by  adding  a  drachm  of  gly- 
cerine to  an  ounce  of  the  crystallised  acid,  and  slightly  warming  it, 
should  be  used.  It  may  be  applied  with  a  match  as  in  the  previous 
case,  any  excess  being  neutrahsed  with  olive  oil.  The  application 
will  need  to  be  repeated  once  a  week  for  some  few  weeks.  The  relief 
afforded  is  often  very  great.  The  acid  mummifies  the  surface,  ren- 
dering it  insensible  to  the  passage  of  the  urine,  and  seldom  causes 
much  inconvenience  at  the  time. 

Liq.  2)lumhi  subacet.  frequently  applied,  has  been  spoken  favourably 
of,  as  likely  to  cause  shrivelling  of  the  granulations. 

Nitrate  of  silver  causes  much  pain  on  application,  and  is  not 
sufficiently  powerful  to  destroy  the  gi'owth;  in  many  cases  seeming 
to  set  up  increased  irritation  and  development.  It  should  not  be 
resorted  to. 

Actual  (7fm^er?/.— A  knitting-needle  or  small  bulb  cautery,  heated 
to  redness  over  a  spirit-lamp  liame  ;  Bruce's  gas  cautery  ;  Paquelin's 
cautery ;  or  the  galvano-cautery  wire  or  bulb,  prove  very  efficient 
means  of  removing  these  growths,  or  of  arresting  the  hsemorrhage 
after  excision.  The  latter  forms  should  be  employed,  when  possible, 
as  being  more  reliable.  Owing  to  the  extreme  sensitiveness  of  the 
structure  and  the  natural  dread  of  being  burnt,  it  is  hardly  likely  that 
the  patient  will  remain  voluntarily  passive  during  the  operation. 
Anaesthesia  should  therefore  be  resorted  to. 

Paquelin's  cautery  (fig.  139),  as  recently  introduced,  is  a  most 
efficacious  method  of  removing  vascular  growths.  The  instrument  itself 
is  very  portable  and  easily  got  ready  for  use.  The  vapour  of  petroleum 
being  driven  through  the  handle  to  the  tip  of  the  platina  stem,  which 
has  been  first  gently  heated,  the  bulb  becomes  incandescent  and  may 
be  kept  so  as  long  as  the  vapour  is  supplied.  It  destroys  the  tissues 
rapidly  and  effectively,  and  as  the  amount  of  radiation  of  the  heat  is 
slight,  the  neighbouring  tissues  are  far  less  liable  to  injury  than  where 
the  actual  cautery  is  employed. 

The  great  advantage  of  this  method  over  any  cutting  operation  is 
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Fig.  138.— Bryant's  Urethral  Specu- 
lum Dilator  (half  size). 


that  the  risk  of  hcemorrbage  is  almost  nil,  and  that  the  deeper  tissues 
can  be  so  thoroughly  destroyed  as  to  lessen  materially  the  risk  of  the 
growth  recurring. 

When  the  granulations  extend  some  little  distance  up  the  urethra, 
this  canal  must  be  dilated  by  means  of  Bryant's  urethral  speculum 
dilator  of  ivory  (fig.  138),  or  other  appropriate  instrument,  so  as  to 
expose  fully  the  extent  of  the  growth, 
facilitate  operation,  and   protect  the 
anterior  wall  of  the  urethra. 

The  growths  may  then  be  dealt 
with  as  deemed  advisable,  either  cut 
ofif  with  scissors,  scraped  off  by  the 
curette,  or  removed  by  the  cautery. 

Where  a  very  granular  and  irritable  condition  of  the  urethral 
canal  extends  some  distance  up,  either  independently  of  any  vascular 
growth,  or  subsequently  to  their  removal,  it  often  produces  severe 
smarting  pain  on  micturition,  and  other  symptoms.  A  couple  of  hair- 
pins, bent  midway  at  right  angles,  answer  capitally  as  retractors  to 
expose  the  canal  of  the  urethra. 

The  application  of  strong  carbolic  acid  is  here  of  much  service, 
and  may  be  applied  as  before  dii-ected,  being  less  painful  and  more 
efficacious  than  a  solution  of  nitrate  of  silver,  which  often  increases 
the  irritation. 

Where  these  means  fail,  the  growth  being  very  persistent,  it 
is  better  to  dilate  the  urethra  and  apply  the  actual  cautery.  The 
pressure  of  a  full-sized  catheter  retained  in  the  bladder  is  often  of 
much  service  subsequently. 

If  there  be  much  thickening  of  tissue  and  great  vascularity  of  the 
posterior  wall  of  the  urethra,  the 
plan  of  puncturing  the  base  so  as 
to  destroy  the  feeding  vessels, 
either  by  means  of  a  red  hot 
knitting-needle,  the  fine  point  of 
Brace's  gas  cautery,  or  that  of 
Paquelin's,  will  be  found  most 
applicable.  The  needle,  when 
incandescent,  should  be  made  to 
penetrate  deeply,  parallel  with 
the  urethra,  but  not  necessarily 
involving  the  mucous  membrane 
of  the  urethra  itself.  If  this 
latter  be  left  intact,  a  great  ad- 
vantage will  be  gained  in  that 
the  urine  will  not  have  to  pass 
over  a  raw  exposed  surface  and 
so  keep  up  constant  irritation.  The  destruction  of  the  deep  tissues 
effectually  cuts  off  the  supply  of  blood  to  the  surface,  and  the  growth 
withers  rapidly. 

Where  the  growth  is  large,  projecting  from  the  surface,  sessile  or 
attached  by  a  broad  base,  it  will  be  better  at  once  to  decide  upon  an 
operation  for  its  entire  removal.    This  should  never  be  done  hurriedly, 


Fig.  139. — Paquelin's  Thermo-Cauterv. 


388 


DISEASES  OF  THE  VULVA. 


without  preparation,  single-handed,  in  the  consulting-room,  but  at  the 
patient's  residence,  witli  skilled  assistance.  Owing  to  the  free  distri- 
l^ution  of  sentient  nerves  to  this  region,  it  is  almost  the  last  part  in 
which  the  reflex  irritability  is  suspended.  Anaesthesia  will  therefore 
need  to  be  profound,  the  patient  being  brought  to  the  point  of  narcosis. 
This  having  been  effected,  the  patient  is  placed  on  her  back  in  the 
lithotomy  position,  with  the  knees  well  apart,  opposite  a  good  light. 

The  labia  being  separated  by  an  assistant,  the  tumour  is  seized  by 
a  small  pair  of  ring  forceps,  similar  in  construction  to  those  employed 
in  operations  for  haemorrhoids,  or  by  toothed  forceps,  or  by  a  tenacu- 
lum passed  under  the  base  and  drawn  well  forwards.  The  tumour  is 
then  excised  by  curved  scissors  or  a  scalpel,  care  being  taken  to  cut 
well  beyond  the  base  of  the  tumour.  Free  haemorrhage  generally 
occurs.  If  this  can  be  arrested  by  pressure  and  cold,  the  edges  may 
be  brought  together  by  sutures  passed  deeply,  so  as  to  approximate 
the  cut  surfaces  with  a  view  to  obtaining  healing  by  the  fii'st  intention. 
The  site  of  the  caruncle  is  thus  covered  with  healthy  tissue,  and  the 
chances  of  its  return  are  greatly  lessened. 

A  catheter  may  either  be  left  in  the  bladder,  or  the  urine  drawn 
off  every  eight  hours  for  the  first  day  or  two ;  the  strictest  cleanliness 
being  enjoined.  The  advantages  of  this  method  are  that  no  raw 
surface  is  left  to  granulate  up  and  be  constantly  irritated  by  the 
passage  of  uiine  and  other  discharges.  There  is  also  less  fear  of  con- 
traction of  the  urethral  orifice  occurring  subsequently,  or  of  any  septic 
mischief  resulting. 

Not  infrequently,  however,  where  the  incision  has  been  deep,  the 
haemorrhage  is  so  free  that  it  is  necessary  to  arrest  it  promptly  by 
means  of  the  actual  cautery,  Paquelin's  or  the  galvano-cautery  always 
being  used  if  possible.  Nitric  acid  may  be  employed  to  arrest  the 
haemorrhage  in  some  cases,  but  it  is  not  nearly  as  efficient  in  its  action 
as  the  cautery,  and  generally  runs  down  over  the  surrounding  parts, 
causing  much  unnecessary  injury.  Perchloride  of  iron  has  also  been 
used  to  arrest  the  haemorrhage  after  operation,  but  cannot  compare 
in  efficiency  with  the  actual  cautery. 

If  slight  oozing  continue,  this  may  generally  be  arrested  by  first 
passing  an  elastic  catheter,  applying  a  small  pad  of  lint  over  the 
wound,  and  securing  23ressure  by  means  of  a  T  bandage. 

The  after-treatment  will  consist  in  strict  attention  to  cleanliness, 
the  employment  of  a  soothing  lotion,  such  as  liquor  plumbi  subacet. 
|ss,  glycerin,  giss,  aqu.  rosae  ad  Jviij. — M. ;  or  glycer.  boracis  §ij, 
aqu.  rosae  Jvj. — M.  The  application  of  olive  oil  to  the  parts  tends  to 
allay  the  sense  of  burning,  and  also  to  prevent  the  urine  irritating 
the  surface.  A  saturated  solution  of  carbonate  of  soda,  or  rather 
sufiicient  water  added  to  the  soda  to  make  a  thick  creamy  kind  of 
paste,  applied  to  the  parts,  often  proves  very  soothing. 

If  applications,  whether  of  caustics  or  cauteries,  have  extended  up 
the  urethral  canal,  it  will  be  necessary  to  pass  a  bougie  or  catheter 
occasionally  for  some  weeks  afterwards,  in  order  to  prevent  contrac- 
tion of  the  canal. 

Although  medical  treatment  is  useless  for  the  cure  of  vascular 
excrescences  of  the  urethra,  much  may  be  done  by  appropriate  reme- 
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dies  in  preventing  them  where  there  is  a  marked  predisposition  to 
their  growth,  and  also  in  preventing  their  recurrence  when  they  have 
been  removed  by  opei'ation. 

Any  unhealthy  vaginal  discharge  should  be  attended  to.  The 
patient  should  be  careful  so  to  regulate  her  diet  that  the  urine  is  free, 
and  remains  clear  on  cooling.  Any  departure  from  a  natural  con- 
dition should  at  once  be  inquired  into.  Strict  moderation,  if  not 
abstention  from  alcohol,  should  be  enjoined. 

Animal  food  should  be  partaken  of  sparingly,  unless  the  patient 
lead  an  active  life.  A  milk  and  farinaceous  diet  proves  far  less  likely 
to  produce  a  secretion  irritating  to  the  urethra. 

Curries,  spices,  acid  fruits,  and  other  such-like  articles  should  also 
be  avoided. 

Hyperplasia,  or  hypertrophy  of  the  clitoris,  is  more  often  con- 
genital than  acquired.  When  conjoined  with  hypertrophy  of  the 
nymphre,  as  not  infrequently  happens,  an  appearance  of  hermaphro- 
ditism is  simulated  which  may  give  rise  to  doubts  as  to  the  sex  of 
the  individual.  Instances  have  been  recorded  where  it  has  grown  to 
a  size  of  6  or  8  inches  in  length.  The  gland  may  be  very  large,  and 
the  prepuce  so  developed  as  to  resemble  a  penis,  the  enlarged  nymphse 
assuming  the  appearance  of  a  scrotum. 

Most  cases  may  be  traced  to  a  syphilitic  origin,  where  the  condi- 
tion has  been  acquired  and  is  not  congenital. 

It  generally  causes  inconvenience  from  its  bulk,  interferes  some- 
what with  locomotion,  and  impedes  coition. 

Occasionally  it  is  so  sensitive  as  to  give  rise  to  sexual  excitement. 

Treatment. — Where  inconvenience  results,  amputation  by  means 
of  the  galvanic  ecraseur  or  by  the  knife  may  be  resorted  to. 
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CHAPTER  XXYI. 

CONGENITAL  MALFORMATIONS  AND  DISEASES  OF  THE  VAGINA. 

*  Occlusion  of  the  Vagina. 

This  may  be  congenital  or  acquired,  partial  or  complete,  the  result  of 
some  congenital  malformation,  or  of  diseased  action.  The  three 
periods  of  life  at  which  we  are  most  frequently  consulted  to  remedy 
this  defect  are  within  a  few  days  of  the  infant's  birth  or  at  the  time  ; 
at  puberty  or  shortly  after  ;  and  at  the  time  of  marriage. 

Subsequent  to  puberty,  any  occlusion  of  the  vagina  or  of  the 
cervix  uteri,  whether  congenital  or  acquired,  will  prevent  the  exit  of 
the  menstrual  secretion,  and  so  produce  a  similar  group  of  symptoms 
to  those  mentioned  when  speaking  of  imperforate  hymen.  It  will 
therefore  be  unnecessary  to  repeat  these  under  each  variety  of 
atresia,  although,  as  the  treatment  varies  somewhat,  this  will  be 
specially  indicated. 

Atresia  vulvae  (a,  privative,  rpijau-,  perforation)  is  occasionally  de- 
tected as  a  congenital  condition  due  to  mere  adhesive  agglutination  of 
the  two  adjacent  surfaces  of  the  labia.  In  some  instances  the  vaginal 
orifice  is  completely  closed,  in  others  the  urethra  is  generally  unim- 
plicated.  The  nurse,  in  washing  the  child,  finding  that  the  vulval 
aperture  is  closed,  calls  attention  to  the  fact,  probably  having  first 
informed  the  mother  that  the  child  is  not  properly  formed ;  the 
mother,  being  naturally  distressed  at  this,  asks  our  advice. 

On  examination  the  labia  are  seen  to  be  adherent  as  far  as,  but 
not  generally  including,  the  urethral  orifice. 

Treatment. — The  mere  passage  of  an  ordinary  probe  anteriorly 
over  the  urethra  into  the  vagina,  and  allowing  the  probe  to  tear 
asunder  the  adherent  surfaces,  will  often  be  found  sufiJicient  to 
remedy  this  .condition.  In  some  instances  gentle  pressure  with  the 
fingers  on  either  side  will  be  all  that  is  necessary. 

A  little  oil  should  be  applied  to  the  parts  to  prevent  their  becom- 
ing again  adherent,  and  the  nurse  instructed  to  wash  them  carefully 
and  keep  a  little  oil  applied  for  the  first  few  days. 

Atresia  vulvae  is  sometimes  acquired  in  early  life  from  a  mild 
attack  of  vulvitis  or  infantile  leucorrhoea,  adhesion  taking  place  be- 
tween the  inflamed  surfaces,  which,  if  not  remedied  at  the  time,  may 
give  rise  to  diflSculty  later  on. 

Tearing  the  surfaces  asunder  by  means  of  the  fingers,  probe,  or 
handle  of  the  scalpel,  and  applying  a  little  oil,  will  generally  be  all 
that  is  requisite. 
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If  not  detected  until  the  adherent  parts  have  become  firmlj 
united,  it  may  be  necessary  to  resort  to  incision,  a  pledget  of  oiled 
lint  being  then  inserted  to  keep  the  raw  edges  separate. 

Imperforate  hymen  occurs  only  as  a  congenital  condition.  The 
normal  hymen  consists  of  a  double  fold  of  mucous  membrane  forming 
a  thin  veil  just"  within  the  vaginal  canal,  partly  closing  the  ostiurc 
vaginae.  It  may  be  more  or  less  crescentic  in  form,  the  concavity 
being  directed  upwards  and  forwards  ;  circular,  extending  round  the 
orifice,  perforated  in  the  centre  ;  cribriform,  pierced  with  several  small 
apertures ;  reduced  to  a  mere  fringe,  the  small  rounded  elevations 
constituting  the  carunculce  myrtiformes ;  or  may  be  entirely  absent. 
The  presence  of  the  hymen  is  not  necessarily  evidence  of  virginity, 
nor  its  absence  proof  to  the  contrary ;  this  is  important  to  remember  in 
medico-legal  cases. 

AYlien  the  hymen,  in  place  of  being  perforated  in  one  of  the  ways 
already  mentioned,  is  imperforate,  there  may  be  no  urgent  symptoms 
to  indicate  this  until  shortly  after  puberty,  and  even  then  parents 
often  hesitate  to  seek  advice,  thinking  that  their  daughter  is  only 
suffering  from  dysmenorrhoea,  and  that  it  will  all  come  right  in  time. 
It  may  be  not  until  some  years  after,  when  marriage  is  contemplated, 
or  when  this  has  actually  taken  place  and  difficulty  is  experienced  in 
a  comj^lete  fulfilment  of  the  ordinary  married  relations,  or  on  account 
of  sterility,  that  we  are  consulted. 

Symptoms. — Such  a  condition  may  be  suspected  when,  puberty 
having  arrived,  all  the  symptoms  of  menstruation  present  themselves, 
excepting  only  the  appearance  of  the  sanguineous  discharge.  Pain 
of  a  forcing  or  bearing-down  character  is  generally  experienced  at 
each  monthly  period  in  the  lower  abdomen,  back  and  inner  side  of 
thighs,  increasing  in  severity  at  times  to  such  an  extent  as  to  con- 
stitute uterine  colic,  similar  to  the  pain  produced  by  abortioii.  The 
abdomen  becomes  tender,  often  so  much  so  as  to  lead  to  the  suspicion 
of  peritonitis  being  present.  The  pulse  increases  in  frequency,  the 
temperature  rises,  the  face  becomes  flushed,  headache  and  vomiting 
set  in,  and  for  a  time  the  patient  is  in  great  distress.  In  addition  to 
the  general  symptoms  of  febrile  disturbance,  there  is  often  marked 
discomfort  in  the  pelvic  region,  a  feeling  of  pressure  or  irritability  of 
the  bowels,  and  frequent  or  difficult  micturition.  After  enduring  for 
a  longer  or  shorter  time,  frequently  for  some  few  days,  these  symptoms 
gradually  subside,  if  not  entirely,  at  least  lessening  in  severity,  until 
after  an  interval  of  another  three  or  four  weeks  the  same  history  is 
repeated,  but  in  an  exaggerated  degree.  The  general  health  sufiers, 
the  appetite  is  impaired,  nausea  or  occasional  vomiting  is  experienced, 
the  patient  becomes  restless,  ill  at  ease  and  unable  to  settle  to  any- 
thing. Her  complexion  becomes  muddy,  her  eyes  yellow,  the  tongue 
furred,  the  bowels  confined,  headache  persists.  Symptoms  of  irrita- 
tive hectic,  septicaemia,  or  pysemic  fever  develop  themselves,  and  the 
patient's  condition  becomes  so  anxious  as  to  necessitate  medical  advice 
iDeing  obtained. 

Sometimes  the  chief  distress  seems  due  to  the  unusual  distension 
of  the  uterus  or  vagina,  or  both,  the  enlargement  being  plainly 
detected  in  the  abdomen,  often  compressing  the  neck  of  the  bladder 
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and  causing  retention  of  urine,  giving  rise  to  symptoms  of  extreme 
prostration  or  collapse,  weak  thready  pulse,  vomiting,  coldness  of 
surface,  and  other  indications  of  marked  constitutional  disturbance. 

At  other  times  the  distension  has  taken  place  so  gradually  that 
toleration  of  it  is  established,  but  the  absence  of  any  signs  of  men- 
struation and  the  gradual  enlargement  of  the  abdomen  lead  to  ihe 
suspicion  of  pregnancy,  and  for  this  we  are  consulted.  The  fact  of 
the  increase  in  size  of  the  abdomen  having  been  noticed  for  a  longer 
time  than  would  be  compatible  with  utero  gestation,  and  a  careful 
inquiry  into  the  history,  will  generally  enable  us  to  recognise  the  con- 
dition, and  prevent  our  falling  into  error  in  our  diagnosis  as  to  the 
case  being  one  of  ordinary  amenorrhoea  simply.  This  constitutes  the 
so-called  occult  or  concealed  menstruation.     Occasionally  a  com- 


FiG.  140. — Hasniatometra.  Imperforate  Hymen  causing  distension 
of  Uterus  and  Vagina.  H.  Hymen;  V.  Vagina;  U,  Uterus; 
B.  Bladder;  R.  Rectum. 

pen  sating  vicarious  menstruation  from  the  bowel,  bladder,  nose,  or 
skin  takes  place. 

Physical ' Signs. — If  the  obstruction  to  the  catamenial  flow  be 
due  to  imperforate  hymen,  this  membrane  will  be  found  to  be  bulging 
at  the  vaginal  orifice,  in  some  cases  presenting  the  appearance  of  an 
elastic  tumour  of  a  deep  red  colour.  On  rectal  examination,  we 
shall  be  able  to  detect  distinct  fluctuation  anteriorly  of  the  distended 
vagina.  The  swelling  interferes  considerably  with  the  capacity  of  the 
pelvis,  compressing  the  rectum,  and  in  some  instances  rendering  even 
the  introduction  of  the  finger  diflScult. 

Results. — The  menstrual  fluid,  being  unable  to  find  exit  on 
account  of  the  imperforate  hymen,  gradually  accumulates  behind 
this,  until  the  vagina  becomes  full.    This  passage  gradually  becomes 
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distended  until  no  more  fluid  can  be  received.  The  cavity  of  the 
uterus  then  dilates,  the  cervix  becoming  involved,  and  finally  the 
Fallopian  tubes  become  distended. 

A  certain  amount  of  transudation  of  the  more  fluid  part  of  the 
contents,  under  the  concentric  compression  to  which  it  is  subjected, 
may  take  place  through  the  expanded  uterine  walls.  But  what  is 
more  certain  still,  a  considerable  portion  of  the  fluid  part  of  the 
blood  is  reabsorbed  during  the  intermenstrual  intervals.  As  the 
distension  increases,  the  Fallopian  tubes  become  involved,  and  some 
of  the  fluid  may  be  forced  through  the  fimbriated  extremities  into 
the  peritoneal  cavity.  This  accident  is  very  likely  to  occur  im- 
mediately after  puncture  of  the  hymen,  owing  to  the  contractions 
of  the  uterus  suddenly  excited  In  some  instances,  the  tubes,  if 
adherent,  become  lacerated  by  the  retieating  uterus  dragging  upon 
them,  and  thus  allow  of  effVision  of  blood  into  the  peritoneal  cavity. 
Even  before  any  operative  measures  be  resorted  to,  the  distended 
tubes  may  burst  from  pressure — hsematocele  resulting. 

The  uterus  may  become  so  enormously  distended,  and  its  walls 
so  thinned  out,  that  at  length  it  bursts.  The  distended  hymen  may 
rapture  from  some  sudden  strain,  leading  to  spontaneous  cure  or  a 
fatal  issue.  The  constitutional  effects  likely  to  result  fi-om  prolonged 
retention  of  the  menstrual  fluid  have  been  already  referred  to. 

Prognosis. — This,  to  the  uninitiated,  may  appear  extremely  favour- 
able ;  but  when  we  state  that  numerous  instances  of  death  from 
simple  puncture  of  the  hymen,  to  give  exit  to  retained  menstrual 
fluid,  have  been  recorded,  it  will,  we  trust,  be  sufficient  to  deter  the 
practitioner  from  hastily  expressing  an  opinion  without  fully  con- 
sidering the  risk.  Where  the  retention  has  been  going  on  for  several 
months,  or  even  years,  the  vagina,  uterus,  and  Fallopian  tubes  are 
often  enormously  distended.  The  uterus  has  been  known  to  be  en- 
larged to  the  size  usually  attained  at  the  sixth  or  even  the  ninth 
month  of  utero-gestation,  the  walls  being  thinned,  those  of  the 
Fallopian  tubes  also.  The  difficulty  is,  not  in  letting  out  the  pent-up 
fluid,  and  so  aftbrding  relief  to  the  patient,  but  in  preventing  a  fatal 
result  ensuing  in  consequence  of  the  operation. 

It  may  be  well  to  mention  the  accidents  most  likely  to  occur 
before  describing  the  methods  of  operating.    These  are — 

1 .  Intra-peritoneal  haemorrhage,  from  reflux  of  blood  through  the 
Fallopian  tubes,  owing  to  spasmodic  contraction  of  the  uterus,  where 
the  retained  fluid  has  been  suddenly  evacuated. 

2.  Rupture  of  the  Fallopian  tube,  in  cases  where  adhesions  occur  ; 
the  thinned  and  distended  walls  being  unable  to  withstand  the  trac- 
tion put  upon  them  during  the  contraction  of  the  uterus.  The 
sudden  withdrawal  of  the  distending  force  may  also  exercise  an 
injurious  efiect  on  the  vitality  of  the  tissues,  and  so  favour  rupture 
of  the  tube. 

3.  Owing  to  the  admission  of  air,  decomposition  of  some  of  the 
retained  fluid  readily  occurs.  This  may  easily  give  rise  to  inflamma- 
tion of  the  walls  of  the  cavity,  and  septic  peritonitis  be  thus  set  up, 
or  pyaemia  ensue  in  consequence. 

Even  the  admission  of  air  to  a  cavity  that  has  hitherto  been 
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completely  shut  off  from  atmospheric  influences  may  be  sufiicient 
to  set  up  inflammation  of  the  walls. 

The  longer  the  retention  has  been  present,  the  more  likely  are  the 
Fallopian  tubes  to  have  become  distended,  and  the  greater  the  risk 
of  an  operation. 

Character  of  the  retained  blood. — It  is  generally  dark-coloured, 
more  like  treacle,  of  glutinous  consistence,  inodorous,  free  from  clots. 

It  is  deficient  in  fibrin,  contains 
mucus,  and  often  cholesterine 
scales. 

The  quantity  varies  with  the 
length  of  time  it  has  been  accu- 
mulating. As  much  as  ten  pounds 
have  been  collected,  though  this 
is  rather  an  extreme  amount. 

Treatment. —Besiring  in  mind 
the  risks  of  allowing  air  to  enter 
the  cavity,  we  must  endeavour 
to  evacuate  the  collection  of  blood 
in  such  a  manner  as  will  obviate 
as  much  as  possible  this  danger. 

Various  methods  have  been 
proposed  and  tried. 

The  operation  should  at  all 
times  be  regarded  as  a  serious 
one,  not  lightly  to  be  undertaken 
without  explaining  to  the  patient 
herself,  or  to  her  friends,  the  pos- 
sible dangers,  and  never  without 
due  preparation,  the  patient  being 
kept  absolutely  quiet  in  bed  for 
at  least  the  first  few  days.  Every 
antiseptic  precaution  possible 
should  be  observed.  The  best 
time  to  select  for  the  operation 
is  shortly  after  a  menstrual  epoch, 
when  the  organs  concerned  are  in 
as  quiescent  a  state  as  possible. 

If  the  amount  of  retained 
blood  be  considerable,  and  there 
Fig.  141.— Spencer  Wells's  Improved  Tap-  is  thus  reason  to  believe  that  the 
ping  Trocar,  with  Fitch's  improved  dome-  Fallopian  tubes  are  involved,  the; 
shaped  end.    ^  ^^^^^^  pj^^^  ^.^^  puncture 

the  hymen  with  a  very  small  trocar,  to  the  canula  of  which  several 
feet  of  india-rubber  tubing  are  attached,  the  distal  end  being  placed 
in  a  basin  or  other  vessel,  containing  a  five  per  cent,  solution  of 
carbolic  acid,  on  the  floor  near  the  bed.  The  tube  itself  may  first  be 
filled  with  some  of  the  fluid,  so  as  to  avoid  even  the  possibility  of  any 
air  gaining  access  to  the  cavity.  This  favours  the  exit  of  the  i-e- 
tained  fluid,  acting  as  a  syphon.  The  tube  should  not  be  larger  than 
one  of  Southey's  drainage-trocars,  but  to  prevent  the  possibility 
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of  air  gaining  access,  an  instrument  specially  constructed  on  the 
same  principle  as  Spencer  Wells's  tapping  trocar  should  be  employed 
(fig.  Ul). 

By  this  method  the  fluid  is  allowed  to  drain  away  very  gradually. 

The  aspirator  trocar  has  been  employed  to  drain  off  a  little  of  the 
fluid  at  a  time,  with  a  similar  object. 

The  evacuation  of  the  fluid  being  spread  over  a  considerable  time, 
allows  the  parts  to  return  in  the  most  gradual  manner  to  their  proper 
size,  so  preventing  undue  and  irregular  action  of  the  uterine  fibres. 

Dr.  Graily  Hewitt  adopts  the  plan  of  making  an  oblique  opening 
in  the  obstructing  membrane,  giving  it  a  valvular  character,  so  as  to 
allow  of  the  escape  of  a  very  minute  quantity  of  fluid,  almost  gutta- 
tim.  If  the  opening  become  closed,  a  second  and  similar  opening  may 
be  made  the  follow iug  day,  or  two  or  three  days  later.  If  by  any 
chance  air  enter  and  the  fluid  become  decomposed,  it  would  be  safer 
at  once  to  make  a  free  opening. 

The  advantages  of  this  gradual  evacuation  of  the  fluid  are  that  it 
lessens  the  risk  of  sudden  collapse  of  the  distended  uterus  ;  of  lacera- 
tion of  the  Fallopian  tubes,  if  bound  down  by  adhesions ;  of  expulsion 
of  the  fluid  through  them  into  the  peritoneal  cavity;  as  also  the 
admission  of  air  to  the  interior  of  the  uterus. 

Most  authors  agree  in  recommending  firm  but  gentle  support  to 
the  abdomen  by  the  aid  of  a  binder  and  carefully  adjusted  pad  during 
the  whole  period  of  evacuation  of  the  fluid. 

If,  after  either  of  the  operations  mentioned,  any  severe  constitu- 
tional symptoms  arise,  or  there  is  any  evidence  that  decomposition 
has  taken  place,  it  will  be  better  to  make  a  free  crucial  incision  in 
the  hymen,  and  to  syringe  out  the  cavity  very  gently  with  some 
antiseptic  fluid,  such  as  tincture  of  iodine  (5ij  ad  Oj  aq.),  sulphurous 
acid  (gij  ad  Oj  aq.),  carbolic  acid  (5ij-iv  ad  Oj  aq.),  permanganate  of 
potash  (gr.  x-xv  ad  Oj  aq.).  These  injections  will  need  to  be  repeated 
at  frequent  intervals. 

Quinine  and  opium  and  other  appropriate  treatment  must  be 
resorted  to  if  any  constitutional  symptoms  arise. 

Should,  however,  no  febrile  disturbance  or  septic  mischief  occur, 
when  suflicient  time  has  been  allowed  for  the  fluid  to  become 
evacuated  and  for  the  parts  to  recover  themselves  a  little,  a  supple- 
mentary operation  will  be  needed  to  enlarge  the  opening  in  the 
hymen,  either  by  a  crucial  incision  or  by  the  removal  of  a  circular 
piece  from  the  centre.  Carbohsed  oiled  lint  should  then  be  inserted 
to  prevent  the  raw  edges  again  becoming  adherent. 

Puncture  per  rectum  to  evacuate  the  fluid  is  never  justifiable 
where  retention  is  due  to  imperforate  hymen  alone.  Its  advisability 
or  otherwise  in  cases  of  artesia  vaginae  is  considered  under  this 
heading. 

Another  method  of  operating  for  the  relief  of  imperforate  hymen 
is  that  of  making  a  free  incision  at  once,  and  allowing  the  fluid  to 
escape. 

Dr.  Emmet  divides  the  hymen  with  a  sharp-pointed  bistoury, 
and  then  freely  enlarges  the  incision  with  the  index  finger.  As 
soon  as  the  collection  has  escaped  he  washes  out  the  vagina  and  the 
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partially  dilated  uterus  thoroughly  with  warm  water,  by  means  of  a 
Davidson's  syringe.  A  small  glass  vaginal  plug  is  then  introduced, 
and  removed  night  and  morning,  for  the  purpose  of  having  the  vagina 
syringed  out.  He  regards  the  washing  out  of  the  uterine  cavity  as 
the  most  important  precaution  against  blood-poisoning,  and  next  to 
this  the  insertion  of  the  glass  plug,  which  shuts  out  the  parts  from 
the  action  of  the  air. 

Where  the  accumulation  of  fluid  is  small  and  of  comparatively 
recent  occurrence,  a  free  incision  may  generally  be  made  and  the  fluid 
rapidly  evacuated.  This  unquestionably  allows  the  ready  exit  of 
fluid,  and  so  lessens  the  risk  of  it  being  forced  through  the  Fallopian 
tubes.  But  should  these  be  bound  down  by  adhesions,  the  rapid 
contraction  of  the  uterus  might  lead  to  laceration  and  escape  of  fluid 
into  the  peritoneal  cavity. 

JFatal  cases  have  been  frequently  recorded,  both  from  gradual 
draining  away  of  the  retained  fluid  by  minute  punctures,  as  well  as 
from  rapid  evacuation  by  free  incision.  It  is  difficult  to  advise  the 
practitioner  which  method  to  pursue  in  any  individual  case.  My  own 
experience  inclines  me  to  suggest  the  free  incision,  washing  out  the 
cavity  with  a  solution  of  iodine  and  water  and  keeping  the  patient 
absolutely  at  rest  in  bed  for  several  days  at  least,  until  the  dilated 
tissues  have  had  time  to  recover  themselves. 

Persistent  Hymen. — Although  as  a  rule  this  membrane  is  either 
ruptured  or  becomes  dilated  shortly  after  marriage,  so  as  to  allow 
of  complete  intromission,  yet  instances  are  not  infrequent  where,  on 
account  of  the  unusual  thickness  or  toughness  of  the  hymen,  it  is  so 
resisting  as  eflectually  to  preclude  intercourse.  This  may  in  some 
cases,  doubtless,  be  partly  due  to  deficient  virile  force,  or  to  too  hasty 
ejaculation  on  the  part  of  the  husband. 

Much  distress  and  inconvenience  generally  result  from  the  re- 
peated attempts  and  as  frequent  failures,  as  well  as  from  the  local 
irritation  and  tenderness  to  which  they  give  rise,  or  from  the  con- 
sciousness of  there  being  some  unusual  formation  which  prevents  her 
fulfilling  her  duties  as  a  wife. 

In  many  of  these  cases  the  function  of  the  vagina  is  performed  by 
the  dilated  urethra. 

As  a  rule  the  difficulty  is  not  discovered  until  subsequent  to 
marriage,  unless  some  uterine  disorder  has  led  the  patient  to  consult 
a  practitioner.  The  hymen,  though  preventing  intromission,  does 
not  prevent  -the  escape  of  the  menstrual  fluid,  and  thus  no  ill  effects 
result  until  marriage  takes  place. 

The  persistence  of  the  hymen  does  not  necessarily  preclude  im- 
pregnation. Numerous  instances  have  occurred  where  the  presence 
of  a  persistent  hymen  has  necessitated  incision  at  the  time  of  parturi- 
tion before  the  head  of  the  child  could  pass. 

Treatment. — The  simplest  plan  is  to  make  a  crucial  or  stellate 
incision  in  the  hymen  with  the  scalpel  or  scissors,  and  prevent  reunion 
by  inserting  a  pledget  of  lint  dipped  in  carbolised  oil.  The  occasional 
passage  of  a  tubular  speculum  or  of  bougies  may  be  resorted  to,  in 
order  to  secure  the  full  dilatation  of  the  orifice,  or  the  patient  may 
be  left  to  her  natural  resources,  provided  pain  is  not  thereby  induced. 

Congenital  atresia  vaginse  may  be  due  to  complete  or  partial 
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absence  of  the  vagina,  there  being  no  trace  of  any  passage,  or  a  mere 
cul-de-sac  existing;  to  imperforate  hymen ;  or  to  closure  by  means  of  a 
transverse  membranous  septum  situated  just  immediately  behind  the 
hymen. 

In  some  instances  when  the  vagina  is  absent,  the  os  uteri  is  found 
opening  into  the  rectum  or  urethra.  Impregnation  has  even  occurred. 
The  dilated  urethra  has  often  performed  the  function  of  the  vagina 
when  this  latter  canal  is  absent. 

Acquired  atresia  vaginae  is  of  far  more  frequent  occurrence  than 
the  former.  It  is  almost  invariably  the  result  of  cicatricial  contrac- 
tion from  inflammation  or  injury  following  protracted  labour,  the 
vagina  sloughing,  and  obliteration  of  the  canal  taking  place. 

It  may  occur  from  extensive  burns  in  childhood,  from  injuries, 
from  venei'eal  ulceration,  sloughing  of  the  vagina  after  fevers,  and 
may  be  complicated  in  some  instances  by  vesical  and  rectal  fistulse. 
The  application  of  too  concentrated  a  solution  of  the  perchloride  of 
iron  may  cause  sloughing  of  the  vaginal  mucous  membrane  and  sub- 
sequent cicatrisation.  A  form  of  adhesive  or  obliterative  vaginitis  is 
occasionally  met  with.  The  atresia,  in  some  instances,  is  not  com- 
plete, a  narrow  fistulous  track  may  i-emain,  affording  an  occasional 
lelief  by  oozing,  acting  as  a  sort  of  safety  valve,  by  which  extreme 
tension  is  relieved,  though  the  track  is  liable  to  occlusion  at  times. 

Treatment. — In  cases  of  congenital  atresia  of  the  vagina,  much 
will  depend  upon  whether  there  is  distinct  evidence  of  the  menstrual 
mohmen  taking  place,  or  of  uterine  distension — hsematometra — being 
present,  as  to  whether  we  resort  to  operative  interference. 

Where  no  menstrual  molimen  occurs  ;  where  no  distension  of  the 
uterus  can  be  detected  by  careful  examination  of  the  hypogastrium,  or 
by  the  rectum ;  or  where  evidence  of  defective  sexual  development 
exists,  such  as  infantile  condition  of  the  mammae  and  vulva,  absence 
of  hairs  on  the  pudendum,  &c.,  leading  to  the  conclusion  that  the 
ovaries  and  uterus  are  undeveloped,  absent,  or  quiescent ;  it  may 
be  well,  unless  under  special  circumstances,  such  as  contemplated 
marriage,  either  to  defer  or  postpone  sine  die  the  question  of  opera- 
tion. 

Careful  exploration  by  means  of  a  sound  passed  into  the  distended 
bladder,  and  one  or  two  fingers  pe7'  rectum,  will  generally  enable  us 
to  determine  the  presence  or  absence  of  any  organ  corresponding  to 
the  uterus. 

Where  the  vagina  is  congenitally  absent  and  so  inteiferes  with 
the  process  of  menstruation,  coition,  or  parturition,  it  will  be  requi- 
site to  resort  to  operative  interference  to  make  a  passage,  and  to  main- 
tain this  in  a  state  of  permanence. 

Having  taken  precautions  to  evacuate  thoroughly  the  contents  of 
the  rectum,  timed  the  operation  shortly  after  a  menstrual  epoch,  and 
produced  anaesthesia,  the  patient  is  secured  in  the  lithotomy  position 
by  the  aid  of  Clover's  crutch,  with  her  hips  well  over  the  edge  of  the 
bed.  The  index  finger  of  the  left  hand  is  then  passed  j(9er  rectum,  and 
pressed  firmly  backwards.  A  curved  sound  is  then  passed  into  the 
bladder  and  drawn  up  towards  the  pubic  arch.  Having  ascertained, 
as  far  as  possible,  the  amount  of  intervening  tissue,  a  transverse 
incision  is  made  with  a  scalpel  in  front  of  the  anus  through  the  skin. 
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The  finger  of  the  right  hand  is  then  pushed  in  firmly  but  gradually? 
working  from  side  to  side,  until  a  channel  is  made  to  the  cervix  uteri> 
equidistant  between  the  rectum  and  urethra,  the  handle  of  the  scalpel 
or  other  blunt  instrument  being  employed  to  aid  in  tearing  through 
the  tissues,  which  must  be  torn  more  in  a  backward  direction  to  avoid 
injuring  the  neck  of  the  bladder.  Supposing  the  os  uteri  be  found  to 
be  imperforate,  this  may  be  either  divided  by  the  scalpel  or  punctured 
with  a  trocar. 

Where  much  difficulty  is  experienced  in  making  a  passage  to  the 
cervix  uteri,  a  considei-able  amount  of  time  has  elapsed,  or  the  patient 
is  exhausted  from  prolonged  anaesthesia,  it  may  be  prudent  to  post^Done 
perforating  the  os  uteri  until  another  time.  The  canal  thus  made 
may  be  stuffed  with  carbolised  oiled  lint,  or  a  glass  tube  inserted 
and  fastened  in  position  by  means  of  a  T  bandage,  so  as  to  prevent 
adhesion  taking  place.  It  is  always  prudent  to  make  the  artificial 
vagina  at  first  larger  than  requisite,  as  a  certain  amount  of  contrac- 
tion is  sure  to  ensue.  Where  a  considerable  amount  of  accumulated 
menstrual  blood — hsematometra — has  been  previously  diagnosed  to 
exist,  it  is  often  prudent  to  wait  for  a  few  days  until  the  raw  surface 
of  the  artificial  vagina  has  become  somewhat  callous  before  giving 
exit  to  the  pent-up  fluid.  After  perforation  of  the  cervix  uteri,  it  is 
generally  requisite  to  pass  a  tent  or  bougie  to  prevent  closure  of  the 
orifice.  The  artificial  vagina  will  need  to  be  kept  patulous  for  many 
consecutive  weeks  or  months  by  means  of  oiled  lint,  the  vaginal  rest 
or  dilator,  or  by  bougies,  as  there  is  always  a  great  tendency  for  the 
parts  to  contract  and  close  again  after  operation. 

The  glass  dilator  at  first  accomplishes  this  object  and  also 
restrains  haemorrhage.  In  time,  an  epithelium  gradually  spreads 
over  the  raw  surface  and  prevents  the  parts  becoming  again  adherent. 
A  narrow  Hodge's  pessary  may  be  worn  with  advantage  after  the 
first  few  weeks. 

Puncture  per  rectum  has  been  recommended  where  the  interven- 
ing space  between  the  rectum  and  urethra  is  so  slight  as  to  preclude 
making  an  artificial  vagina,  but  it  is  at  best  an  imperfect  operation, 
and  experience  proves  that  it  is  by  no  means  devoid  of  risk.  Even 
when  successful  in  relieving  the  hsematometra,  an  operation  for  the 
establishment  of  a  vaginal  canal  will  still  be  indicated.  Where,  how- 
ever, a  considerable  amount  of  blood  has  accumulated  in  the  uterus, 
and  the  septum  between  the  rectum  and  vagina  is  so  thin  that  the 
efforts  to  make  an  artificial  vagina  are  not  successful,  the  only  alter- 
native is  to  puncture  per  rectum,  and  keep  the  opening  patulous  until 
further  efforts  can  be  made  to  form  an  artificial  vagina. 

Puncture  above  the  symphysis  pubis  has  been  resorted  to  in  some 
instances,  but  is  not  an,  operation  to  be  recommended. 

Treatment  of  acquired  atresia  vaginm,  where  the  passage  has  at 
one  time  been  pervious,  and  where  frequently  some  sinuous  tract 
still  remains,  which  will  serve  as  a  guide,  consists  in  making  a 
similar  operation  as  in  cases  of  congenital  atresia.  The  difficulties 
encountered  are  generally  less,  and  the  risk  of  evacuating  the  pent-up 
fluid  is  also  less.  The  same  precautions  will  be  requisite  to  keep  the 
passage  from  closing  up  again  as  previously  indicated. 
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Duplex  Vagina. — The  vagina  in  certain  rare  cases  is  found  to  be 
divided  tlii-oiigiiout  its  entire  length  by  a  longitudinal  partition 
which  completely  separates  the  two  halves.  The  uterus  in  these 
cases  is  often  also  double,  or  the  cavity  of  the  uterus  is  divided  to  a 
greater  or  less  extent. 

The  vaginal  partition  is  not  always  complete,  nor  are  the  two 
canals  always  alike  in  size. 

Should  the  partition  interfere  with  coitus,  it  may  be  divided  by 
blunt-pointed  scissors,  cutting  from  below  upwards.  The  vaginal 
rest  or  dilator  will  serve  to  control  haemorrhage,  or  if  this  be  severe, 
the  edges  may  be  touched  with  some  styptic,  or  by  the  actual  cautery. 
Plugging  the  vagina  with  tampons  of  cotton- wool,  and  the  applica- 
tion of  a  T  bandage,  will  also  effect  the  same  object. 

Prolapsus  Vaginae. — Although  usually  associated  with  prolapsus 
uteri,  the  former  may  occur  as  a  primary  condition  ;  in  some  instances 
existing  for  a  long  time  without  implicating  the  position  of  the 
uterus,  in  others  acting  as  an  exciting  cause  of  prolapsus  uteri. 
Pi'olapse  of  the  anterior  wall,  without  coincident  descent  of  the 
bladder,  is  seldom,  if  ever,  witnessed,  but  prolapse  of  the  posterior 
wall  without  involving  the  rectum  is  by  no  means  infrequent. 

Causes. — Pregnancy  and  parturition  are  by  far  the  most  frequent 
causes  of  prolapse.  During  pregnancy  the  vagina  undergoes  develop- 
ment. At  the  time  of  parturition  it  is  naturally  considerably  dis- 
tended during  the  passage  of  the  foetus.  The  process  of  involution 
does  not  always  go  on  satisfactorily ;  the  sphincter  often  remains 
enfeebled,  the  tonicity  of  the  parts  is  impaired,  the  lower  buttress  of 
support — the  perineum — is  often  ruptured,  and  in  addition  to  these 
the  weight  of  a  bulky  subinvoluted  uterus  combines  to  produce  a  lax 
condition — prolapsus  vagin£e  resulting.  It  may  occur  apart  from 
pi-egnancy  and  parturition,  but  is  very  rare.  Senile  atrophy  of  the 
vaginal  walls  and  absorption  of  the  surrounding  adipose  tissue  may 
occasion  prolapse.  It  is  often  observed  in  elderly  patients  who  have 
borne  many  children. 

Any  violent  straining  efforts  in  patients  where  the  vagina  is  lax 
and  voluminous  may  serve  as  an  exciting  cause  of  prolapse  of  the 
vagina. 

Cystocele  vaginalis,  or  vesico-vaginal  hernia,  consists  in  an 
inversion  of  the  anterior  wall  of  the  vagina,  with  the  bladder,  the 
two  surfaces  being  closely  adherent  to  each  other.  A  pouch  is  thus 
formed  which  becomes  filled  with  urine.  This  latter  not  being 
evacuated  when  micturition  takes  place,  undergoes  decomposition 
and  gives  rise  to  cystitis  or  vesical  catarrh.  Frequent  micturition, 
with  tenesmus,  and  the  discharge  of  urine  mixed  with  ropy  mucus, 
occur.  If  the  uterine  sound  be  passed  ^j>er  urethram,  the  point 
directed  downwards  may  be  felt  protruding  in  the  pouch,  thus  con- 
firming the  diagnosis  of  cystocele. 

Rectocele  vaginalis,  or  recto- vaginal  hernia,  consists  in  an  inver- 
sion of  the  posterior  wall  of  the  vagina,  a  pouch  of  the  rectum  being 
carried  down  with  it. 

It  is  most  frequently  observed  in  cases  where  the  perineal  body 
has  been  destroyed.    The  bowel  becomes  distended  by  faecal  accumu- 
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lation,  irritation  with  mucous  discharge,  tenesmus,  and  not  unfre- 
quently  hsemorrhoids,  result. 

A  soft,  compressible,  but  not  fluctuating,  globular  tumour  is  found 
projecting  from  the  posterior  vaginal  wall,  in  which  scybala  may 
sometimes  be  detected. 

Enterocele  vaginalis,  or  entero-vaginal  hernia,  occurs  when,  the 
posterior  vaginal  cul  de-sac  being  carried  down,  Douglas's  pouch 
descends  with  it,  a  loop  of  the  small  intestine  prolapsing  into  the 
hernial  sac  between  the  uterus  and  the  inverted  vagina. 

Should  this  condition  complicate  or  occur  during  labour,  it  may 
become  strangulated,  or  laceration  take  jJace  and  death  ensue. 

A  knowledge  that  such  a  condition  as  enterocele  is  possible 
should  guard  the  practitioner  from  puncturing  any  vaginal  tumours 
during  labour,  on  the  supposition  that  the  case  was  one  of  prolapsed 
ovarian  tumour.  Careful  exploration  per  rectum  should  always  be 
resorted  to  in  such  a  case. 

Treatment  of  prolapsus  vaginae  and  vaginal  hernia.  Where  a  lax 
and  bulging  condition  of  the  vagina  generally  occurs,  rest  in  the  re- 
cumbent or  genu-pectoral  position,  the  injection  of  large  quantities 
of  cold  water,  and  the  frequent  employment  of  astringent  lotions  com- 
posed of  tannin  (jiv  ad  Oj),  sulphate  of  zinc  (3iv  ad  Oj),  alum 


Fig.  142. — Hodge's  Pessary  with  Fig.  143. — Xapier's  Stem  Pessary, 

cross  bars. 

(giv-^j  ad  Oj),  or  sea  bathing,  may  first  be  tried.  Pessaries  contain- 
ing any  of  the  astringents  mentioned  may  be  used  at  bedtime. 
Attention  to  the  general  health,  regulation  of  the  bowels  and  of  the 
evacuation  of  the  urine,  must  also  be  insisted  upon. 

In  cases  of  cystocele  the  treatment  indicated  may  first  be  tried. 
Micturition  should  either  be  accomplished  with  the  patient  in  the 
genu  pectoral  position ;  or  the  patient  should  push  up  the  pouch  at 
the  time,  so  as  to  ensure  complete  evacuation.  If  necessary  the 
catheter  must  be  employed  regularly. 

Should  these  measures  fail  it  will  be  necessary  to  afford  supple- 
mentary support.  A  barred  Hodge  (fig.  142)  may  first  be  tried, 
astringent  injections  being  persevered  with  at  the  same  time. 

A  vaginal  stem  pessary,  affixed  to  a  perineal  band,  such  as  Barnes's 
(fig.  39),  Napier's  (fig.  143),  or  Cutter's  (fig.  44),  will  often  succeed 
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when,  owing  to  the  extreme  laxity  of  the  vagina,  a  Hodge  cannot  be 
retained. 

Globular  pessaries,  whether  of  inflated  air-balls,  vulcanite,  or  other 
material,  were  formerly  much  used.  They  are,  however,  to  be  avoided 
if  possible,  as,  while  they  correct  the  prolapse,  they  increase  the  exist- 
ing weakness  by  continued  distension. 

In  cases  of  rectocele,  vaginal  stem  pessaries  may  be  tried,  the 
bowels  carefully  regulated  and  astringents  employed,  the  patient  re- 
maining recumbent  several  hours  daily.  But  it  will  generally  be 
requisite  to  resort  to  some  operative  procedure  before  effecting  a  com- 
plete cure. 

Radical  Cure. — Three  separate  methods  have  been  proposed  and 
cariied  out  with  this  object. 

Perineorrlia'phy,  the  ordinary  operation  for  ruptured  perineum, 
where  this  latter  condition  seems  to  be  the  chief  cause  of  the  prolapse. 

EhjtroTrliafhij,  or  diminishing  the  calibre  of  the  vagina  by  re 
moving  a  portion  of  the  mucous  membrane  and  bringing  the  edges  of 
the  wound  together  by  means  of  sutures. 

Episiorrhaphy  {^k-Ktrrtiov,  the  labium,  and  pa(])r],  suture),  applic- 
able only  to  elderly  patients  where  patency  of  the  vagina  is  no  longer 
necessary.  The  lower  three-fourths  of  the  margins  of  the  labia 
majora  are  pared,  the  labia  minora  removed,  and  the  vivified  surfaces 
united  by  sutures. 

In  cases  of  very  large  rectocele,  removal  of  a  slip  of  the  entire 
recto-vaginal  septum  and  closing  the  wound  with  wire  sutures  has 
been  recommended. 

Diphtheritic  inflammation  of  the  vagina  occurs  occasionally  during 
childbed,  especially  where  many  parturient  women  are  congregated 
together,  as  in  workhouse  infirmaries  and  lying-in  hospitals. 

Wounds  of  the  vagina  may  occur  from  accidents,  the  introduction 
of  foreign  bodies,  from  surgical  operations,  or,  as  most  frequently 
happens,  from  injuries  during  parturition. 

Profuse  and  continuous  haemorrhage  may  result  from  even  a  trivial 
wound,  especially  during  pregnancy.  Care  should  therefore  be  exer- 
cised in  performing  even  the  simplest  operations,  such  as  removing 
a  small  wart  or  opening  a  small  abscess. 

Absolute  rest  in  the  recumbent  position,  the  application  of  cold, 
pressure,  or  styptics,  will  generally  succeed  in  arresting  the  hj3emor- 
rhage.  Should  these  means  fail,  a  needle  must  be  passed  under  the 
bleeding  vessel  and  a  figure  of  eight  ligature  applied,  or  a  suture  in- 
serted and  the  wound  thus  closed. 

Cystic  tumours  of  the  vagina  are  found  only  in  exceptional  in- 
stances. They  contain  a  watery  or  clear  glairy  fluid.  They  are  sup- 
posed to  be  formed  by  dilatation  of  the  mucous  glands. 

Where  pain  or  inconvenience  results  from  their  presence,  the  cyst 
may  be  laid  freely  open  by  means  of  a  bistoury,  the  interior  plugged 
or  swabbed  out  with  a  solution  of  nitrate  of  silver,  iodine,  or  carbolic 
acid  ;  or  the  cyst  may  be  removed  entire  by  making  an  incision 
through  the  vaginal  mucous  membrane  and  dissecting  it  out. 

Fibrous,  or  Sarco-natouS;  tumours  of  the  vagina  have  boon  de- 
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scribed.  They  are  mostly  polypoid  in  shape,  and  may  give  rise  to 
similar  symptoms  to  those  witnessed  in  cases  of  uterine  polypus. 

Removal  by  the  ecraseur  will  be  advisable  when  this  can  be 
effected. 

Cancer  of  the  vagina  is  rarely  met  with  as  a  primary  condition, 
though  it  is  not  at  all  uncommon  as  a  secondary  affection  extending 
from  the  cervix  uteri. 

In  old  women  we  occasionally  find  a  carcinomatous  infiltration 
producing  more  or  less  contraction  of  the  vagina,  with  roughness  and 
induration  of  the  walls,  soon  followed  by  ulceration  and  offensive 
discharge. 

Lancinating  pain  with  difficulty  in  micturition  may  be  the  only 
symptoms  complained  of  in  the  early  stage. 

Epithelioma  more  often  occurs  in  young  women,  pain  and  haemor- 
rhage on  coitus  being  the  earliest  symptoms.  At  this  stage  it  is  often 
mistaken  for  condylomata. 

The  peculiar  friable  nature  of  the  growth,  the  readiness  with 
which  it  bleeds  on  examination,  the  indurated  base,  and  the  fact  that 
it  is  not  amenable  to  anti-syphilitic  remedies,  will  generally  enable  us 
to  distinguish  it  from  condylomata.  The  contact  of  the  opposed  sur- 
faces of  the  vagina  often  serves  to  propagate  the  disease.  In  the  later 
stages  the  deep  tissues  become  infiltrated,  the  rectum  and  bladder 
become  invaded,  perforation  and  the  formation  of  fistulae  results. 

The  course  and  terminations  are  similar  to  those  of  uterine 
cancer. 

Treatment. — If  detected  sufficiently  early,  more  especially  when, 
as  usually  happens,  epithelioma  attacks  the  posterior  vaginal  wall  in 
young  women,  it  may  be  excised  with  the  knife  or  scissors,  or  by  the 
aid  of  the  galvanic  or  benzoline  cautery.  It  is  seldom,  however,  that 
we  are  consulted  sufficiently  early ;  rapid  infiltration  of  the  neigh- 
bouring cellular  tissue  takes  place,  and  extirpation  of  the  diseased 
tissue  fails  to  eradicate  the  disease. 

Where  haemorrhage  is  a  prominent  symptom,  some  good  may  be 
attained  by  the  local  application  of  strong  perchloride  of  iron,  or  by 
the  use  of  the  curette  and  cautery. 

Vaginitis,  or  Coljntis. 

Vaginitis,  or  Colpitis,  are  terms  applied  to  inflammation  of  the 
mucous  membrane  of  the  vagina. 

This  may  be  acute  or  chronic,  simple  or  specific. 

Acute  vaginitis  in  children  not  infrequently  occurs  from  ex- 
posure to  cold,  want  of  cleanliness,  the  irritation  produced  by  ascarides 
migrating  from  the  rectum  to  the  vagina,  the  introduction  of  foreign 
bodies  or  irritating  substances  applied  to  the  parts,  or  attempts  at 
criminal  intercourse.  It  frequently  arises  in  the  course  of  zymotic 
diseases,  such  as  scarlatina,  measles,  or  small-pox ;  especially  in  stru- 
mous subjects.  In  adults  it  may  be  produced  by  exposure  to  cold  or 
wet,  more  particularly  at  a  menstrual  period,  by  sexual  excesses,  the 
employment  of  too  hot,  or  too  cold,  or  too  irritating  vaginal  injections, 
the  irritation  of  acrid  uterine  discharges,  gonorrhoeal  infection,  the 
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irritation  of  pessaries,  or  as  a  result  of  parturition,  especially  if  fol- 
lowed by  any  retention  of  putrefying  secretions.  Want  of  cleanliness 
aggravates  the  malady.  Any  excess  of  strong  applications,  employed 
in  the  treatment  of  uterine  disorders,  running  down  on  the  vagina 
may  set  up  the  most  severe  inflammation. 

Pathology. — The  vagina  in  a  normal  condition  is  lined  by  a 
mucous  membrane  covered  by  pavement-epithelium,  thrown  into 
folds  or  rugae,  which  are  studded  by  projecting  filiform  papillse,  be- 
tween which,  according  to  some  authors,  lie  numerous  muciparous 
follicles,  though  the  presence  of  these  latter  is  still  denied  by 
many. 

As  with  other  mucous  membranes  when  inflamed,  the  vagina 
becomes  highly  vascular,  congested,  and  swollen,  the  natural  secre- 
tion is  diminished  in  quantity,  but  becomes  increased  again  within  a 
few  days,  and  is  then  more  of  a  muco-  or  s^ro-purulent  character,  in 
some  cases  being  of  the  nature  of  acrid,  foul-smelling  pus.  The  dis- 
charge consists  of  numerous  epithelial  cells,  pus-cor2:)uscles,  an  in- 
fusorial animalcule,  '  rhe  trichomanas  vaginalis,'  recognised  by  its 
possessing  one  long  cilium,  with  mucous  and  occasionally  blood- 
corpuscles. 

Rapid  shedding  of  the  epithelium  occurs,  small  ecchymoses  and 
abrasions  take  place,  and  in  some  instances  follicular  ulcerations  and 
diphtheritic  deposits  make  their  appearance.  Entire  desquamation  of 
the  epithelial  lining  of  the  vagina  in  the  form  of  a  cast  or  mould  has 
been  occasionally  observed.  Where  the  attack  is  very  severe  the  sub- 
mucous cellular  tissue  becomes  involved,  and  a  true  phlegmonous  in- 
flammation is  developed,  which  may  result  in  abscess. 

Granular  vaginitis  is  generally  the  direct  i-esult  of  pregnancy. 
The  afiection  is  characterised  by  numerous  minute  elevations  or 
granulations  scattered  thickly  over  the  mucous  membrane  of  the 
vagina,  often  extending  over  the  cervix  uteri.  These  are  due  to 
hypertrophy  of  the  papillse,  or,  according  to  others,  to  hypertrophy  of 
the  mucous  follicles  lying  imbedded  between  the  rugae  of  the  vagina. 

Symptoms. — At  first  there  is  a  sense  of  heat  or  burning,  with 
generally  frequent  desire  to  micturate,  and,  especially  in  cases  due  to 
gonorrhoeal  infection,  smarting  pain  in  passing  water.  There  is 
shortly  profuse  yellowish  or  greenish  purulent  discharge,  often  of  a 
very  offensive  odour,  and  occasionally  so  acrid  as  to  excoriate  the 
vulva  and  surrounding  parts.  Aching  and  throbbing  of  the  vagina 
and  perineum,  with  vesical  tenesmus,  inability  to  stand  or  walk,  are 
often  present.  The  parts  are  extremely  tender,  the  urethra,  vulva, 
and  vulvo- vaginal  glands  often  becoming  involved  by  extension  of  the 
inflammation,  so  that  digital  examination  or  passage  of  the  speculum 
causes  exquisite  pain. 

The  inflammatory  process  generally  extends  to  the  cervix,  thence 
to  the  fundus  uteri,  along  the  Fallopian  tubes,  to  the  ovaries,  and 
may  in  some  instances  set  up  cystitis  or  pelvic  peritonitis,  though 
this  latter  complication  seldom  occurs  in  the  early  stage  of  colpitis. 
Chronic  metritis,  dysmenorrhoea,  and  sterility  are  frequent  results. 
These  conditions  are  often  witnessed  in  iwAlm  puhlic(x, 
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Dyspareunia  is  generally  so  marked  that  any  attempt  at  coitus  is 
instinctively  avoided. 

Gonorrhoea  in  the  mother  at  the  time  of  parturition  is  very 
liable  to  produce  purulent  ophthalmia  in  the  infant.  The  accidental 
application  of  any  of  the  vaginal  discharge  to  the  conjunctiva  of  the 
patient  herself,  or  of  any  other  individual,  will  have  a  similar  effect. 

Physical  Signs. — The  vulval  aperture  is  often  tender  and  ex- 
coriated, the  labia  swollen  and  tense,  or  oedematous. 

The  vagina  is  hot  and  tender,  bathed  with  a  creamy  yellowish 
purulent  discharge.  On  wiping  this  off,  the  mucous  membrane  is 
seen  to  be  exceedingly  vascular,  often  studded  with  small  ecchymoses 
or  abrasions.  Pus  may  frequently  be  made  to  exude  from  the  urethra 
on  pressing  the  finger  along  the  anterior  vaginal  wall  from  behind 
forwards. 

In  some  instances  the  disease  is,  however,  chiefly  confined  to  the 
vaginal  cul-de-sac,  and  may  explain  the  fact  how  women  apparently 
healthy  transmit  gonorrhcea  to  the  male. 

Prognosis. — The  attack  may  subside  in  the  course  of  a  few  weeks, 
if  appropriate  treatment  be  adopted  ;  or  it  may  run  on  into  a  chronic 
form,  lasting  indefinitely,  assuming  the  appearance  of  ordinary  vaginal 
leucorrhoea.  Sterility  is  frequently  a  sequel  of  acute  specific  vaginitis, 
as  previously  mentioned.  Inflammatory  symptoms  are  very  readily 
set  up  by  even  trivial  operations  upon  the  uterus  in  this  class  of 
patients,  and  should  therefore  not  be  undertaken  lightly.  More  will 
be  given  upon  this  subject  when  speaking  of  latent  gonorrhoea. 

Diagnosis. — Attention  to  the  symptoms  already  detailed  cannot 
fail  in  enabling  us  to  recognise  the  nature  of  the  disease.  The  most 
perplexing  question  to  solve  will  be  that  of  whether  the  discharge  be 
due  to  simple  inflammation  or  to  gonorrhoeal  contagion.  This  is 
always  extremely  difi&cult,  and  in  many  cases  impossible. 

In  children,  where  any  doubt  exists  as  to  a  criminal  assault 
having  been  made,  the  practitioner  will  do  well  to  read  the  remarks 
made  on  this  head  under  infantile  leucorrhoea. 

In  adults  the  symptoms  most  likely  to  assist  us  in  deciding  upon 
the  case  being  one  of  gonorrhoea  are  the  severity  of  the  symptoms  ; 
the  suddenness  of  the  onset ;  the  scalding  on  micturition  ;  the  yellow 
or  greenish-yellow  colour  of  the  discharge,  which  consists  of  ill- 
smelling  pus ;  the  irritating  quality  of  this,  as  evidenced  by  its  pro- 
ducing an  attack  of  gonorrhoea  in  the  male,  or  purulent  ophthalmia, 
if  any  be  applied  to  the  conjunctiva  ;  the  occurrence  of  inflammation 
or  abscess  -of  the  vulvo-vaginal  glands,  of  buboes,  or  of  peritonitis. 

Although  the  evidence  may  appear  to  us  convincing,  there  are 
often  such  intricate  moral  and  social  complications  involved,  so  many 
reasons  for  dissimulation  on  the  part  of  the  patient,  and  so  much 
difiiculty  in  obtaining  proof,  that  we  should  be  extremely  careful  in 
expressing  an  opinion  as  to  the  nature  of  the  disease.  Cases  will  be 
met  with  where  it  is  impossible  to  decide  definitely  on  medical 
grounds  alone,  and  we  should  always  lean  to  the  side  of  charity  when 
the  question  is  one  of  chastity. 

It  does  not  necessarily  follow  that  because  the  female  infects  the 
male  and  produces  a  discharge,  that  she  is  suffering  from  gonorrhoea. 
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Numbers  of  instances  are  on  record  where  a  patient  suffering  from 
some  form  of  leucorrhoea  has  produced  a  discharge  in  her  husband, 
leading  to  the  supposition  that  she  had  been  unfiithful  to  her  mar- 
riage vows. 

Complications. — Those  most  frequently  met  with  are  buboes  from 
inflammation  of  the  inguinal  or  femoral  glands,  abscesses  in  the 
vulva,  urethi-itis,  cystitis,  inflammation  and  abscess  of  vulvo-vaginal 
glands,  endometritis,  salpingitis  (inflammation  of  the  Fallopian  tubes), 
ovaritis,  and  pelvic  peritonitis. 

Treatment. — Whether  the  case  be  one  of  acute  vaginitis  or  gonor- 
rhoea the  treatment  is  almost  identical.  Where  the  inflammation  is 
severe  at  the  commencement  of  the  attack,  a  dose  of  calomel,  three 
to  six  grains,  or  blue  pill  gr.  v-viij,  followed  by  a  Seidlitz  powder  or 
black  draught,  may  be  administered. 

The  patient  had  better  remain  in  bed  ;  rest,  both  physical  and 
physiological,  being  absolutely  essential. 

The  employment  of  the  warm  hip-bath,  two  or  three  times  during 
the  first  twenty-four  hours,  taking  the  precaution  to  allow  the  water 
to  gain  access  to  the  vagina,  or  using  the  syringe  for  this  purpose,  will 
conduce  much  to  the  patient's  comfort.  The  plan  suggested  by  Dr. 
Emmet  of  placing  the  patient  on  her  back,  with  the  hips  elevated  over 
a  bed-pan,  or  other  appi-opriate  arrangement,  and  injecting  con- 
tinuously into  the  vagina  a  stream  of  hot  water,  raised  rapidly  from 
blood  heat  to  110°  F.,  or  to  as  high  a  degree  as  can  be  borne  by  the 
patient,  at  least  a  gallon  of  water  being  injected,  and  the  operation  re- 
peated at  brief  intervals,  is  one  that  seems  to  be  well  worthy  of  more 
extended  trial.  The  hips  being  elevated  lessens  the  venous  congestion, 
the  blood  becoming  drawn  off'  by  gravitation  ;  the  stimulus  of  the  hot 
water  being  then  applied  causes  the  vessels  to  contract  still  more,  the 
mucous  membrane  becoming  blanched  in  appearance,  and  the  usual 
size  of  the  vagina  lessened  in  calibre,  as  after  the  use  of  a  strong 
astringent  injection. 

When  the  hips  are  elevated  the  vagina  will  become  fully  distended 
by  the  weight  of  water,  and  kept  so.  The  hot  water  then  comes  into 
contact  with  every  portion  of  the  mucous  membrane  under  which 
the  capillaries  lie.  Inflammation  is  thus  cut  short,  and  the  disease 
arrested  in  its  progress. 

The  vaginal  injections  may  be  made  with  decoction  of  poppy-heads, 
linseed,  or  bran ;  or  with  solution  of  borax,  carbonate  of  soda, 
chloride  of  ammonium,  permanganate  of  potass,  chlorate  of  potass  ( 5j 
to  the  pint),  or  a  little  carbolic  acid,  1  in  40. 

Refrigerant  saline  aperients  should  be  given  at  stated  intervals  to 
keep  up  a  gentle  action  on  the  bowels.  To  increase  the  flow  of  urine 
so  as  to  lessen  the  density,  and  consequently  the  smarting  pain  on 
micturition,  a  mixture  of  the  acetate  or  citrate  of  potash,  with  the 
tartrate  of  soda,  given  in  barley  water  or  lemonade  or  linseed  tea,  will 
prove  of  service. 

The  diet  should  be  very  light  and  unstimulating,  chiefly  fluid  ; 
broths,  milk  and  soda  water,  &c.  ;  alcohol  being  strictly  prohibited. 

Should  the  pain  be  very  severe,  sedatives  must  be  employed  locally 
in  the  form  of  morphia      to  ^  gr.),  morphia  (|)  and  atropine  (-gV), 
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or  conium  (gi\  j)  suppositories,  or  a  starch  and  laudanum  (ni^xx-xxx) 
enema. 

In  some  eases  opium  administered  internally  will  be  requisite  to 
quiet  the  nervous  system  and  allay  the  intense  suffering,  or  the 
tinctura  hyoscyami  may  be  added  to  the  mixture  in  drachm  doses. 
Hypodermic  injections  of  morphia  may  also  prove  useful. 

When  the  more  acute  symptoms  have  subsided  the  diet  may  be  a 
little  more  generous,  but  still  unstimulating ;  alcohol,  in  any  form, 
being  prohibited. 

The  injections  now  may  be  rendered  slightly  astringent  by  means 
of  alum,  sulphate  of  zinc,  sulpho-carbolate  of  zinc  (5j  ad  Oij  aqu?e), 
gradually  increasing  the  strength  of  them  to  5j  or  5ij  ad  Oj  aquae. 
The  acetate  of  lead,  tannic  acid  (5j  and  Oj),  infusion  of  oak  bark, 
green  tea,  &c.,  have  no  corres])onding  advantages  to  atone  for  their 
staining  the  patient's  linen  indelibly. 

The  injection  of  hot  or  warm  water  should  be  repeated  at  least 
thrice  daily  for  some  time,  so  as  to  wash  away  the  acrid  discharge,  and 
so  prevent  its  accumulating,  and  possibly  setting  up  increased  irrita- 
tion. The  glycerine  carbolic  acid,  5j-5ij  ad  Oj  aquse,  forms  a  useful 
addition  to  the  injection. 

When  all  febrile  symptoms  have  disappeared,  and  the  discharge 
persists,  the  application  of  a  strong  solution  of  nitrate  of  silver  (5j- 
5ij  ad  Jj  aquae),  or  of  carbolic  acid  (5ij-iv  ad  Jj  glycerine),  more 
especially  in  those  cases  where  granular  vaginitis  exists,  will  often 
prove  of  much  service.  The  vagina  should  first  be  wiped  dry  from 
all  secretion  by  means  of  a  mop  of  cotton-wool,  or  any  discharge  re- 
moved by  the  injection  of  warm  water.  There  are  two  methods  of 
applying  these  remedies.  One  is  to  pour  out  half  an  ounce  or  so  of 
the  solution  in  a  small  porringer,  then,  having  distended  the  vagina  by 
passing  as  large  a  Fergusson's  speculum  as  the  canal  will  tolerate, 
right  up  to  the  cervix  uteri,  swab  the  surface  carefully  over  by 
means  of  a  mop  saturated  in  the  solution,  the  speculum  being  gradu- 
ally withdrawn,  the  whole  surface  thus  being  painted  over. 

Care  must  be  taken,  unless  otherwise  decided,  as  in  cases  where 
the  vulva  is  implicated,  not  to  withdraw  the  speculum  entirely,  but 
leave  the  end  just  within  the  vaginal  outlet,  so  that  the  solution  does 
not  come  into  contact  with  the  vulva — the  junction  of  the  skin  and 
mucous  membrane  being  exceedingly  sensitive — otherwise  considerable 
burning  and  smarting  pain  will  result.  Any  excess  of  the  fluid  may 
be  removed  by  means  of  a  dry  mop.  Oil  may  then  be  applied  by 
means  of  a, mop  or  plug  of  cotton- wool  saturated  in  oil  and  left  in 
the  vagina.  The  plug  may  be  removed  by  the  patient  herself,  if  a 
string  be  previously  attached  to  it,  within  eight  or  twelve  hours,  when 
the  syringe  should  be  employed. 

The  other  method  is  to  place  the  patient  on  her  back,  the  hips  being 
elevated ;  a  large  Fergusson's  speculum  is  passed  as  before,  and  then 
half  an  ounce  or  more  of  the  strong  solution  poured  into  the  speculum 
so  as  to  gravitate  to  the  fundus  vaginae.  The  speculum  is  gradually 
withdrawn,  so  that  the  whole  surface  of  the  vagina  is  uniformly  bathed 
with  the  solution.  Any  excess  of  fluid  is  then  removed  either  by 
tilting  up  the  speculum,  just  as  the  end  is  at  the  vaginal  outlet,  and 
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allowing  the  solution  to  run  off  into  a  small  porringer,  or  a  mop  of 
cotton-wool  is  employed  to  soak  it  up,  A  plug,  saturated  in  oil,  is 
then  passed  as  before,  and  left  in  for  several  hours. 

When  nitrate  of  silver  is  used,  it  will  be  necessary  to  guard  the 
patient's  linen,  as  otherwise  it  will  be  indelibly  stained. 

The  carbolic  acid  is  equally  efficacious  in  most  instances,  and  has 
not  the  disadvantage  of  staining  the  linen. 

The  application  of  the  glycer.  acid,  tannici,  or  the  glyc.  acid,  carbol. 
of  the  B.P.  is  sufficiently  powerful  in  slight  cases,  but  not  in  aggra- 
vated ones. 

It  is  well  to  alternate  applications  from  time  to  time.  Injections 
containing  borax,  permanganate  or  chlorate  of  potass,  or  carbolic  acid, 
may  be  used  one  week  •  those  containing  zinc,  alum,  or  tannic  acid, 
another  week. 

Pessaries  or  suppositories,  containing  bismuth,  oxide  of  zinc,  tannic 
acid,  acetate  of  lead,  combined  or  not  with  atropine  or  morphia,  may 
be  employed  at  bedtime,  the  syringe  being  used  in  the  morning  to 
wash  out  the  passage  thoroughly. 

The  suppositories  may  be  made  with  glycerine  and  isinglass,  cocoa 
butter,  or  other  menstruum. 

Chalybeates  or  other  tonics  should  be  administered  when  deemed 
requisite. 

Cubebs,  copaiba,  and  other  similar  remedies  prove  of  less  service 
in  women  than  in  men,  and  unless  cystitis  or  urethritis  are  prominent 
symptoms,  are  not  often  called  for. 

Cicatrices  of  the  vagina  occasionally  result  from  the  healing 
of  sloughs  by  granulation,  whether  produced  by  injury  during  par- 
turition, or  by  the  injudicious  application  of  too  strong  caustics  to 
the  cervix  uteri,  any  excess  running  down  on  the  vaginal  walls 
destroying  the  tissues. 

These  cicatrices  may  lead  to  atresia  or  stenosis  of  the  vaginal 
canal,  or  may  be  present  merely  as  crescentic  bands  or  falciform  pro- 
jections into  the  vagina,  dragging  the  cervix  uteri  out  of  place  ;  or 
may  form  a  dense  cord,  interfering  with  the  mobility  of  the  uterus, 
and  causing  dyspareunia  or  other  discomfort. 

Treatment. — Wounds  of  the  vaginal  having  a  great  tendency  to 
bleed,  no  operation  for  the  removal  of  cicatrices,  however  trivial  it 
may  appear,  should  ever  be  done  unless  the  patient  be  in  bed,  and 
I'emain  there  for  at  least  a  few  days,  until  any  risk  of  haemorrhage  is 
past. 

Division  of  the  cicatrices,  by  nicking  them  in  several  places,  may 
best  be  performed  by  means  of  a  Simpson's  metrotome,  or  blunt- 
pointed  bistoury,  without  the  aid  of  a  speculum ^  the  finger  serving 
as  an  efficient  guide  to  the  extent  and  depth  of  the  incisions. 

The  insertion  of  the  glass  vaginal  rest  or  dilator  will  tend  to 
check  haemorrhage  by  pressure,  and  also  to  distend  the  vagina  so  as  to 
prevent  a  recurrence  of  the  cicatrices. 

The  glass  tube  will  need  to  be  worn  regularly,  either  continuously 
or  for  several  hours  at  a  time,  until  the  incisions  have  healed.  In 
any  case  it  should  be  removed  morning  and  evening,  or  oftener  if 
deemed  requisite,  and  some  antiseptic  vaginal  injection  employed 
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to  wash  away  all  discharge,  and  encourage  a  healthy  state  of  the 
surface. 

Where  the  cicatrices  are  in  the  upper  portion  of  the  vagina,  the 
insertion  of  a  Hodge's  pessary,  carefully  adjusted  to  meet  the  re- 
quirements of  the  case,  may  be  resorted  to  after  the  first  few  days, 
to  keep  the  parts  on  the  stretch,  and  thus  prevent  any  subsequent 
contraction. 

In  cases  where  the  contraction  of  the  vagina  is  not  detected  until 
the  time  of  parturition,  it  will  be  well  to  wait  patiently  until  we 
see  what  the  natural  efforts  will  accomplish  in  the  way  of  dilatation, 
before  resorting  to  division. 

When,  however,  it  is  evident  that  the  contraction  is  too  great  to 
allow  of  the  passage  of  the  foetus,  we  must  either  incise  the  cica- 
trices where  they  are  most  prominent,  or  perform  craniotomy  and 
cephalotripsy. 
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CHAPTER  XXVII. 

LACERATION  OF  THE  PERINEUM. 

Laceration  of  the  Perineum. — The  anatomy  of  the  female  peri- 
neum deserves  careful  study.  It  would  occupy  too  much  space  here 
to  enter  fully  upon  its  consideration.  The  student,  however,  would 
do  well  to  consult  Dr.  Savage's  admirable  work  upon  the  subject.^ 

It  will  suffice  for  the  present  to  state  that  the  perineum,  or  peri- 
neal body,  is  a  triangular  wedge  composed  of  fascia  and  areolar 
tissue,  forming  a  highly  elastic  and  dense  white  tendinous  structure, 
which  fills  the  space  intervening  between  the  backward  curve  of  the 
rectum  and  the  forward  curve  of  the  vagina,  just  as  they  emerge  upon 
the  surface.    The  base  of  the  triangle  is  formed  by  the  skin  between 


Fig.  144. — Diagram  illustrating  the  Perineal  Body. 


the  fourchette  and  anus,  the  tendinous  aponeurosis  from  the  fusion' 
of  the  muscles  which  meet  here  giving  strength  and  tonicity  to  the 
structure. 

A  reference  to  fig.  144  will  show  at  a  glance  the  importance  of  this 
perineal  body.  Thomas  thus  defines  its  functions  : — 1st.  It  sustains 
the  anterior  wall  of  the  rectum,  and  prevents  a  prolapse  of  this,  which 
would  inevitably  drag  downwards  the  upper  vaginal  concavity,  and 

J  The  Surgery,  Surgical  Pathology,  and  Anatomy  of  the  Female  Pelvic  Organs,  ^-c. 
3rd  edition. 
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with  it  the  cervix  uteri,  ard  destroy  the  equilibrium  of  the  uterus. 
2nd.  It  sustains  the  posterior  vaginal  wall,  and  prevents  a  prolapse 
of  this,  which  would  allow  of  rectocele.  3rd.  Upon  the  posterior 
vaginal  wall  rests  the  anterior,  upon  this  the  bladder,  and  against  the 
bladder  the  uterus ;  all  of  which  depend  in  great  degree  for  support 
upon  the  perineal  body.  4th.  It  preserves  a  proper  line  of  projection 
of  the  contents  of  bladder  and  rectum,  and  thus  prevents  the  occur- 
rence of  tenesmus,  a  frequent  cause  of  pelvic  displacements.  When 
therefore  the  perineum  is  lacerated  as  far  as  the  sphincter  ani  muscle, 
there  remains  no  support  to  the  uterus,  when  the  patient  is  in  the 
erect  posture,  except  through  the  connective  tissue  and  the  utero- 
sacral  ligaments.  The  ischio-perineal  ligaments  are  divided,  and  the 
transverse  perinei  muscles  and  other  attachments  draw  the  sides  of 
the  vaginal  outlet  apart,  whereas,  so  long  as  the  perineum  exists  in 
its  integrity,  the  sides  of  the  vagina  lie  in  close  contact,  from  being 
flattened  laterally,  and  air  is  excluded.  The  perineal  body  being 
destroyed,  air  is  drawn  into  the  canal  when  certain  positions  are 
assumed,  and  subsequently  escapes  with  a  disagreeable  explosive 
noise.  This  has  been  spoken  of  as  garrulitas  vulvae,  or  flatus  vagi- 
nalis. Destruction  of  the  perineal  body,  more  frequently  than  any- 
thing else,  induces  anterior  and  posterior  displacements,  as  well  as 
prolapsus  of  the  uterus,  by  altering  the  shape  and  removing  the  sup- 
ports of  the  vagina,  which  latter  thus  drags  upon  and  displaces  the 
uterus  as  a  direct  tractor.  Thomas  considers  that  not  only  does  rup- 
ture of  the  perineum  furnish  one  of  the  most  fruitful  sources  for  the 
absorption  of  septic  elements,  but  that  thousands  of  women  suffer 
throughout  their  lives  from  uterine  displacements,  engorgements,  and 
vesical  and  rectal  prolapse,  in  consequence  of  injuries  inflicted  upon  it 
during  the  parturient  act. 

Causation. — As  prevention  is  better  even  than  cure,  it  will  be 
well  to  enumerate  the  conditions  likely  to  eventuate  in  laceration  of 
the  perineum.  Goodell  thus  sums  them  up.  ist.  Rigidity,  dryness, 
and  congestion  of  the  soft  parts,  as  in  first  labours.  2nd.  Absolute 
or  relative  disproportion  between  the  size  of  the  foetal  head,  or  of  the 
shoulders,  and  that  of  the  vulva.  This  also  includes  the  presence 
of  one  forearm,  or  both,  along  with  the  shoulders.  3rd.  Every  cause, 
whether  moral,  anatomical,  or  physiological,  that  precipitates  the 
passage  of  the  head  through  the  soft  parts,  as,  for  instance,  violent 
straining  efforts  through  great  nervous  excitement,  a  small  head,  a 
straight  sacrum,  or  an  overdose  of  ergot.  4th.  Faulty  mechanism  of 
labour,  such  as  incomplete  flexion  or  extension  of  the  head ;  or  an 
occiput  rotating  posteriorly.  5th.  Keeping  the  limbs  straight  and  in 
close  contact  at  the  moment  of  the  birth  of  the  head.  6th.  Causes 
dependent  on  the  physician,  such  as  the  abuse  of  the  forceps,  a  faulty 
method  of  supporting  the  perineum,  and  meddlesome  midwifery. 

It  would  be  foreign  to  our  object  to  enter  more  at  length  into  this 
question,  as  it  belongs  more  strictly  to  obstetrics.  The  tonicity  and 
efficiency  of  the  perineum  may  be  impaired  or  destroyed  from  consti- 
tutional feebleness,  prolonged  over-distension,  sub-involution,  senile 
atrophy,  and  laceration.  At  present  we  shall  confine  our  remarks  to 
the  latter  condition. 
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Laceration  of  the  perineum  may  be  partial  or  complete.  When 
the  tear  does  not  extend  further  than  to  the  sphincter  ani  it  is  spoken 
of  as  partial.  This  may  vary  from  a  mere  superficial  rupture  of  the 
fourchette,  such  as  occurs  in  nearly  all  primiparse,  to  a  complete 
splitting  up  of  the  perineal  body. 

Complete  laceration  occurs  when  the  sphincter  ani  is  involved,  the 
tear  extending  in  severe  cases  some  distance  up  the  recto-vaginal  sep- 
tum. Incontinence  of  fteces,  emd  flatus  result.  Subinvolution  of  the 
vagina  not  infrequently  ensues,  and  later  on  we  get  prolapse  of  the 
vagina  with  cystocele  or  rectocele,  as  well  as  prolapse  of  the  uterus 
and  rectum. 

Apart  from  the  discomfort  due  to  the  weakening  of  the  support 
usually  accorded  by  the  perineum,  in  the  way  of  bearing  down,  drag- 
ging, aching,  tenesmus,  and  the  feeling  of  the  pelvic  organs  falling 
through,  the  absence  of  control  over  the  lower  bowel  often  renders 
the  unfortunate  patient  an  object  of  disgust  to  her  associates  and  even 
of  loathing  to  her  husband,  so  that  she  instinctively  shuns  all  society 
and  is  compelled  to  resort  to  almost  strict  seclusion. 

Tivie  for  0])e7^ation. — Authorities  vary  considerably  as  to  the 
time  when  the  rupture  should  be  repaired.  Provided  the  sphincter 
ani  or  recto- vaginal  septum  is  not  seriously  involved,  so  as  to  make 
the  operation  a  serious  and  lengthy  one,  there  can  be  no  reasonable 
doubt  but  that  the  primary  or  immediate  opei-ation  should  be  resorted 
to.  The  edges  of  the  wound  require  no  vivification,  the  perineum  is 
lax  and  comparatively  numb  and  insensible  from  the  pressure  and 
passage  of  the  head,  and  in  many  cases  the  patient  is  already  under 
the  influence  of  an  anaesthetic  when  the  laceration  is  detected.  Ke- 
])air  of  the  injury  should  therefore  be  attempted  immediately  after  the 
delivery  of  the  placenta,  provided  the  uterus  contracts  and  no  un- 
usual hfemorrhage  occurs,  or  the  patient  is  not  unduly  exhausted. 
The  usual  confinement  to  bed  for  ten  days  or  a  fortnight  after  deli- 
very thus  answers  a  double  purpose,  and  the  patient  has  not  the  fear 
of  an  impending  operation  constantly  hanging  over  her.  If  success 
attend  the  efibrt  the  patient  will  be  saved  much  subsequent  sufiering 
as  well  as  present  risk  from  septic  absorption,  while  failure  will  not  in 
any  way  increase  the  difliculty  of  operating  later  on.  The  reason  why 
the  primary  operation  does  not  prove  successful  is  that  it  is  often  per- 
formed by  those  who  are  not  accustomed  to  operate,  the  sutures  are 
inserted  too  superficially,  thus  leaving  the  upper  portion  open,  and  so 
ci-eating  a  pouch  for  the  accumulation  of  putrefying  materials.  The 
operation  is  also  often  needlessly  hurried,  partly  on  account  of  the  fear 
of  post-partum  hsemorrhage,  and  partly  probably  from  fear  of  distressing 
unnecessarily  the  patient  as  well  as  her  friends.  Again,  skilled  assist- 
ance is  often  lacking,  the  surface  of  the  rent  is  irregular  and  prevents 
exact  coaptation,  and  the  lochial  discharge  getting  between  the  raw 
surfaces  is  apt  to  prevent  union  by  primary  intention.  The  imme- 
diate operation  is  more  likely  to  prove  successful  in  cases  of  partial 
than  of  complete  laceration. 

Should  the  wound,  however,  not  heal,  no  second  operation  should 
be  attempted  until  the  patient  is  fully  recovered  from  the  effects  of 
parturition,  two  months  or  so  from  the  date  of  delivery. 


412 


LACERATION  OF  THE  PERINEUM. 


Primary  or  Immediate  Operation. — As  soon  as  the  placenta  is 
expelled,  and  the  uterus  I'emains  firmly  contracted,  a  nurse  or  assistant 
being  instructed  to  maintain  pressure  upon  the  organ  to  prevent  any 
risk  of  post-partum  haemorrhage,  the  external  parts  are  carefully 
sponged,  and  if  the  sanguineous  discharge  be  at  all  free,  a  cup-shaped 
sponge  may  be  passed  up  the  vagina.  Placing  the  patient  in  the 
dorsal  position,  with  the  knees  well  drawn  up,  and  the  hips  close  to 
the  edge  of  the  bed,  opposite  a  window,  so  as  to  secure  a  good  light 
if  daylight  be  present,  or  with  a  lamp  placed  on  a  table  behind,  the 
operator,  seated  on  a  low  chair  or  stool,  first  approximates  the  torn 
surfaces  so  as  to  see  where  to  insert  the  sutures.  Any  ragged  portions 
may  be  snipped  off,  and  if  the  surface  bleed  freely  the  parts  should  be 
sponged  with  cold  water  to  check  the  hasmorrhage.  A  sponge  wrung 
out  of  very  hot  water  succeeds  in  arresting  haemorrhage  often  when 
cold  water  fails.  With  a  curved,  long-handed  perineum  needle,  or  a 
sharply-curved  needle  held  in  a  needle-holder,  the  operator  then 
inserts  the  point  about  half  an  inch  or  so  from  the  margin,  a  little 
below  the  lower  angle  or  fork  of  the  wound,  carrying  the  needle  in  the 
recto-vaginal  septum,  bringing  out  the  point  on  a  corresponding 
level  with  the  insertion.  A  suture  of  silver  wire,  or,  better  still,  stout 
silkworm  gut,  is  then  threaded  through  the  eye  of  the  needle,  which 
latter  is  then  withdrawn,  and  the  suture  left  in  situ.  Three  or  more 
sutures  are  passed,  according  to  the  extent  of  the  laceration,  each  one 
e:<:cept  the  lowest  one  or  two  being  made  to  emerge  on  the  mucous 
membrane  of  the  vagina,  very  near  the  edge  of  the  raw  surface.  (See 
fig.  145.)  Having  passed  as  many  as  requisite,  the  sponge  which 
was  previously  passed  into  the  vagina  is  now  withdrawn,  the  raw 
surfaces  approximated,  and  the  sutures  twisted  or  tied,  beginning 
with  the  lowest  one  first.  If  silver  wire  be  employed  the  ends  should 
be  left  about  two  inches  long,  then  twisted  together  and  secured  by  a 
small  piece  of  india-rubber  tubing,  or  gutta-percha  warmed  in  hot 
water  and  moulded  over  the  extremity,  to  prevent  it  chafing  the 
parts.  It  is  generally  recommended  to  pass  the  catheter  every  six  or 
eight  hours,  and  to  keep  the  bowels  confined  by  means  of  opium  for 
the  first  seven  or  eight  days.  In  cases  of  partial  rupture  these  pre- 
cautions are  often  unnecessary.  There  is  far  less  lisk  of  cystitis 
being  set  up  if  the  patient  be  allowed  to  turn  over  on  her  knees  to 
pass  water,  in  place  of  using  the  catheter,  and  but  little  risk  of  dis- 
turbing the  healing  process  if  care  be  exercised.  A  grain  of  opium, 
in  form  of  pill,  or  suppository,  just  after  the  operation,  not  only  allays 
pain  and  quiets  the  nervous  system,  but  also  produces  constipation. 
After  the  first  twenty-four  hours,  however,  a  small  enema  of  olive- 
oil  may  be  administered  and  the  action  of  the  bowels  solicited.  A 
regular  daily  evacuation  should  then  be  encouraged,  so  as  to  prevent 
the  bowels  becoming  unduly  distended  and  to  avoid  discomfort.  Strict 
cleanliness  must  be  enjoined,  the  vagina  being  washed  out  twice  or 
thrice  daily  with  tepid  water  containing  a  little  Condy's  fluid  or  solu- 
tion of  borax,  chlorate  of  potash,  chloral,  or  carbolic  acid.  The 
patient  should  be  encouraged  to  lie  as  much  as  possible  on  the  side, 
and  not  on  the  back.  The  diet  must  be  light,  avoiding  as  far  as 
possible  everything  calculated  to  produce  a  bulky  motion.  Alcohol 
in  any  form,  unless  otherwise  indicated,  should  be  forbidden. 
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The  sutures  may  generally  be  removed  from  the  fifth  to  the  eighth 
day,  it  being  a  good  plan  to  divide  the  intermediate  ones  first  so  as  to 
see  how  far  complete  union  has  taken  place,  leaving  the  others  for 
another  day  or  two  if  union  is  not  perfect.  It  is  a  good  plan  to 
inject  three  or  four  ounces  of  olive-oil  into  the  rectum,  about  the  third 
day,  so  as  to  ensure  relief  to  the  bowels,  a  daily  evacuation  being 
afterwards  encouraged,  I  a  any  case  the  rectum  should  always  be 
unloaded  before  the  sutures  are  removed.  The  patient  will  need  to 
be  very  careful  not  to  attempt  sitting  up  too  soon,  and  on  no  account 
to  commence  walking  about  until  the  adhesions  have  had  time  to 
become  consolidated. 

Secondary  Operation. — Where  the  laceration  is  so  extensive,  or 
from  special  circumstances  the  primary  operation  has  not  been  deemed 
expedient,  or  has  failed,  the  secondary  operation  will  have  to  be 
performed  later  on.  The  time  selected  will  depend  upon  the  con- 
dition of  the  general  health.  This  must  be  seen  to,  and  if  necessary 
tonics  and  aperients  administered.  The  vagina  should  also  be 
syi-inged  out  morning  and  evening  with  tepid  water,  to  which  is 
added  a  little  borax  or  chloral,  so  as  to  remove  all  secretions,  quiet 
local  irritation,  and  get  the  tissues  in  as  healthy  a  state  as  possible. 
Supposing  the  patient  is  not  nursing  her  infant,  the  operation  should 
be  postponed  until  after  the  second  menstrual  epoch  following 
delivery,  whether  the  catamenia  appear  or  not. 

The  secondary  operation  is  a  far  more  tedious  and  complicated 
process  than  the  primary.  Cicatrisation  having  taken  place,  vivifi- 
cation  of  the  lips  or  margins  of  the  wound,  by  the  process  of 
perineorrhaphy,  and  their  approximation  by  sutures,  will  have  to  be 
effected.  It  is  in  cases  of  complete  laceration  through  the  sphincter 
ani  that  the  operation  is  most  frequently  needed,  the  simpler  cases 
of  partial  rupture  of  the  perineum  being  remedied  by  the  prim.ary 
operation. 

The  instruments  needed  are  a  pair  of  spring-toothed  forceps,  a 
tenaculum,  an  ordinary  scalpel,  a  pair  of  scissors  curved  on  the  flat, 
ai-tery  forceps,  half-a-dozen  serres-fines,  a  long-handled,  curved,  blunt- 
edged  perineum  needle  with  the  eye  near  the  point,  a  few  surgeon's 
needles  with  varying  curves,  a  needle-holder,  silver  wire  and  silkworm 
gut  ligatures,  half-a  dozen  or  more  bits  of  sponge,  the  size  of  a  wal- 
nut, fixed  in  sponge-holders,  and  a  basin  of  iced  water. 

It  is  well  to  have  two  assistants,  one  to  administer  the  anaesthetic, 
and  one  at  the  side  of  the  patient  to  steady  the  knees  and  put  the 
tissues  on  the  stretch.  If  Clover's  crutch  be  employed  the  operator 
can  dispense  with  a  third  assistant.  This  ingenious  device  consists 
of  a  cross-bar,  which  can  be  lengthened  or  shortened  as  desired,  the 
ends  being  locked  and  padded  so  as  to  keep  the  knees  apart,  a  strap, 
which  passes  over  the  patient's  shoulders,  serving  to  keep  the  knees 
elevated  in  the  ordinary  lithotomy  position.  It  is  well  to  have  a 
nurse  to  look  after  the  sponges,  &c. 

For  a  few  days  preceding  the  operation,  care  must  be  taken  to  see 
that  the  bowels  are  regularly  relieved  by  a  full  dose  of  castor-oil  or 
other  suitable  aperient,  so  as  to  avoid  any  possibility  of  scybala  being 
retained.    The  diet  should  be  light,  chiefly  consisting  of  animal 
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broths.  A  grain  of  opium  may  be  given  a  few  hours  before  the 
operation,  both  to  quiet  the  bowels  and  allay  undue  nervous  appre- 
hension. 

02)eration  for  partial  Bujyture. — The  distinction  between  partial 
and  complete  laceration  of  the  perineum  is  great,  inasmuch  as  the 
operation  for  the  former  is  a  very  simple  one,  having  for  its  object 
the  restitution  of  the  perineal  body,  whereas  the  latter  is  a  most 
difficult  and  tedious  operation,  and  even  in  the  most  skilled  hands  is 
not  infrequently  unsuccessful,  having  for  its  main  object  the  restora- 
tion of  the  power  and  functions  of  the  sphincter  ani. 

Everything  being  in  readiness,  the  patient  is  anaesthetised,  placed 
in  the  lithotomy  position  on  the  end  of  a  table,  facing  a  good  light, 
the  dress  drawn  well  up  around  the  waist,  so  as  not  to  become  soiled, 


Fig.  145.  — Diagram  showing  surface  denuded  and  sutures  in  position. 

the  thighs  protected  from  cold  by  flannel  drawers,  open  at  the  back,, 
or  by  a  flannel  petticoat  folded  over  each  knee,  and  a  good-sized 
piece  of  sponge  pressed  in  between  the  buttocks  to  collect  the  blood 
and  prevent  it  running  down  on  to  the  operator's  knees. 

Any  hairs'  likely  to  interfere  with  the  operation  should  be  shaved 
off"  the  surface  being  first  oiled.  If  Clover's  crutch  be  not  employed 
one  assistant  must  stand  facing  the  operator  on  each  side  of  the  table, 
the  one  on  the  right  of  the  patient  flexing  the  knee  well  back  upon 
the  abdomen,  so  that  the  tibia  is  horizontal,  and  securing  it  in  this 
position  by  passing  his  left  arm  over  the  limb  and  steadying  the  foot 
with  the  left  hand,  thus  leaving  his  right  hand  free  to  retract  the 
labium.  The  assistant  on  the  left  of  the  patient  passes  his  right  arm 
over  the  limb,  well  flexed,  as  before  indicated,  and  retracts  the  labium 
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with  his  right  hand,  keeping  his  left  hand  free  to  assist  the  operator 
by  sponging  the  wound  with  sponges  held  in  long-handled  sponge- 
holders,  so  as  not  to  obstruct  the  operator's  view.  Care  must  be  taken 
to  place  the  fingers  of  one  assistant  exactly  opposite  those  of  the 
other  in  retracting  the  labia,  so  as  not  to  distort  the  surface  to  be 
denuded. 

The  operator  then  passing  two  fingers  within  the  bowel,  so  as  to 
put  the  surface  on  the  stretch,  commences  to  snip  off  a  thin  film  of 
cicatricial  tissue  fi-om  the  posterior  vaginal  wall,  beginning  near  the 
anus,  and  carrying  it  up  about  an  inch  and  a  half  up  the  vagina. 
This  part  of  the  operation  may  be  performed  by  means  of  toothed 
forceps,  or  a  tenaculum,  and  a  scalpel,  if  desired,  but  is  accomplished 
more  expeditiously  and  with  less  haemorrhage  by  the  aid  of  scissors. 

A  semi-circular  incision  is  then  made  with  a  scalpel  on  each  side, 
to  map  out  the  extent  of  the  surface  to  be  denuded,  and  another 
incision  across  the  vagina,  so  as  to  enclose  a  more  or  less  crescentic 
space,  as  in  fig.  145,  which  should  be  a  little  longer  and  a  little  broader 
than  the  glazed  cicatrix  of  the  original  perineum. 

The  surface  included  between  these  incisions  must  now  be 
freshened  or  vivified  by  catching  up  the  cicatricial  tissue  with  forceps 
or  tenaculum,  and  removing  by  the  a,id  of  the  curved  scissors  or 
scalpel  a  thin  layer,  so  as  to  produce  a  raw  surface,  advancing  from 
below  upwards,  so  as  to  avoid  the  flow  of  blood  over  the  surface  to  be 
removed. 

There  is  generally  pretty  free  oozing  of  venous  blood,  as  the  parts 
are  vascular  and  the  veins  valveless.  Spong- 
ing the  surface  with  ice-cold  or  very  hot 
water  will,  however,  check  this  sufficiently. 
Any  smair arteries  that  may  be  seen  jetting 
should  be  secured  by  the  aid  of  serre-fines 
(fig.  146),  and  left  on  until  the  wound  is 
ready  to  be  closed,  or  the  end  of  the  vessel  may  be  seized  with  torsion 
forceps  and  twisted.  Ligatures  should  be  avoided  if  possible,  as  they 
are  liable  to  interfere  with  the  union  by  first  intention. 

If  any  undenuded  surfaces  are  observed,  they  should  be  removed 
by  the  curved  scissors. 

It  is  better  not  to  hurry  the  second  stage  of  the  operation  until 
bleeding  has  stopped.  This  may  generally  be  accomplished  by  a  sponge 
wrung  out  of  very  hot  water. 

Haemorrhage  having  ceased,  we  may  now  proceed  to  introduce 
the  sutures.  Silver  wire  is  generally  best,  although  some  prefer  the 
silkworm-gut  sutures.  The  choice  of  an  appropriate  needle  is  im- 
portant. The  ordinary  long-handled,  sharply-curved  perineum  needle 
has  generally  a  cutting  edge,  which  is  a  disadvantage,  and  is  also 
obliged  to  be  stouter  than  would  be  otherwise  necessary,  in  order  to 
secure  the  requisite  rigidity.  Most  operators  prefer  a  short,  straight, 
or  slightly  curved,  round  needle,  without  any  cutting  edge,  about  one 
and  a  half  to  two  and  a  half  inches  long.  This  is  held  in  the  grip  of 
a  needle-holder,  and  is  either  armed  with  silver  wire  or  with  a  double 
silk  thread,  having  a  good  long  loop,  so  as  to  draw  the  silver  sutures 
into  place.    Whatever  form  of  needle  be  employed,  the  point  is 
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inserted  about  half  an  inch  external  to  the  margin  of  the  freshened 
surface  in  the  left  buttock,  a  little  above  the  level  of  the  anus.  The 
index  finger  of  the  left  hand  is  passed  into  the  rectum,  so  as  to  enable 
the  operator  to  judge  of  the  course  of  the  needle,  which  should  be  in 
a  somewhat  semi-circular  direction.  The  suture  should  remain  im- 
bedded in  the  recto-vaginal  septum,  neither  transfixing  the  rectal  nor 
vaginal  wall.    The  point  of  the  needle  being  made  to  emerge  at  a 

corresponding  point  on  the  right  side, 
counterpressure  with  the  thumb-nail 
may  be  made  if  requisite,  to  facilitate 
the  exit  of  the  point. 

If  any  difficulty  be  experienced  in 
passing  the  needle  as  directed,  it  may  be 
drawn  out  at  the  centre  and  reinserted. 
The  ends  of  the  silver  wire  are  lightly 
twisted  together  to  keep  them  distinct, 
and  then  other  sutures  are  inserted  at 
intervals  of  about  one-third  of  an  inch, 
as  indicated  in  fig.  145.  The  lower  two 
or  three  sutures  should  be  carried  so  as 
to  lie  imbedded  in  the  recto-vaginal 
septum,  as  they  excite  much  less  irrita- 
tion and  act  less  like  setons  than  if  ex- 
posed. The  last  two  or  three  sutures 
inserted  towards  the  apices  of  the  tri- 
angles will  naturally  be  uncovered  on 
the  vaginal  surface.  When  the  two 
sides  of  the  raw  surface  are  brought 
together  the  sutures  will  lie  much  more 
parallel  than  would  at  first  sight  appear. 
They  should  be  twisted  from  below  up- 
wards, or  clamped  with  a  perforated  shot, 
as  may  be  deemed  expedient,  but  the 
old-fashioned  quilled  suture  is  seldom 
employed  now. 

If  Croft's  long-handled  perineum 
needle  (fig.  147)  be  used,  it  is  better  to 
pass  the  needle  first  through  the  tissues, 
making  the  point  emerge  on  the  opposite 
side,  and  then  thread  the  silver  wire 
through  the  eye  and  withdi-aw  it.  All 
the  sutures  are  inserted  before  any  are 
fastened,  and  this  latter  step  should  not 
be  taken  until  bleeding  has  almost  ceased. 
As  in  the  primary  operation,  it  is  well  to  leave  the  ends  about 
three  inches  long,  twist  them  together,  and  secure  the  ends  by  a 
small  piece  of  india-rubber  tubing  or  gutta-percha.  The  subsequent 
management  is  the  same  as  that  already  detailed  when  speaking  of 
the  primary  operation,  and  need  not  be  repeated  here. 

Emmet's  operation  (tig.  148)  varies  slightly  in  the  shape  of  the 
surface  denuded,  and   in  the  arrangement  of  the  sutures.  The 
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Tipper  suture,  c  c,  is  passed  through  the  labium  just  in  line  with  the 
limit  of  the  freshened  surface.  It  is  then  made  to  catch  up  a  small 
portion  of  the  vaginal  tissue  beyond  the  denuded  surface  on  the  recto- 
vaginal wall,  when  it  also  passes  to  the  opposite  labium.  Formerly, 
when  this  suture  was  introduced  at  d  along  the  upper  edge  of  the 
denuded  surface,  and  the  parts  were  then  brought  together,  the  union 
was  seldom  complete.  The  edges  were  frequently  pulled  apart  on 
carelessly  introducing  the  catheter,  from  movement  of  the  limbs,  or 
from  a  certain  amount  of  dragging  backward,  from  the  weight  of  the 
posterior  wall  of  the  vagina.  It  was  difficult  also  to  protect  the  parts 
from  urine,  which  would  sometimes  force  its  way  in  behind  the  flaps 
and  prevent  union.  It  is  therefore  intended  that  this  suture  shall 
draw  a  portion  of  the  vaginal  tissue  sufficiently  forward  to  protect 


Frcr.  148. — Emmet's  Operation  for  Lacerated  Perineum. 

the  edges  which  have  been  approximated  by  the  preceding  suture. 
At  the  same  time  this  suture  plays  even  a  more  important  part, 
since,  by  including  the  tissue  beyond,  it  sustains  all  the  traction  until 
the  denuded  surfaces  have  had  time  to  bacome  firmly  united. 

Operation  for  complete  Rupture. — This  is  at  all  times  a  difficult 
operation,  having  for  its  object  closure  of  the  rectal  opening,  restora- 
tion of  the  perineal  body,  and,  most  important,  restoration  of  the 
sphincter  ani  muscle  to  all  its  powers  and  functions.  This  latter  can 
only  be  effected  by  attaining  complete  union  of  the  ends  of  the  severed 
muscle.  Where  the  sphincter  ani  is  not  only  torn,  but  the  laceration 
of  the  recto-vaginal  septum  extends  an  inch  or  more  above  the  upper 
edge  of  the  sphincter  ani,  it  is  generally  advisable  to  perform  two 
distinct  operations.    We  must  first  pare  the  edges  of  the  rent  in  the 
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septum,  and  secure  union  if  possible  as  far  down  as  the  anus  by  an 
operation  termed  colporrhaphy,  leaving  the  operation  of  perineor- 
I'haphy  for  a  subsequent  period.  Where,  however,  from  force  of 
circumstances  it  is  essential  to  perform  the  two  operations  at  the  same 
time,  the  margins  of  the  rent  in  the  septum  must  first  be  vivified, 
catgut  or  silkworm-gut  sutures  employed,  and  the  ends  brought  out 
either  in  the  vagina  or  rectum,  as  deemed  most  expedient.  The 
advantage  of  employing  sutures  made  of  animal  tissue  is  that  they 
undergo  absorption,  and  it  will  therefore  need  no  stretching  of  the 
parts  to  effect  their  removal.  Colporrhaphy  having  been  performed, 
the  operator  then  proceeds  with  the  operation  of  perineorrhaphy,  as 
previously  described. 

Where  the  rent  in  the  septum  is  not  extensive,  a  single  operation 


Fig.  149. — Surface  denuded  in  complete  Perineal  Eupture,  and  first 
two  sutures  in  position.    (After  Thomas.) 

is  often  sufficient,  provided  care  be  taken  to  introduce  the  first  suture 
as  low  down  as  the  lower  margin  of  the  anus,  and  to  pass  it  through 
the  recto-vaginal  septum,  completely  encircling  the  rectal  rent,  as 
indicated  in  fig.  149. 

The  remaining  sutures  are  passed  parallel  with  this,  the  finger  in 
the  bowel  guiding  the  needle  if  necessary,  so  that  as  many  of  the 
sutures  as  necessar}?^  remain  imbedded  in  the  recto-vaginal  septum. 
By  this  means  the  ends  of  the  sphincter  ani  muscle  are  elevated  and 
the  margins  of  the  slit  in  the  bowel  brought  together. 

In  cases  where  the  bowels  are  kept  confined  for  a  week  after  the 
operation,  the  insertion  of  a  rectal  tube  or  large-sized  elastic  catheter 
occasionally,  to  permit  of  the  escape  of  flatus,  is  advised.  The  stitches 
may  be  removed  towards  the  end  of  the  week,  taking  the  same 
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precautions  as  previously  mentioned.  Should  any  large  scybala 
form  and  threaten  the  safety  of  the  new  adhesions,  enemata  of  ox-gall 
or  of  olive-oil  should  be  administered,  or  they  may  be  broken  up  by 
means  of  a  hair-pin,  handle  of  a  small  spoon  or  toothbrush.  It  is, 
however,  quite  unnecessary  to  keep  the  bowels  confined.  The  plan 
of  encouraging  a  daily  evacuation,  after  the  first  few  days,  bv  means 
of  oil  enemata  has  stood  the  test  of  experience,  and  may  with  safety 
be  recommended. 

Should  any  small  fistulous  opening  remain  in  the  recto- vaginal 
septum,  an  attempt  to  close  it  may  be  tried  by  touching  the  margins 
with  acetum  cantharidis,  nitric  acid,  or  the  actual  cautery,  followed 
by  coaptation  with  serres-fines  or  with  sutures.  If  the  opening  be 
large,  it  must  be  treated  in  the  manner  mentioned  when  speaking  of 
recto-vaginal  fistula. 

It  is  well  to  guard  the  patient  against  disappointment  by  telling 
her  that,  although  the  perineum  may  be  perfectly  restored,  the  control 
over  the  sphincter  ani  may  not  be  recovered  for  some  little  time 
afterwards.  In  some  few  cases  it  is  never  thoroughly  regained,  but 
these  form  the  exception,  not  the  rule,  if  the  operation  has  been 
properly  performed. 

Dr.  Bantock  recommends  passing  sutures  of  fine  silkworm-gut 
through  the  edges  of  the  rectal  rent,  tying  these,  and  bringing  the 
ends  out  through  the  anus,  so  as  to  prevent  any  inversion  of  the 
mucous  membrane  and  to  ensure  perfect  apposition  of  the  freshened 
divided  edges. 

Mr.  Lawson  Tait  has  recently  advocated  a  new  method  of  opera- 
tion, the  two  principles  upon  which  it  is  based  being  that  first  no 
tissue  is  removed,  flaps  being  lifted  only,  so  that,  if  the  operation 
fails,  they  go  back  to  their  original  position,  and  the  patient  is  left 
just  as  she  was,  without  detriment  to  the  success  of  a  repeated  effort, 
as  is  the  case  if  edges  are  pared.  The  second  principle  applies  to  the 
method  of  application  of  the  stitches.  Hitherto  these  have  been 
recommended  to  be  applied  through  the  thickness  of  the  flap,  and  in 
interrupted  fashion,  like  skin  sutures.  In  his  method  they  are 
applied  in  the  axis  of  the  wound,  and  so  as  to  be  practically  con- 
tinuous. 

In  the  case  represented  by  fig.  150,  the  rent  went  completely 
through  all  the  structure  for  a  distance  of  nearly  three  inches 
upwards  from  the  anus  and  posterior  commissure  of  the  vulva.  He 
employs  sharp-pointed  scissors  (fig.  151),  running  the  point  of  the 
lower  blade  through  the  skin  and  mucous  membrane  (along  the  line 
c  c  c  c)  to  such  a  depth  only  as  will  enable  the  operator  to  turn  a 
flap  backwards  from  each  edge  of  the  rent  into  the  rectum.  In 
making  this  incision  it  is  important  not  to  cut  at  right  angles  to  the 
vaginal  surface,  but  at  a  somewhat  acute  angle  to  it,  so  as  to  bevel  the 
flap  outwards.  The  depth  of  the  incision  must  also  be  so  regulated 
as  not  to  risk  the  life  of  the  flap. 

When  the  raw  surfaces  are  adjusted  and  fastened  together,  it  will 
be  seen  that  these  reverted  flaps  form  a  valve,  uninterrupted  by 
stitches,  which  closes  from  the  rectum,  and  therefore  must  greatly  aid 
the  healing  of  the  wound,  by  preventing  the  admission  of  faeces.  To 
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this  peculiarity  he  attributes  very  largely  the  uniform  success  which 
he  has  had  with  this  operation  in  a  large  number  of  cases.  He  uses 
no  special  needle;  either  a  long-handled  curved  one  or  a  common 
curved  needle  in  a  needle-holder,  threaded  with  some  of  Pearsall's 
pure  silk,  which  he  prefers  to  wire  or  silkworm-gut.  The  upper 
stitch  (1,  fig.  150)  is  first  introduced.  The  needle  may  be  passed 
from  either  side  into  the  septum,  about  an  inch  from  the  apex  of  the 
rent,  and  its  entrance  and  exit  should  always  be  just  at  the  line  of 
reflexion  of  the  flap  (b  b).     It  is  passed  in  the  thickness  of  the 


Fig.  151. — Curved  sharp- 
pointed  Scissors. 


septum,  and  brought  out  within  a  quarter  of  an  inch  of  the  apex  of 
the  rent,  entered  again  and  passed  similarly  in  the  thickness  of  the 
septum,  and  out  again  opposite  its  original  entry.  If  properly  passed 
it  should  not,  when  tightened,  be  seen  or  felt  either  m  the  vagina  or 
rectum,  but  should  pass  between  the  two  mucous  surfaces  through  its 
whole  extent. 

The  stitches  are  not  to  be  tightened,  however,  until  they  have  all 
been  placed.  If  necessary  on  account  of  the  extent  of  the  rent,  a 
second  stitch  (2),  similar  to  the  first,  should  be  placed  lower  down, 
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but  as  a  rule,  one  and  the  perineal  stitches  will  be  found  enough ; 
indeed  in  very  many  cases  the  perineal  stitches  will  do  all  that  is 
required,  and  septal  stitches  are  needed  for  bad  cases  only.  The 
perineal  stitches  should  never  be  less  than  three  in  number,  and 
should  generally  be  four.  The  third  (No.  5)  should  be  introduced 
just  within  the  line  of  incision,  on  a  plane  with  the  septum  and  its 
stitches,  if  there  be  any. 

All  bleeding  having  been  stopped  and  the  wound  thoroughly 
cleansed,  the  septal  stitches  are  to  be  first  secured,  care  being  taken 
that  the  flaps  are  turned  well  into  the  rectum,  and  not  caught  in  the 
tightened  stitch — this  being  really  the  most  important  part  of  the 
operation.  The  middle  perineal  stitch  is  next  to  be  secured,  and  then 
the  posterior,  the  same  precaution  with  the  flaps  being  taken.  The 
anterior  stitches  are  then  to  be  secured,  and  the  ends  of  all  cut  oft', 
leaving  about  half  an  inch  of  thread.  If  the  two  edges  of  the  incision 
do  not  lie  quite  close  together,  two  or  three  superficial  stitches  had 
better  be  placed  to  bring  them  close. 

Before  the  operation  the  bowels  of  the  patient  should  have  been 
thoroughly  opened,  and  washed  out  with  an  enema.  Both  vagina 
and  rectum  must  be  washed  out  very  carefully  with  carbolic  water 
night  and  morning,  and  twenty-four  hours  must  never  be  allowed 
to  pass  without  the  bowels  being  moved,  small  enemata  of  oil  being 
administered  if  requisite. 

The  stitches  should  not  be  touched  for  a  fortnight ;  twelve  days  at 
least. 
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CHAPTER  XXYIII. 

nSTULiE  OF  THE  FEMALE  GENITAL  ORGANS. 

Fistulae  of  the  Female  Genital  Org-ans. — A  fistula  may  Le  defined 
as  an  abnormal  opening,  the  result  of  destruction  of  continuity  in  the 
wall  of  one  of  the  hollow  viscera,  whereby  communication  is  estab- 
lished with  adjacent  viscera  or  surfaces.  It  is  generally  the  result 
of  certain  traumatic  and  morbid  processes,  though  it  may  occur  as  a 
congenital  malformation.  The  most  frequent,  and  therefore  the  most 
important  varieties,  are  unquestionably  the  vesico-vaginal  and  recto- 
vaginal fistulae. 

Other  forms  of  urinary  fistulae  are  occasionally  met  with,  such  as 
the  urethro-vaginal,  the  vesico-utero-vaginal,  the  vesico-uterine,  the 
uretero-uterine,  and  the  uretero-vaginal  fistula.  Their  names  suffi- 
ciently indicate  their  position,  and  we  shall  not  attempt  to  enter 
minutely  into  their  differentiation  and  treatment. 

There  are  two  other  varieties  of  faecal  fistula  besides  the  recto- 
vaginal, viz.,  the  entero-vaginal  and  the  recto-labial.  These  also  it 
will  be  sufficient  to  mention  without  giving  a  more  detailed  de- 
scription. 

There  aie,  in  addition  to  these,  three  varieties  of  simple  vaginal 
fistula,  viz.,  the  pei-itoneo- vaginal,  the  perineo- vaginal,  and  the  blind 
vaginal  fistula.  The  principal  of  treatment  involved  in  all  these 
several  varieties  being  the  same,  we  shall  limit  our  observations 
almost  entirely  to  the  vesico-vaginal  and  the  recto-vaginal  fistulae. 

Vesico-vaginal  fistula  consists  in  a  communication  between  the 
bladder  and  vagina.  It  may  vary  from  a  small  hole,  hardly  large 
enough  to  admit  an  ordinary  probe,  to  a  huge  aperture  involving 
the  whole  base  of  the  bladder. 

Causation. — In  a  large  majority  of  cases  it  is  due  to  prolonged 
or  very  severe  pressure  of  the  foetal  head  upon  the  maternal  passages 
during  the  process  of  parturition,  which  results  in  sloughing  of  the 
compressed  surface,  and  the  formation  of  an  artificial  opening  into  the 
bladder  on  separation  of  the  slough.  Pressure  from  an  ill-adjusted 
pessary,  or  from  the  presence  of  a  large  stone  in  the  bladder,  has  been 
known  in  rare  cases  to  produce  a  similar  result. 

Direct  injury  frcm  the  application  of  forceps,  or  as  a  result  of 
craniotomy  carelessly  or  unskilfully  perfoimed,  may  produce  so  much 
contusion  or  laceration  as  to  eventuate  in  vesico-vaginal  fistula ;  but 
there  is  little  doubt  but  that  in  the  majority  of  the  cases  the  injury  is 
caused  by  the  prolonged  or  severe  pressure  of  the  foetal  head  impair- 
ing the  vitality  of  the  tissues,  and  not  to  the  employment  of  instru- 
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ments,  provided  due  care  has  been  observed.  Thomas  justly  re- 
marks :  '  The  truth  with  reference  to  this  point  should  be  well 
understood  by  eveiy  practitioner,  for  unless  it  be  so  an  incompetent 
person  may  shield  himself  from  merited  blame  by  casting  censure 
upon  a  consulting  physician  by  whose  efforts  the  life  of  both  mother 
and  child  have  been  saved,  or  a  skilled  operator  may  suffer  unjustly 
in  a  suit  for  malpractice.  Speaking  generally,  protracted  labour  is 
productive  of  vesico-vaginal  fistula,  and  the  prompt  use  of  instru- 
ments is,  as  a  rule,  preventive  of  them.' 

Ulcei'ation  or  abscess  is  an  occasional  cause  of  fistula.  Can- 
cerous, syphilitic,  or  phagedenic  ulcers  may  extend  into  the  bladdei-, 
the  latter  process  occurring  as  a  sequel  of  continued  fever  in  cachectic 
subjects. 

Si/mptoms. — An  involuntary  flow  of  urine  may  occur  immediately 
after  delivery,  where  direct  injury  has  produced  laceration,  or  it  may 
not  occur  for  several  days.  In  some  instances  a  slough  has  separated 
as  late  as  the  third  or  fourth  week,  when  the  case  was  supposed  to  be 
progressing  favourably.  The  passage  of  urine  over  tissues  not  accus- 
tomed to  it  produces  a  certain  amount  of  irritation,  and  we  get  ex- 
coriation of  the  vulva  and  thighs,  pruritus,  and  eczematous  eruptions. 
The  ruga3  of  the  vagina  often  become  coated  with  phosphatic  con- 
cretions, and  a  most  sickening,  penetrating,  urinous  odour  exhales 
from  the  patient,  rendering  her  an  object  of  disgust  to  her  friends. 
The  general  he;dth  often  becomes  seriously  impaired. 

Physical  Siyns. — Although  the  symptoms  of  urinary  fistula  may 
be  well-marked,  it  is  not  always  easy  to  discover  the  situation  of  the 
opening  unless  this  be  of  some  size.  Where  a  small  fistulous  tract 
exists,  it  will  sometimes  elude  the  most  careful  investigation.  The 
patient  should  be  placed  in  the  dorsal,  left  lateral,  or  even  genu- 
pectoral  position,  a  Sims's  speculum  passed  so  as  to  retract  the  pos- 
terior vaginal  wall,  and  the  labia  separated  by  retractors  so  as  to 
expose  the  vaginal  canal  thoroughly.  If  then  the  opening  cannot  be 
detected,  it  will  be  necessary  to  inject  some  milk  and  water  into  the 
bladder,  or  a  diluted  infusion  of  cochineal,  madder,  or  indigo,  and  its 
escape  into  the  vagina  carefully  watched  for.  A  probe  may  then  be 
inserted,  and  the  nature  and  extent  of  the  fistula  determined.  Where 
the  opening  is  large  no  such  precautions  are  necessary ;  a  sound  passed 
2)er  urethram  may  be  felt  by  the  finger  in  the  vagina,  or  the  point  of 
the  sound  seen  as  it  emerges  from  the  bladder. 

Complications. — Vulvitis  and  vaginitis  are  not  infrequent.  In 
some  cases  cicatricial  bands  form  across  the  vagina  which  prevent  the 
situation  of  the  fistula  being  detected,  and  effectually  interfei-e  with 
the  performance  of  any  operation  until  they  have  been  removed. 

Prognosis. — Sims  observes  that  every  case  is  curable  when  the 
operation  is  practicable,  provided  there  is  no  constitutional  vice  to 
interfere  with  the  powers  of  union.  Success  is  the  rule,  failure  the 
exception. 

Treatment. — If  involuntary  dribbling  of  urine  occur  within  a  few 
days  of  delivery,  and  it  is  clearly  ascertained,  by  passing  the  catheter, 
that  it  is  not  due  to  over- distension  of  the  bladder  from  accumulation 
of  urine,  nor  to  incontinence  of  urine  from  paralysis  of  the  sphincter 
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vesicae,  the  presence  of  a  ve&ico-vaginal  fistula  should  at  once  be 
suspected.  An  examination  should  be  made  as  previously  indicated, 
and  the  position  of  the  opening  determined.  If  this  be  small,  a  self- 
retaining  catheter  should  be  passed  jyer  urethram  or  an  ordinary  one 
be  retained  in  situ  by  tapes  ;  the  patient  should  be  enjoined  to  rest  as 
much  as  possible  in  the  semi-prone  position,  not  on  the  abdomen 
entirely,  lest  the  lochial  discharge  should  gain  entrance  to  the  bladder 
and  so  set  up  cystitis  ;  and  the  most  scrupulous  cleanliness  should  be 
observed.  No  operation  should  be  attempted  until  the  patient  has 
recoverevl  from  the  effects  of  parturition,  and  the  fistula  has  assumed 
a  permanent  size  and  character.  In  some  few  cases  cicatrisation  may 
occur  and  the  opening  be  obliterated,  but  this  cannot  be  predicted 
with  any  certainty.  Touching  the  margins  of  the  opening  with  nitric 
acid,  blistering  fluid,  or  other  agent  may  be  tried,  a  serre-fine  being 
employed  to  contract  the  orifice  if  not  of  any  size.  The  actual 
cautery  has  also  been  tried,  a  glass  vaginal  plug  being  kept  in  the 
vagina  to  check  the  flow  of  urine  through  the  fistulous  orifice  and 
support  the  vaginal  and  vesical  walls  during  the  process  of  granu- 
lation. 

Operation  for  Vesico-vaginal  Fistula. — This  should  never  be  under- 
taken until  the  general  health  has  been  brought  into  as  satisfactory 
a  condition  as  possible,  and  a  healthy  state  of  the  parts  locally  en- 
sured by  the  strictest  attention  to  cleanliness.  In  cases  of  chronic 
cystitis,  when  an  artificial  opening  has  been  purposely  made  in  the 
base  of  the  bladder,  it  is  with  the  greatest  difl&culty  that  we  can 
prevent  the  opening  closing  up  of  its  own  accord ;  in  fact  it  becomes 
necessary  to  place  a  stud  in  the  aperture.  This  result  is  due  to  the 
raw  edges  of  the  opening  being  kept  in  a  healthy  condition  by  the 
frequent  employment  of  injection,  sitz  baths,  &c.,  so  as  to  prevent 
the  formation  of  any  phosphatic  concretions  upon  the  margins. 
From  this  we  may  learn  a  useful  lesson  for  the  management  of  fistulse 
we  are  now  considering.  Copious  vaginal  injections  of  warm  water 
should  be  frequently  repeated.  If  any  concretions  have  already 
formed  they  must  be  removed  by  the  aid  of  a  soft  sponge,  and  the 
raw  surface  brushed  over  with  a  weak  solution  of  nitrate  of  silver. 
Oiling  tbe  parts  liable  to  be  wetted  by  the  urine,  or  the  application 
of  some  simple  ointment,  will  help  to  protect  them  from  the  irritation 
of  the  urine.  It  is  advisable  also  to  give  nitro-hydrochloric  acid 
with  nux  vomica  and  calumba,  so  as  to  ensure  the  urine  being 
acid,  or  Emmet's  mixture  of  ^  Acid,  benzoic.  5j,  sodse  biborat. 
5iss,  a-quam  ad  ^vj.    Jss  in  water  three  or  four  times  a  day. 

In  some  cases  it  is  well  to  send  the  patient  to  the  sea-side  or  into 
the  country  to  improve  the  general  health  before  operating,  the 
vaginal  irrigation  being  assiduously  persevered  with,  as  the  success 
of  the  operation  often  depends  upon  the  parts  being  in  as  healthy  a 
state  as  possible.  If  any  cicatricial  bands  be  present  they  must  be 
divided  with  blunt-pointed  scissors,  either  at  the  time  of  operation  or 
previously.  In  the  latter  case  the  healing  process  will  need  to  be 
regulated  by  wearing  the  glass  vaginal  plug  or  rest.  Should  the 
bleeding  be  excessive,  and  not  controlled  by  the  plug,  it  may  generally 
be  arrested  by  introducing,  with  a  pair  of  dressing  forceps,  portions 
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of  damp  cotton  along  the  slight  depression  in  the  plug  made  for  the 
urethra ;  then  the  instrument  can  be  rotated  until  the  outlet  of  the 
vagina  has  been  by  this  means  encircled  by  a  tampon. 

The  bowels  having  been  well  relieved  by  means  of  medicine,  and 
if  necessary  by  an  enema  as  well,  the  same  precautions  as  for  any 
other  operation  should  be  enforced,  Sims's  position,  the  patient 
lying  on  the  left  side,  with  the  left  arm  behind  the  back,  the  thighs 
bent  at  right  angles  to  the  pelvis,  the  chest  rotated  over  so  that  the 
sternum  almost  touches  the  table,  is  the  one 
generally  selected,  though  some  still  employ  the 
knee-elbow  or  lithotomy  position. 

A  Sims's  speculum  hav- 
ing been  passed,  is  held  by 
the  assistant  with  his  right 
hand,  his  left  being  used  to 
elevate  the  right  buttock. 
The  table  should  alw^ays  be 
so  placed  that  a  good  light 
is  secured.  Anaesthesia  is 
generally  employed,  though 
not  invariably  i-equisite ;  a 
grain  of  opium  befor  e  oper- 
ation may  prove  sufficient 
if  there  is  not  much  cica- 
tricial tissue  to  be  pared 
away. 

The  operation  itself 
may  be  divided  into  three 
stages. 

1st.  Paring  the  edges  of 
the  fistula.  2nd.  Passing 
sutures  through  them.  3rd. 
Approximating  the  edges 
and  securing  the  sutures. 

In  paring  the  edges  it 
is  well  to  begin  with  the 
part  most  difficult  of  access 
and  manipulation.  Seizing 
this  with  a  tenaculum  or 
toothed  forceps  (fig.  152),  or 
one  specially  constructed 
for  these  operations,  as  in 
fig.  154,  and  putting  it  on  the  stretch,  a  strip  is  cut  oflf  with  long- 
handled  curved  scissors  (fig.  153),  or  a  narrow-bladed  knife.  A  little 
practice  will  enable  the  operator  to  remove  this  in  a  single  circular 
strip,  but  if  he  does  not  succeed  in  this  another  point  must  be  held  up 
and  the  paring  process  continued  until  the  margin  of  the  opening  is 
completely  vivified,  from  the  mucous  membrane  of  the  bladder  to  that 
of  the  vagina.  The  freshened  surface  should  be  extended  as  near  to 
the  mucous  membrane  of  the  bladder  as  possible  without  involving  it, 
as  otherwise  the  haemorrhage  is  apt  to  be  very  troublesome,  and  has 


Fig.  162.— Spring  For- 
ceps with  Teeth. 


Fig.  153. — Bozeman's 
curved  Uterine  Scissors, 
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before  now  proved  fatal.  Should  the  bleeding  be  at  all  troublesome, 
it  may  be  arrested  by  pressing  into  the  opening  in  the  bladder  a 
portion  of  a  soft  silk  handkerchief  and  then  stuffing  sufficient  cotton- 
wool into  the  bag  so  formed  to  secure  pressure  when  traction  is  made. 
Another  method  is  to  pass  a  suture  through  the  vagina  so  as  to 
enclose  a  portion  of  the  wall  of  the  bladder,  taking  care  to  avoid 
including  the  ureters,  the  suture  not  extending  more  than  half  an 
inch  from  the  median  line. 

The  edges  should  always  be  bevelled,  the  incision 
including  a  third  of  an  inch  of  the  vaginal  wall,  but 
merely  extending  to  the  margin  of  the  vesical  aper- 
ture, not  invading  its  mucous  membrane.  During 
this  stage  frequent  resort  to  sponging  will  be  re- 
quisite to  prevent  the  blood  obscuring  the  view  of 
the  operator. 

Passing  the  sutures  is  the  next  step.  This  is 
usually  effected  by  slightly 
curved  needles  (without 
cutting  edge,  about  J  inch 
long)  held  in  a  needle- 
holder,  but  may  also  be 
accomplished  by  the  aid  of 
long-handled  curved  needles 
similar  to  those  used  for 
cleft  palate  (fig.  155). 

The  point  of  the  needle 
is  inserted  about  a  third  of 
an  inch  from  the  edge  of 


the 


incision,  and  brought 


165. — Durham', 
Needles. 


Curved 


out  at  the  vesical  surface, 
but  not  involving  its  mu- 
cous lining,  a  tenaculum 
being  pressed  round  the 
point  of  exit  to  prevent  I'lci- 
any  tearing  of  the  tissues  ; 

the  needle  is  then  seized  by  suitable  forceps,  drawn 
through  and  again  inserted  at  the  vesical  margin,  and 
made  to  emerge  in  the  vagina. 

As  many  stitches  as  may  be  considered  requisite, 
at  intervals  of  about  one-sixth  of  an  inch,  are  thus 
passed.  Annealed  silver  wire  is  generally  employed, 
either  passed  at  once,  or  attached  to  silk  threads,  first 
passed,  and  the  wire  sutures  then  drawn  through. 
The  sutures  are  then  twisted,  or  clamped  with  shot, 
the  wire  adjuster  being  employed  in  the  former  case  to  run  down  the 
wire  and  set  it,  the  blunt  fork  acting  as  a  fulcrum,  and  so  preventing 
undue  traction  on  the  tissues. 

The  edges  of  the  wound  must  be  carefully  approximated,  and 
care  exercised  not  to  twist  the  sutures  so  tightly  as  to  strangulate 
the  tissues  enclosed.  Each  suture  is  then  cut  short,  about  half  an 
inch  from  the  edge  of  the  fistula,  and  bent  back  flat  against  the 


Fig.  154. — Vesico- 
vaginal Fistula 
Forceps. 
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vaginjxi  wall  so  as  not  to  injure  the  opposite  surface.  The  bladder 
should  then  be  syringed  out  with  tepid  water  to  remove  all  traces  of 
blood,  which  might  otherwise  give  rise  to  vesical  tenesmus  or  block  up 
the  eye  of  the  catheter.  A  self-retaining  catheter,  with  a  bulbous 
extremity  and  tube  attached,  is  then  passed  and  left  in,  so  that  the 
urine  may  drain  ofif  as  fast  as  it  is  secreted.  It  is  well  to  have  two 
catheters,  so  that  one  may  be  removed  for  the  purpose  of  cleaning  it, 
otherwise  there  is  a  tendency  for  the  end  to  become  encrusted  with 
phosphates,  and  even  blocked  up.  The  patient  should  lie  on  her  back, 
opium  be  administered  to  constipate  the  bowels,  and  the  vagina  be 
washed  out  daily,  the  diet  being  limited  but  nutritious. 

The  sutures  should  be  left  in  until  the  eighth  or  tenth  day.  To' 
remove  them,  seize  the  twisted  end  with  a  pair  of  forceps,  di-ag  on  it 


Fig.  156. — Showing  Simon's  Method  of  Operation  for  Vesico-vaginal  Fistula. 

gently  until  the  edge  of  the  loop  emerges  from  the  tissues  in  which  it 
has  been  imbedded,  then  insert  the  point  of  one  blade  of  a  pair  of 
scissors  into  the  loop,  and  cut  one  side  of  it.  Gentle  traction,  aided 
by  a  little  counter-pressure  with  the  flat  end  of  the  scissors,  will 
then  succeed  in  removing  the  suture.  The  same  process  is  repeated 
with  each  consecutive  suture  until  all  are  removed.  If  adhesion  does 
not  seem  to  be  perfect,  they  may  be  left  in  for  a  few  more  days. 

Simon's  operation  differs  in  many  important  particulars,  which  it 
will  be  well  to  mention.  He  employs  an  exaggerated  lithotomy  posi- 
tion, the  breech-back  position,  the  breech  being  elevated  above  the 
level  of  the  abdomen  and  breast,  the  thighs  being  flexed  almost  on  to 
the  abdomen  if  the  fistula  be  seated  high  up  in  the  vagina.  He  passes 
two  threads  through  the  cervix  (see  fig.  156),  so  as  to  pull  the  uterus 
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gently  down.  Very  wide  specula  are  employed,  and  the  labia  and 
sides  of  the  vagina  held  back  by  retractors. 

Instead  of  avoiding  the  mucous  membrane  of  the  bladder,  he 
extends  the  incision  quite  through  the  walls  of  the  septum  to  the 
vesical  mucous  membrane,  and  sometimes  through  it,  extirpating  all 
cicatricial  tissue,  and  making  a  deep  funnel-shaped  incision,  with  the 
point  in  the  bladder.  He  employs  five  silk  sutures,  using  either  one 
or  two  rows  as  considered  requisite,  one  the  '  relaxing,'  the  other 
the  '  uniting.'  Both  rows  are  placed  very  deep,  even  in  many  cases 
through  the  vesical  mucous  membrane.  He  does  not  fix  a  catheter 
in,  considering  that  in  most  cases  the  permanent  retention  of  the 
catheter  in  the  bladder  does  harm.  The  patient  is  allowed  to  pass 
water  when  and  how  she  likes,  the  catheter  only  being  used  if 
necessary.  The  patient  is  permitted  to  take  any  position  she  chooses. 
On  the  eighth  day  she  is  allowed  to  leave  her  bed,  even  if  all  the 
stitches  are  not  out,  and  in  some  cases  still  earlier.  The  bowels  are 
allowed  to  act  whenever  the  desire  occui's,  and  even  encouraged  to 
do  so. 

As  Simon  had  considerable  success,  it  is  only  fair  to  conclude 
that  many  of  the  restrictions  generally  inculcated  are  unrequisite. 
The  best  time  to  operate  is  during  the  week  following  the  menstrual 
period.  The  precaution  should  always  be  observed  of  sounding  the 
bladder  for  a  calculus,  which  may  have  been  the  cause  of  the  pro- 
duction of  a  fistula  during  labour.  It  is  a  good  plan  to  irrigate 
the  vagina  with  a  couple  of  gallons  of  hot  water,  at  100°  F.  to 
110°  F.  before  the  operation,  the  tissues  becoming  blanched  and 
shrivelled,  and  thus  lessening  the  tendency  to  haemorrhage.  If 
haemorrhage  into  the  bladder  occur,  and  the  injection  of  iced  water 
will  not  check  it,  it  may  be  necessary  to  cut  the  stitches  and  secure 
the  bleeding  vessel  if  possible.  In  small  fistulae  there  is  no  need  for 
the  catheter  being  left  in,  and  even  in  large  ones,  if  the  self-retaining 
catheter  causes  tenesmus  it  should  be  withdrawn.  Where  the  neck  of 
the  bladder,  or  the  urethra,  is  involved,  it  is  a  good  plan  to  make  an 
opening  in  the  bladder  higher  up,  so  as  to  allow  the  urine  to  drain  off 
and  the  lower  fistula  to  heal  up.  Whenever  the  edges  of  a  large 
fistula  cannot  be  made  to  come  together  throughout  their  whole 
extent,  close  one  end  only,  and  reserve  the  rest  for  another  operation. 

Closure  of  the  vagina  has  been  proposed  for  those  cases  where 
from  the  extent  of  tissue  destroyed  the  possibility  of  closing  the 
fistulous  opening  by  means  of  sutures  is  hopeless.  The  vagina  and 
bladder  are  thus  converted  into  a  common  receptacle  for  urine  and 
menstrual  blood,  which  can  be  voluntarily  retained,  and  discharged 
periodically  through  the  urethra,  thus  removing  the  intolerable 
annoyance  of  an  involuntary  and  constant  discharge  of  urine.  Two 
operations  have  been  suggested.  The  first  consists  in  paring  the  inner 
surfaces  of  the  labia  majora  and  uniting  them  by  sutures,  so  as  to 
cause  their  complete  adhesion,  and  is  t^^rmed  episiorrhaphy.  The 
operation  is  a  simple  one,  but  its  success  is  apt  to  be  marred  by  a 
small  aperture  remaining  patulous  just  under  the  meatus.  The 
second  consists  in  paring  the  vaginal  walls,  removing  strips  of  the 
mucous  membrane,  and  uniting  the  freshened  surfaces  by  sutures,  the 
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bladder  being  kept  empty  by  a  catheter  until  union  has  taken  place. 
Simon  described  it  as  kolpokleisis,  or  cross  obliteration. 

Recto-vaginal  fistula,  as  the  name  expresses,  consists  in  a  com- 
munication between  the  rectum  and  vagina.  It  is  less  commonly 
met  with  than  urinary  fistula?,  and  gives  rise  to  less  distressing 
symptoms,  inasmuch  as  the  feces  being  generally  solid,  there  is  not 
that  constant  escape  from  the  opening  as  is  the  case  with  the 
urine. 

It  is  generally  produced  by  the  same  causes  as  already  men- 
tioned in  cases  of  vesico-vaginal  fistuJse,  viz.  prolonged  pressure, 
direct  injury,  and  ulceration  or  abscess.  The  latter  causes  are,  how- 
ever, more  frequent  in  the  production  of  faecal  than  urinary  fistulse. 
Stricture  of  the  rectum,  whether  syphilitic  or  not,  by  producing 
accumulation  of  faeces,  may  lead  to  ulceration  of  the  recto- vaginal 
septum.  Syphilitic  and  cancerous  ulceration,  or  an  abscess,  may 
equally  cause  a  communication  between  the  two  passages.  A  partially 
successful  operation  for  complete  rupture  of  the  perineum  may  also 
lead  to  the  formation  of  a  recto-vagmal  fistula. 

Sjjmptoms. — The  only  evidence  of  the  injury  in  many  cases  is  the 
involuntary  escape  of  offensive  gas  or  of  fluid  faeces  by  the  vagina. 
Although  this  may  be  comparatively  slight,  it  is  still  sufiicient  to 
render  the  patient  extiemely  wretched. 

Fhf/sical  Siyns. — If  the  aperture  be  one  of  any  size,  the  finger, 
passed  joer  vaginam  or  rectum,  will  easily  distinguish  it.  If,  however, 
it  be  very  small,  the  patient  should  be  placed  in  the  dorsal  position, 
opposite  a  good  light,  Sims's  speculum  introduced  under  the  symphysis 
so  as  to  lift  up  the  anterior  vaginal  wall,  and  the  sides  held  apart 
by  means  of  spatulce.  If  the  opening  cannot  be  detected  by  sight, 
the  rectum  may  be  distended  with  water  coloured  with  cochineal, 
madder,  or  indigo,  and  its  escape  into  the  vagina  carefully  watched  for. 

Treatment. — Spontaneous  recovery  is  far  more  likely  to  occur  in 
these  cases  than  in  urinary  fistulse,  and  therefore  some  little  time 
should  be  allowed  to  elapse  before  resorting  to  operation.  If  the 
aperture  be  very  small,  touching  it  with  nitric  acid  or  the  actual 
cautery  may  be  tried,  the  bowels  being  carefully  regulated  so  as  not 
to  allow  the  rectum  to  become  unduly  distended.  As  a  rule,  if  the 
opening  does  not  close  spontaneously  within  a  few  w^eks,  an  opera- 
tion will  need  to  be  resorted  to.  There  are  several  methods  employed. 
One  is  to  bevel  the  edges  from  the  vagina,  and  introduce  silver 
sutures,  as  in  cases  of  vesico-vaginal  fistulse.  Another  is  to  bevel  the 
edges  from  the  rectum,  and  introduce  the  sutures  from  the  rectal  side. 
A  third  is  to  bevel  both  vaginal  and  rectal  margins,  and  to  insert  two 
distinct  sets  of  sutures — silkworm-gut  for  the  rectal,  to  avoid  the 
trouble  of  removing  them,  and  silver  sutures  for  the  vaginal.  A 
fourth  method  is  to  split  the  recto-vaginal  septum  at  the  rim  of  the 
fistula,  and  unite  the  two  sets  of  opposing  flaps  by  rectal  and  vaginal 
sutures.  A  fifth  plan,  highly  recommended  by  Goodell,  is  to  make  a 
shallow  cut  around  the  vaginal  mouth  of  the  fistula,  about  half  an 
inch  away  from  it,  and  dissect  the  mucous  membrane  up  to  its  rim  in 
a  frill.  This  is  next  inverted  and  pushed  into  the  rectum  through 
the  opening,  which  is  now  closed  by  rectal  and  vaginal  stitches — the 
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former  uniting  the  raw  surfaces  of  the  frill,  the  latter  the  raw  strip 
nroimd  the  vaginal  rim  of  the  fistula. 

Whichever  plan  be  adopted,  it  is  generally  recommended  to  para- 
lyse the  sphincter  ani  muscle  by  thorough  stretching  with  the  fingers, 
as  otherwise  the  constant  contraction  of  the  muscle  will  prevent 
union.  Many  operators  still  advise  confining  the  bowels  by  opium 
for  the  first  week  or  ten  days,  and  the  insertion  of  a  rectal  tube  to 
disperse  flatus,  enemata  of  oil  being  admiDistered  to  soften  any  fsecal 
accumulation  before  the  bowels  are  allowed  to  act. 

Emmet  advises,  when  the  recto-vaginal  fistula  is  situated  directly 
against  the  sphincter,  to  divide  the  perineum  and  sphincter  directly 
through  to  the  fistula  with  a  pair  of  scissors,  the  aides  of  the  fistula 
to  be  freshened,  and  the  case  treated  as  if  a  laceration  through  the 
perineum  had  occurred,  this  being  the  only  plan  by  which  we  can  be 
certain  that  the  edges  have  been  thoroughly  denuded. 
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CHAPTER  XXIX. 

Functional  Disorders. 

AMENORRIICEA — CHLOROSIS — VICARIOUS  MENSTRUATION, 

Amenorrhoea. — This  term  is  used  to  denote  the  absence  of  men- 
struation (a,  privative,  /t//r,  a  month,  and  piu),  I  flow)  at  the  time 
w'lien  naturally  we  should  expect  it  to  occur — that  is,  from  the  age  of 
puberty  until  the  menopause  or  climacteric  jDeriod,  at  regular  intervals 
of  about  one  month. 

During  pregnancy,  and  for  some  months  following  parturition,  if 
lactation  be  resorted  to,  we  have  a  natural  physiological  arrest  of  the 
catamenia,  which  does  not  thei-efore  come  within  the  definition. 

Some  authors  still  speak  of  emansio  mensiicm  as  applicable  to 
cases  where  menstruation  has  never  appeared,  and  suppressio  men- 
sium  where  the  function  has  been  established  but  has  become 
arrested.  A  simple  definition  will  be  to  include  all  cases  of  the 
former  under  the  head  of  Primary  or  Primitive  Amenorrhoea,  and  to 
denote  the  latter  by  the  term  Secondary  or  Accidental. 

Pathology. — To  understand  the  pathology  of  amenorrhoea  it  will 
be  necessary  to  call  to  mind  what  happens  during  normal  menstrua- 
tion. Dr.  Thomas  thus  refers  to  it.  The  eruption  of  ovules  produces 
in  the  ovaries  congestion  and  nervous  exaltation,  which  continue 
until  the  process  of  menstruation  is  completed.  No  sooner  are  these 
organs  thus  affected  than,  through  the  instrumentality  of  the  gan- 
glionic system  of  nerves  connecting  them  with  the  uterus,  that  organ 
sympathetically  undergoes  congestion  likewise.  The  whole  uterus 
becomes  heavy,  and  descends  perceptibly  in  the  pelvis ;  its  mucous 
membrane  is  swollen  and  turgid,  and  the  vessels  which  supply  it 
dilate  under  an  excessive  hyperfemia*  then  a  rupture  occurs  and 
relief  is  obtained  by  hcemorrhage.  For  the  proper  performance  of  the 
function  three  elements  must  exist  in  a  perfect  state  of  integrity:  1st, 
the  uterus,  ovaries,  and  vagina  must  be  perfect  in  foi-m  and  vigour  ; 
2nd,  the  blood  must  be  in  its  normal  state ;  and  3rd,  the  nervous 
system  governing  the  relations  between  the  uterus  and  ovaries  must 
be  unimpaired  in  tone.  Any  influence  disordering  one  or  more  of 
these  may  check  ovulation,  the  great  moving  cause  of  the  function ; 
prevent  the  degree  of  sympathetic  congestion  necessary  for  rupture  of 
uterine  vessels ;  or  oppose  the  discharge  of  blood  which  has  been 
effused. 

Causation. — The  causes  of  primary  amenorrhoea  are  very  nume- 
rous, and  may  be  either  of  a  constitutional  or  local  origin. 
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Menstruation  may  be  delayed  for  some  years  beyond  the  average 
time  of  its  appearance  from  inherent  defective  vitality,  unhealthy 
surroundings,  such  as  frequently  met  with  in  dressmakers  and  others 
who  sit  for  many  consecutive  hours  in  overcrowded  and  ill-ventilated 
rooms,  and  seldom  get  healthy  exercise  in  the  open  air  during  the 
daytime  Young  girls,  overworked  and  improperly  fed  in  ^xshionable 
boarding-schools,  set  to  practise  at  the  piano  for  an  hour  before  break- 
fast, in  some  miserably  cold  room  without  a  fire,  at  a  time  when 
nature  is  putting  forth  grand  efforts  at  sexual  development,  when 
maternal  care  and  supervision  is  more  than  ever  requisite,  often 
become  amenorrheic  or  chlorotic,  and  for  years  afterwards  suffer  from 
the  neglect  of  hygienic  and  physiological  laws. 

Where  any  phthisical  tendency  exists,  menstruation  may  be  de- 
layed much  beyond  the  usual  time  of  its  appearance,  though  this  is 
not  always  the  rule.  Such  patients  are  often  very  precocious,  arriving 
at  maturity  earlier  than  usual,  and  not  infrequently  menstruating 
rather  profusely. 

Plethora  occasionally  has  a  similar  effect  in  retarding  menstrua- 
tion. This  is  especially  noticed  in  young  girls  coming  up  to  large 
cities  after  having  been  brought  up  in  the  country,  suddenly  exchang- 
ing a  poor  vegetable  diet  for  a  nitrogenous  one,  getting  little  or  no 
outdoor  exercise,  and  working  for  many  more  consecutive  hours  than 
they  have  been  accustomed  to. 

Bright's  disease  has  been  credited  with  producing  amenorrhoea. 
Any  cachectic  condition  may,  indeed,  prove  an  exciting  cause,  or 
anything  calculated  to  produce  mental  depression  or  impair  the  vital 
powers. 

An  imperfectly  developed  uterus  is  the  most  common  cause  of 
primitive  absence  of  the  catamenia,  and  is  a  frequent  cause  of  scanty 
and  irregular  menstruation. 

Atrophy,  or  cystic  degeneration  of  both  ovaries,  and  pelvic  peri- 
tonitis, are  occasionally  met  with  as  local  causes  of  amenorrhoea. 

In  secondary,  or  accidental  amenorrhoea,  where  the  function  has 
only  recently  been  established,  irregularity  is  by  no  means  infrequent. 
Young  women  coming  up  from  the  country  to  large  towns  often 
cease  to  menstruate  for  many  months  afterwards,  so  also  girls  on 
being  sent  to  boarding-school,  where  they  are  suddenly  deprived  of 
home  comforts  and  the  freedom  of  home.  Jealousy,  and  disappoint- 
ment in  love,  are  not  without  their  influence.  Sudden  suppression 
may  occur  from  exposure  to  cold  during  the  flow,  or  from  some 
powerful  mental  emotion  or  shock. 

Delicate  girls  recently  married  not  infrequently  cease  to  men- 
struate, and  naturally  conclude  that  they  are  pregnant.  Conception 
does  not  really  occur  for  some  months  afterwards,  and  thus  they  are 
very  much  out  in  their  reckoning,  and  unless  the  practitioner  corrects 
the  subjective  statements  by  the  objective  signs,  he  is  likely  to  be 
very  much  misled.  In  cases  of  illicit  intercourse,  the  dread  of 
becoming  pregnant,  with  the  accompanying  mental  depression  when  a 
period  is  missed,  often  leads  to  prolonged  amenorrhoea. 

Cases  not  infrequently  occur  where  the  mere  effort  of  reproduc- 
tion has  been  too  much,  superinvolution  of  the  uterus  occurs,  and 
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amenorrhoea  follows.  As  a  natural  consequence  there  is  a  cessation  of 
all  further  functional  activity  of  the  generative  organs;  nature  has 
made  one  supreme  effort  and  expended  all  her  forces  upon  the  issue, 
after  which  there  is  a  complete  collapse. 

In  other  instances  a  serious  attack  of  pelvic  peritonitis,  ending,  it 
may  be,  in  severe  pelvic  cellulitis  or  pc4vic  abscess,  exercises  such  a 
depressing  effect  upon  the  constitution  as  to  effectually  chei;k  any 
farther  manifestation  of  functional  activity. 

Repeated  loss  of  blood,  even  in  moderate  quantities,  as  noticed  in 
some  patients  suffering  from  internal  haemorrhoids,  has  a  tendency  to 
check  the  catamenial  flow,  and  in  some  instances  to  arrest  it  alto- 
gether. 

Other  forms  of  vicarious  menstruation  will  be  found  noticed  under 
this  heading. 

In  some  patients,  although  they  will  tell  you  their  periods  are 
perfectly  regular,  on  inquiry  it  will  be  elicited  that  the  flow  is  very 
scanty.  Such  cases  often  cease  to  menstruate  very  early,  the  meno- 
pause occurring  as  early  as  twenty- three.  There  will  generally  be 
found  to  be  very  imperfect  development  of  the  ovaries,  and  an  almost 
entire  absence  of  any  sexual  feelings. 

Patients  travelling  from  India  by  the  Cape  often  cease  to  men- 
struate, although  the  flow  may  have  been  profuse  before  starting. 

Others  become  amenorrheic  on  residing  at  the  sea-side. 

Mental  depression,  together  with  the  confinement  in  prison,  often 
acts  in  a  similar  manner. 

Young  servant  girls  coming  from  a  house  where  there  are  few 
stairs,  and  these  wooden,  in  going  to  a  house  where  there  are  several 
flights  of  stone  steps,  uncarpeted,  often  miss  two  or  three  periods. 

Obliteration  of  the  cervical  canal  of  the  uterus,  following  labour, 
or  produced  by  the  repeated  application  of  caustics,  more  especially 
nitric  acid,  to  the  cervical  canal,  has  been  noted  as  an  occasional 
cause  of  amenorrhoea. 

Cystic  disease  of  the  ovary,  if  both  should  happen  to  be  involved, 
is  a  frequent  cause  of  suppression  of  the  catamenia.  The  reason  why 
it  does  not  occur  oftener  is  that  only  one  ovary  is  generally  affected. 

Fevers,  such  as  scarlet  and  typhoid,  are  not  only  a  cause  of 
primary  but  also  occasionally  of  secondary  amenorrhoea. 

The  non-appearance  of  the  catamenia,  or  their  gradual  cessation, 
is  not  infrequently  one  of  the  earliest  signs  of  phthisis. 

Differentiation. — The  difficulty  that  will  beset  the  practitioner  in 
determining  the  cause  of  any  individual  case  of  amenorrhoea  will 
depend  entirely  upon  his  going  carefully  into  the  history  and  esti- 
mating at  their  proper  value  symptoms,  trifling  in  themselves  per- 
haps, but  weighty  as  regards  their  significance  when  occurring  in 
groups. 

In  primitive  amenorrhoea,  for  instance,  we  shall  naturally  have  to 
consider  whether  the  function  of  menstruation  is  delayed  from  any 
constitutional  defect  retarding  puberty;  from  any  serious  illness 
occurring  at  or  about  the  time  of  puberty,  such  as  typhoid  or  scarlet 
fever  ;  from  defective  hygienic  surroundings,  sudden  change  from 
country  to  town  life,  or  from  active  to  sedentary  occupation ;  or 
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whether  the  condition  depends  upon  some  abnormal  state  of  the 
organs  of  generation,  such  as  absence  or  rudimentary  development  of 
the  uterus  or  ovaries  ;  atrophy  or  diseases  of  the  ovaries ;  occlusion 
of  uterus  or  vagina,  preventing  excretion,  although  secretion  takes 
])lace.  It  should  not  be  forgotten  that  pregnancy  may  occur  in 
patients  where  there  has  never  been  the  least  sign  of  menstruation. 

In  by  far  the  larger  number  of  cases  of  secondary  amenorrhoea, 
whether  occurring  in  married  or  single  women,  'pregnancy  will  be 
found  to  be  the  sufficient  cause.  It  is  quite  true  that  suppression  of 
the  catamenia  may  occur,  as  we  have  seen,  from  a  variety  of  other 
causes,  and  also  that  under  certain  conditions  patients  may  appa- 
rently menstruate  regularly  for  many  months  during  pregnancy ;  yet 
whenever  a  patient  consults  a  medical  man  for  amenorrhoea,  she 
being  at  the  time  in  a  good  state  of  general  health,  and  volunteering 
definitely  the  date  of  her  last  period,  the  practitioner  should  at  once 
be  on  his  guard.  Unless  other  confirmatory  symptoms  or  signs  are 
detected,  it  is  needless  to  say  we  should  be  extremely  careful  in  giving 
utterance  to  any  suspicions,  in  cases  of  single  women,  damaging  to 
their  fair  name  and  fame ;  at  the  same  time  we  must  remember  that 
our  own  reputation  may  be  seriously  compromised  if  we  overlook  the 
existence  of  pregnancy.  Cessation  of  the  catamenia  alone  should 
never  be  regarded  as  an  unequivocal  symptom  of  pregnancy ;  con- 
ce]:>tion  may  take  place  without  suppression  occurring ;  suppression 
may  depend  upon  many  other  causes ;  pregnancy  may  be  simulated, 
the  patient  averring  that  she  has  not  been  regular  for  months, 
whereas  in  reality  she  has  been  perfectlv  so ;  menstruation  may  be 
simulated,  by  staining  the  linen  artificially  with  blood,  in  order  to 
avert  the  suspicion  of  pregnancy ;  and,  as  before  mentioned,  suppres- 
sion for  several  months  after  marriage  is  not  infrequent  without 
pregnancy  existing.  All  we  can  say  is  that  the  ai-rest  of  menstrua- 
tion should  suggest  the  possibility  of  pregnancy,  and  that  in  cases 
where  any  doubt  exists,  subjective  statements  should  never  be  relied 
on,  physical  signs  being  alone  of  value. 

After  the  first  half  of  pregnancy  has  been  passed,  certain  definite 
physical  signs  are  present  which,  as  a  rule,  enable  us  to  judge  accu- 
rately whether  utero-gestation  be  present  or  not.  It  is,  however,  in 
the  first  few  months  following  impregnation  that  we  are  mostly  called 
upon  to  give  an  opinion,  and  it  is  at  this  period  that  the  subject  is 
beset  with  the  greatest  difficulties.  Certain  sympathetic  disturbances 
of  the  digestive  organs  occur,  such  as  nausea  and  vomiting — usually 
spoken  of  as  morning  sickness,  since  it  is  generally  felt  on  first  rising 
of  a  morning,  usually  from  the  second  to  the  fourth  month  ;  con- 
stipation ;  tendency  to  fainting  ;  change  of  disposition  ;  frequent  desire 
to  micturate ;  pain  in  the  breasts,  or  tenderness,  may  all  be  experi- 
enced ;  still  these  again  may  depend  upon  various  other  causes,  and 
cannot  at  all  times  be  trusted  to. 

Where  pregnancy  exists,  the  mammae,  about  the  second  month, 
become  somewhat  increased  in  size  and  tender — the  nipples  are  often 
turgid,  the  areolae  increased  in  area  and  darker,  the  follicles  enlarged. 
There  is  a  peculiar  moist  or  glistening  appearance  of  the  areolae. 
The  breasts  rapidly  become  fuller  and  firmer,  their  surface  mottled 
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with  blue  veins,  and  occasionally  a  little  serous  fluid  may  be  squeezed 
from  the  nipple. 

If  a  vaginal  examination  can  be  obtained,  we  may  notice  a  pecu- 
liar dark  violet  or  dusky  hue  of  the  vagina  itself,  stretching  of  the 
anterior  cul-de-sac ;  an  increased  amount  of  thick,  creamy  mucous 
secretion  bathing  the  surface  of  the  vagina  ;  the  cervix  is  often  lower 
than  normal  in  the  vagina — softer  than  natural,  the  os  being  more 
oval  and  patulous  than  in  the  virgin  state.  The  uterus  is  bulky, 
spherical  in  form,  flattened  posteriorly,  bulging  anteriorly.  On  con- 
joined manipulation  the  increase  in  bulk  will  be  very  apparent.  As 
a  rule,  hallottement  cannot  be  employed,  the  embryo  being  too  small 
and  light  to  be  distinctly  felt  before  the  fourth  month. 

Where  these  signs  are  present  we  need  have  little  fear  m  coming 
to  the  conclusion  that  the  patient  is  pregnant.  If  the  enlargement 
were  due  to  simple  congestion  or  hypertrophy,  uterine  Hbroid, 
polypus  uteri,  or  cancerous  infiltration,  there  would  probably  be  a 
history  of  menorrhagia,  not  of  amenorrhoea. 

Towards  the  climacteric  age — the  so-called  change  of  life — when 
the  i-eproductive  function  is  about  to  terminate,  the  catamenia  often 
become  irregular.  It  is  at  this  time  that  many,  whose  hopes  of 
maternity  have  thus  far  been  disappointed,  conceive  the  idea  that 
their  long- wish ed-for  desire  is  about  to  be  consummated,  and  that 
])regnancy  has  at  last  commenced.  It  is  in  these  cases  that  the  prac- 
titioner is  specially  liable  to  be  misled,  and  only  by  a  rigid  adherence 
to  the  rule,  to  take  nothing  for  granted  but  to  prove  everything,  that 
he  will  1)0  kept  from  error.  Subjective  statements  are  here  worse 
tlian  useless  ;  objective  signs  can  alone  be  relied  on.  Many  a  case  of 
fat  and  flatulence,  of  ascitic  distension  of  the  abdomen,  of  ovarian 
tumour,  and  even  of  malignant  disease  of  the  omentum,  has  been 
diagnosed  as  pregnancy,  and  parturition  confidently  anticipated,  where 
subsequently  nothing  but  disappointment  resulted. 

The  patient  is  often  so  certain  of  her  being  correct,  that  when  the 
menstrual  flow  returns  after  some  months'  interval,  as  is  not  at  all 
unusual,  she  straightway  announces  that  she  has  had  a  miscarriage, 
and  attempts  either  to  convict  her  medical  attendant  of  ignorance  or 
incompetence,  if  he  happens  to  have  given  a  contrary  opinion,  or  even 
of  negligence,  or  worse,  in  having  induced  the  miscarriage  by  the 
remedies  he  has  employed  to  improve  her  general  health. 

Treatment. — Amenorrhoea  must  not  be  regarded  as  a  disease  ;  it  is 
only  a  symptom  of  some  constitutional  or,  it  may  be,  local  disorder. 
The  ovarian  stimulus  is  often  defective  from  the  ovaries  being 
imperfectly  nourished  by  unhealthy  blood.  When  this  is  the  case, 
the  general  health  still  further  suffers,  in  that  the  healthy  action  of 
the  ovaries  has  an  important  influence  in  stimulating  the  nervous 
and  circulatory  systems.  Our  efforts  must  be  mainly  directed  to  im- 
proving the  general  health,  removing  the  apparent  cause  whenever 
practicable,  at  the  same  time  alleviating  the  urgent  symptoms.  It 
will  be  useless  endeavouring  to  induce  the  catamenial  flow  by  means 
of  oxy toxics,  or  even  local  treatment,  when  some  grave  constitutional 
disorder,  such  as  phthisis,  is  the  main  cause  of  the  defect.  Unless 
we  can  improve  the  condition  of  the  blood  it  is  hardly  likely  that  the 
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ovaries  will  be  stimulated  to  perform  their  function  satisfactorily,  and 
without  ovulation  we  cannot  expect  menstruation  to  take  place. 

Our  great  difficulty  at  first  will  be  in  breaking  in,  so  to  speak, 
upon  the  vicious  circle  surrounding  the  patient.  If  we  urge  her  to  eat, 
she  will  tell  us  she  has  no  appetite ;  if  we  ask  her  to  take  exercise 
to  promote  the  appetite,  she  will  meet  us  with  the  objection  that  she 
is  not  strong  enough ;  if  we  ask  her  to  take  tonics  to  increase  her 
strength,  she  pleads,  as  a  reason  for  not  doing  so,  that  they  give  her 
headache  and  produce  pain  in  the  epigastrium. 

In  all  cases  of  anaemia,  chlorosis,  and  allied  conditions  where 
amenorrhcea  is  present  as  a  symptom,  there  is  almost  invariably  a 
deficiency  of  red  globules  in  the  blood.  To  remedy  this,  iron  in  some 
form  is  absolutely  essential.  In  place  of  disgusting  our  already  over- 
squeamish  patient  with  some  nauseous  preparation — such  as  Griffith's 
mixture,  the  mist,  ferri  co.  of  the  B.P.,  an  excellent  combination 
when  freshly  prepared,  but  totally  unsuited  to  the  cases  we  are  con- 
vsidering  —  some  of  the  more  elegant  preparations  should  be  ad- 
ministered, such  as  the  Fer  Bravais,  or  dialysed  iron  ;  the  liquor  ferri 
dialysatus  (Squire),  10  to  30  minims;  the  syrupus  ferri  dialysati  5j, 
the  ferri  amm.  cit.  gr.  v  ;  the  ferri  et  quinise  citrat.  gr.  v;  the  syr. 
ferri  phosph.  c.  quinia  et  strychnia  5j  (Easton's)  ;  the  syr.  ferri 
bromid.  5j  ;  the  syr.  ferri  iodid.  5j,  &c. 

It  is  not  only  unneceissary  but  positively  injurious  to  give  large 
doses  of  iron,  especially  at  the  commencement.  Any  febrile  tendency 
is  thereby  increased,  nausea  and  headache  with  constipation  induced, 
the  appetite  impaired,  and  such  a  general  condition  of  malaise 
engendered  as  to  make  the  patient  rebel  at  any  further  attempt  to 
take  it.  The  better  plan  is  to  give  it  in  combination  with  salines, 
as  in  the  following  mixture: — ^  Liq.  amm.  acet.  Jiss-^ij  ;  pot. 
citrat.  5j-5ij  ;  tinct,  ferri  j^erchlor.  5iss-iij  ;  tinct.  calumbse,  |iss  ;  syr. 
limonis,  -Jiss;  vel  glycerine  Jj-Jiss;  aq.  menth.  virid.  ad  jvj. — M. 
One  tablespoonful  in  a  wineglassful  of  water  twice  or  thrice  daily 
after  meals. 

In  all  extreme  anaemic  states  the  febrile  irritability  is  liable  to  be 
aggravated  by  iron  at  first.  The  true  indication  is  first  to  allay 
vascular  irritability  so  as  to  prepare  the  system  to  assimilate  iron. 
This  is  best  done  by  salines,  such  as  the  freshly-prepared  liquor 
amm.  acet.  with  pot.  nitrat.,  and  in  almost  every  case  the  combina- 
tion of  some  light  tonic,  as  hop,  cinchona,  or  calumba,  Tinct. 
veratr.  vir.  xt\x,  or  tinct.  digitalis  rr\K,  with  amm.  carb.  gr.  v,  often 
add  to  the  efficacy  of  the  saline.  After  this  has  been  persevered  with 
for  a  time,  pot.  iod,  gr.  v,  with  or  without  ammonia  and  bark,  two  or 
three  times  a  day,  forms  a  useful  intermediate  mixture  between  the 
saline  and  chalybeate. 

Iron,  to  be  of  service,  must  be  given  in  such  a  way  that  it  can  be 
readily  assimilated,  more  as  an  element  of  the  daily  diet  than  as  a 
distinct  medicinal  dose.  It  is  for  this  reason  that  chalybeate  waters 
have  deservedly  gained  a  good  reputation  in  these  particular  cases. 
Where  these  are  taken  at  their  natural  springs,  such  as  Kissingen, 
Schwalbach,  Spa,  Buxton,  &c.,  there  is  the  double  advantage  of  change 
of  air  and  scene — no  mean  factor  in  the  treatment  of  patients  who  as 
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long  as  they  remain  at  home  are  with  difficulty  roused  into  making 
any  effort  or  putting  forth  any  energy  in  following  up  any  plan 
of  treatment  suggested.  In  whatever  form  iron  be  administered,  it 
will  be  necessary  to  pei'severe  steadily  with  it  for  many  consecutive 
weeks  or  months,  varying  the  preparation  from  time  to  time  should 
the  patient  tire  of  any  pai  ticular  mixture. 

Effervescing  chalybeate  lemonade  can  now  be  obtained  at  many  of 
the  aerated  water  companies,  and  will  prove  a  pleasant  mode  of  giving 
iron  in  the  way  suggested.  Until  the  patient  presents  a  more  healthy 
appearance,  has  some  colour  in  her  cheeks,  does  not  suffer  from 
palpitation  and  breath lessness  on  exertion,  the  bruit  de-diahle  and 
anaemic  souffle  are  no  longer  audible,  and  menstruation  has  become 
])roperly  established,  we  should  not  think  of  giving  up  the  adminis- 
tration of  iron. 

Attention  will  need  to  be  directed  to  the  digestive  functions. 
Anorexia  and  constipation  are  almost  invariably  present.  To  remedy 
these,  drugs,  diet,  and  exercise  must  be  prescribed.  A  pill  of  aloes, 
gr.  j,  nux  vomica  gr.  \,  and  myrrh  gr.  iij  ;  or  one  of  iron  gr.  j,  aloes 
gr.  j,  ext.  bellad.  gr.  \,  with  pil.  rhei  co.  gr.  1|  ;  or  the  pil.  of  aloes, 
myrrh,  and  saffron  (Kufus'  pill)  will  promote  the  peristaltic  action  of 
the  bowels,  and  so  obviate  the  constipation. 

A  combination  of  the  citr  ate  of  iron  and  quinine  gr.  v,  or  of  dilute 
mineral  acids  in,xv,  with  liq.  strychnije  \\\iy,  and  some  bitter  infusion 
or  tincture,  such  as  chirata,  calumba,  quassia,  or  cinchona,  or  quinine 
alone,  will  tend  to  improve  the  appetite,  and  also  the  tone  of  the 
nei'vous  system.  Arsenic  often  proves  of  much  value,  either  as  mix- 
ture or  combined  with  reduced  iron  in  pill. 

As  to  exercise,  it  must  be  remembered  that  although  regular  daily 
exercise  is  of  great  importance  in  promoting  the  bodily  health  and 
vigour,  it  must  be  indulged  in  strictly  in  accordance  with  the  patient's 
strength  and  power  of  endurance— always  short  of  fatigue.  Not  only 
is  the  muscular  power  enfeebled  from  being  supplied  with  blood  so  de- 
ficient in  the  requisite  elements  of  nutrition,  but  the  nervous  system  is 
quite  unable  to  supply  the  requisite  nerve-force  to  keep  up  any  sus- 
tained exertion. 

At  first  carriage  exercise,  where  it  can  be  obtained,  or  being  rowed 
in  a  boat  when  the  season  is  favourable,  will  assist  materially  in 
oxygenating  the  blood  and  possibly  suggesting  new  veins  of  thought. 
In  fact  mental  exercise  is  as  of  great  importance  as  bodily,  and  should 
always  be  considered  in  these  cases.  Gentle  exercise  on  horseback 
for  a  limited  time,  rowing,  walking,  and  other  outdoor  occupations, 
may  gradually  be  encouraged  as  the  patient's  strength  will  allow,  but 
care  must  be  taken  not  to  overtax  the  feeble  powers,  and  so  do  more 
harm  than  good. 

As  to  diet,  there  is  often  a  predilection  for  unsuitable  or  in- 
digestible things.  Milk,  when  it  can  be  taken,  fish,  poultry,  game, 
roast  mutton,  and  other  fresh  meats  should  be  given.  Vegetables  and 
fruit  should  not  be  forgotten.  A  little  beer  or  wine,  such  as  Car- 
lo witz,  Burgundy,  claret,  or  other  light  wines,  may  be  allowed  with 
meals.  Where  indigestion  forms  a  prominent  symptom,  small  quan- 
tities of  liquid  food  at  frequent  intervals,  not  too  concentrated,  must 
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be  tried  ;  tbns,  a  little  milk  and  water,  broth,  or  weak  beef-tea,  an 
egg  beaten  np  in  milk  or  in  a  little  sherry  and  water,  until  the  patient 
is  able  to  take  more  solid  food.  Beef  juice,  or  a  little  raw  meat, 
scraped  very  fine  and  eaten  as  a  sandwich,  or  anything  that  the 
patient  has  a  special  fancy  for,  provided  it  be  light  and  easily  diges- 
tible, may  then  be  allowed. 

In  addition  to  what  has  been  already  mentioned,  there  are  certain 
hygienic  precautions  that  should  never  be  neglected,  such  as  the 
observance  of  early  hours  for  retiring  to  rest,  regularity  as  to  meals, 
the  choice  of  food,  proper  ventilation  of  rooms,  especially  during  the 
long  winter  evenings,  plenty  of  warm  bed-clothing  and  a  hot  bottle  in 
the  depth  of  winter.  As  to  clothing,  no  tight  stays  should  on  any 
account  be  allowed.  The  body  should  be  protected  by  flannel  from 
the  neck  to  the  ankles,  warm  flannel  drawers  being  a  sine  qud  nov^ 
and  worsted  stockings. 

A  bath  should  be  taken  regularly  every  morning.  If  the  w^eather 
be  very  cold,  in  place  of  sitting  in  a  cold  hip-bath  it  will  be  better 
to  stand  in  an  ordinary  sponge-bath,  placed  in  front  of  the  wash-hand 
stand,  and  the  body  sponged  over  with  water  varying  in  temperature 
from  50°  to  65°  F.,  depending  upon  whether  a  healthy  reaction  be 
established  or  not.  If  necessary  a  little  warm  water  may  be  placed 
in  the  bath  at  the  time,  to  prevent  any  risk  of  getting  a  chill.  Fric- 
tion with  a  rough  towel  should  then  be  resorted  to,  until  the  patient 
gets  into  a  healthy  glow. 

In  summer  the  invigorating  effects  of  sea-bathing  should  be  tried 
whenevei-  available,  but  not  if  the  sea  be  very  rough  or  the  weather 
at  all  chilly.  The  hot  baths  of  Vichy,  Ems,  Carlsbad,  Wiesbaden,  and 
Baden-Baden  are  often  of  great  service. 

In  those  cases  where  amenorrhoea  is  conjoined  with  a  plethoiic 
state  of  the  system,  the  diet  must  be  regulated,  stimulants  withdrawn, 
exercise  insisted  on,  and  every  means  taken  to  bring  the  general 
health  into  a  natural  condition.  A  few  leeches  to  the  thighs,  anus, 
or  cervix  uteri  at  the  presumed  menstrual  period,  and  measures 
similar  to  those  suggested  in  cases  of  sudden  or  acute  suppression, 
may  also  be  tried. 

Where  menstruation  is  suddenly  suppressed,  as  happens  occasion- 
ally from  exposure  to  wet  or  cold,  mental  shocks,  &c.,  during  a 
period,  warm  hip-baths,  with  or  without  the  addition  of  a  handful  of 
mustard,  hot  foot-baths,  fomentations  to  the  lower  abdomen,  vaginal 
injections  of  hot  water,  with  or  without  the  addition  of  a  little  am- 
monia, the  administration  of  some  hot  drink,  such  as  a  little  hot 
brandy  or  gin  and  water,  will  frequently  have  the  effect  of  inducing 
a  return  of  the  flow.  A  draught  of  liq.  am.  acet.  with  spir.  seth.  sulph. 
CO.  and  ext.  ergotse  liq.  may  be  given  at  bedtime,  or  a  Dover's  powder, 
gr.  x-xv,  so  as  to  encourage  the  action  of  the  skin. 

At  the  recurrence  of  the  next  period,  should  the  menstrual  dis- 
charge not  take  place,  similar  measures  may  be  resorted  to,  a  few 
leeches  being  applied  to  the  inner  side  of  the  thighs,  round  the  anus, 
or  in  married  women  to  the  cervix  uteri  if  deemed  advisable. 

Stimulation  of  the  breasts  may  also  be  tried,  either  by  means  of 
warm  fomentations,  poultices,  or  liniment. 
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An  enema  of  turpentine  (gss  ad  Oj  aquse  ferventis),  decoction  of 
aloes  ( Jj  ad  Oj),  the  enema  rutse,  or  other  stimulating  injection  per 
rectum,  may  be  given  with  a  like  object. 

Where  disturbing  emotional  influences  in  young  delicate  women 
at  the  menstrual  period  have  caused  suppression,  rest  and  quietude, 
good  diet,  with  a  fair  allowance  of  wine,  and  an  opiate  at  bedtime, 
will  often  succeed  in  causing  a  return  of  the  flow. 

Constitutional  or  general  means  having  been  adopted  without 
success  in  inducing  either  the  appearance  or  return  of  the  catamenia, 
we  can  still  resort  to  the  class  of  remedies  termed  emmenagogues, 
though  how  they  can  be  expected  to  induce  the  process  of  ovulation  is 
more  than  we  can  tell.  Ergot  has  the  credit  of  belonging  to  this 
class  of  remedies,  but  proof  of  its  action  is  by  no  means  clear. 

Oil  of  savine  in  x^\v  to  x  doses ;  tinct.  hellebori  irtxx  to  xxx  ; 
aloes  (gr.  j-ij  of  extract,  or  Jj  dec.  aloes  co.)  alone  or  combined  with  ext. 
nucis  vom.  gr.  \,  and  myrrh  gr,  j-ij  ;  quinine  gr.  j-ij  ;  strychnine  gr.  -j^ 
to  ;  cannabis  indica  gr.  to  ^  or  -J  of  the  extract,  or  x\\y  to  xv  of  the 
tincture  ;  saffi-on  ;  apiol  in  capsules ;  iodine  (rri^x  to  xx  of  the  tincture)  ; 
cantharides,  turpentine ;  guaiacum,  mustard — have  all  been  recom- 
mended, but  the  length  of  the  list  suggests  rather  the  obstinacy  of  the 
disorder  than  the  efficacy  of  the  remedies. 

Menstruation  has  been  induced  by  compressing  the  femoral  arteries 
by  means  of  tourniquets. 

When  the  general  health  has  been  improved  as  far  as  practicable, 
and  emmenagogues  have  been  tried  and  failed,  there  are  still  means 
of  applying  direct  stimulus  to  the  uterus  and  ovaries  tha.t  may  be 
resorted  to  if  deemed  advisable  in  the  case  of  married  patients. 

The  uterine  sound  may  be  passed  daily  for  a  few  days  at  or  about 
the  supposed  menstrual  period,  or  once  a  week;  a  small  laminaria 
tent  may  be  passed  up  the  cervix  uteri,  and  allowed  to  remain  in  for 
a  few  hours  every,  or  every  other  week. 

Cupping  to  the  loins  or  sacral  region  may  be  tried.  Electricity 
and  galvanism  have  also  their  advocates.  A  Faradic  current  may 
be  employed,  one  electrode  being  placed  over  the  sacrum,  the  other 
over  the  hypogastrium  and  ovarian  regions  altei-nately,  or  one  rheo- 
phore  may  be  placed  on  the  cervix  uteri  and  the  other  in  front  as 
before.  In  some  cases  one  rheophore  has  been  introduced  up  to  the 
f andus  uteri  through  the  canal  of  the  cervix.  Intra-uterine,  so-called 
galvanic  stems,  composed  of  alternate  beads  of  copper  and  zinc,  held 
together  by  a  small  wire  rope,  or  of  parallel  pieces  of  these  metals,  or 
of  alternate  spiral  coils  so  as  to  make  the  stem  more  pliable,  have 
been  strongly  advocated  by  some  authors,  to  increase  the  detei-mina- 
tion  of  blood  to  the  uterus,  and  so  improve  the  nutrition  of  the  organ, 
where  the  uterus  is  imperfectly  developed,  but  such  a  mode  of  pro- 
cedure can  scarcely  be  recommended  in  the  case  of  virgins,  for  the 
reasons  already  given. 

Owing  to  the  chemical  change  that  takes  place,  the  zinc  soon 
becomes  roughened  and  corroded ;  the  stem  should  therefore  not  be 
left  in  for  more  than  a  few  weeks  at  a  time  without  its  being  with- 
drawn to  see  whether  it  is  intact. 

Should  the  galvanic  stem  appear  to  set  up  too  great  irritation,  or 
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its  employment  be  deemed  too  hazardous,  the  india-rubber  elastic 
stem,  the  expanding  stem,  or  the  vulcanite  stem  may  be  employed. 

But  if  the  insertion  of  a  foreign  body  into  the  uterine  canal  be 
justifiable  in  endeavouring  to  produce  what  is  after  all  but  an  evidence 
of  health,  too  great  care  cannot  be  exercised  in  carefully  watching 
the  patient  and  withdrawing  the  stem  on  the  slightest  appearance  of 
discomfort  or  danger.  No  one  who  is  not  thoroughly  familiar  with 
the  details  of  gynecological  practice  should  ever  attempt  to  pursue 
tnis  mode  of  treatment.  Other  means,  such  as  the  application  of 
caustics  or  stimulating  remedies,  as  nitrate  of  silver,  iodine,  can- 
tharides,  &c.,  to  the  interior  of  the  uterus  have  been  recommended 
and  tried.  Again,  hyperaemia  of  the  cervix  uteri  may  be  produced 
by  the  application  of  an  exhauster,  or  dry-cupping  apparatus,  made 
specially  for  this  purpose,  resembling  in  shape  an  ordinaiy  glass 
syringe,  with  an  open  mouth  in  place  of  a  nozzle. 

Occult  or  Concealed  Menstruation. — Cases  are  occasionally  met 
with  where  the  symptoms  of  amenorrhoea  are  combined  with  those  of 
dysmenorrhoea.  These  will  be  found  on  further  investigation  to  be 
due  to  retention  of  the  menstrual  seci-etion  from  occlusion  or  atresia 
of  the  uterus,  vagina,  or  vulva,  or  from  imperforate  hymen,  which 
thus  prevents  the  excretion  of  the  fluid.  Occult  or  concealed  men- 
struation is  the  more  appropriate  term  for  this  condition.  It  can 
hardly  be  regarded  as  amenorrhoea,  since  the  ovaries  are  acting 
healthily  and  normally,  the  uterus  responds,  the  menstrual  blood  is 
duly  secreted  but  fails  to  gain  exit  externally,  is  in  fact  retained  within 
the  body.  In  the  larger  number  of  instances  the  retention  takes 
place  ah  initio  from  some  congenital  defect  or  from  some  accident  or 
disease  occurring  during  childhood.  Still  there  are  cases  met  with 
occasionally  where  occlusion  of  the  genital  passages  may  occur  sub- 
sequent to  puberty,  generally  in  consequence  of  injury  or  disease  fol- 
lowing parturition,  but  also  from  other  causes,  as  will  be  found 
mentioned  under  the  head  of  Occlusion  of  the  Yagina. 

Chlorosis  :  chloro-anaemia,  or  green  sickness,  is  often  confounded 
with  anaemia  and  amenorrhoea,  but  deserves  special  mention  as  a 
separate  and  distinct  form  of  neurosis  of  the  ganglionic  nervous 
system.  It  occurs  chiefly  in  girls  at  the  age  of  puberty,  just  at  the 
time  of  transition  from  girlhood  to  womanhood,  when  the  ovaries  are 
starting  into  activity  and  the  function  of  menstruation  is  becoming 
established.  It  is  most  frequently  met  with  in  large  towns  and 
among  the  upper  classes,  though  by  no  means  unknown  in  country 
districts  and  even  among  the  very  poor.  A  highly  refined  and  arti- 
ficial mode  of  existence,  where  the  nervous  system  is  developed  dis- 
proportionately to  the  physical,  seems  to  favour  the  production  of  this 
disorder. 

Instances  of  its  occurrence  in  young  girls,  and  even  boys,  as  well 
as  in  women  during  pregnancy  or  in  those  who  have  arrived  at 
maturity,  are  spoken  of  by  some  authors,  but  we  shall  here  consider 
only  those  cases  most  commonly  observed  at  or  about  the  age  of 
puberty. 

It  has  been  described  by  ancient  authors  under  the  name  of 
Spansemia,  Cachexia  Yirginum,  Morbus  Yirginis,  &c. 
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Causes. — The  predisposing  causes,  if  such  they  can  be  called,  are 
generally  spoken  of  as  the  age  of  pubei  ty  and  the  female  sex.  The 
active  or  exciting  causes,  which  are  often  unsuspected  at  the  time, 
are  mostly  circumstances  of  a  depressing  nature,  such  as  uncongenial 
home  influences — want  of  sympathy  or  companionship,  disappointment 
in  love — or  excessive  mental  occupation.  Too  severe  or  prolonged 
physical  exertion,  especially  when  confined  to  the  house,  the  patient 
seldom  getting  exercise  in  the  fresh  air ;  much  grief  or  prolonged 
mental  anxiety,  as  frequently  happens  in  cases  of  severe  family  illness 
terminating  in  death,  where  prolonged  watching  and  loss  of  sleep 
serve  to  exhaust  the  nervous  system;  great  fear  suddenly  excited,  as 
also  home-sickness,  have  all  been  known  to  produce  chlorosis.  Erotic 
excitement  without  gratification,  and  the  constant  struggle  between 
lascivious  desires  and  a  sense  of  right,  more  especially  in  young  girls 
educated  beyond  their  station,  is  unquestionably  a  far  more  frequent 
cause  of  chlorosis  than  is  generally  imagined. 

Pathology. — The  condition  of  the  blood  in  chlorosis  differs  con- 
siderably from  that  in  health  ;  the  density  is  diminished,  the  amount 
of  water  being  relatively  increased,  and  the  proportion  of  the  globules 
diminished. 

As  a  rule,  the  amount  of  fibrin  and  fatty  and  saline  constituents, 
as  well  as  the  albumen,  retain  their  normal  proportions,  though  in 
very  severe  and  obstinate  cases  the  latter  constituent  is  diminished,  and 
dropsy  results.  It  must  be  remembered,  however,  that  well-marked 
symptoms  of  chlorosis  may  exist  with  little  or  no  evidence  of  blood- 
change. 

The  red  and  white  corpuscles  of  the  blood  become  less  numerous, 
without  the  occurrence  of  any  disturbance  in  the  numerical  relation 
between  them.  Chlorosis  differs  from  other  forms  of  anaemia  chiefly 
in  the  fact  that  the  deficiency  in  haemoglobin  is  far  more  than  propor- 
tionate to  the  deficiency  in  number  of  the  red  corpuscles,  which 
explains  the  greenish  tint  and  extreme  degree  of  pallor  of  the  skin. 
In  leukaemia,  colourless  corpuscles  in  some  sort  take  the  place  of  the 
led  ones,  and  a  real  diminution  in  the  number  of  the  cellular  elements 
in  the  blood  is  not  produced. 

The  Germans  regard  chlorosis  as  a  disease  of  congenital  rather 
than  acquired  character.  In  any  case  the  foundations  are  very  early 
laid,  for  the  aorta  and  the  larger  arteries  are  usually,  and  the  heart 
and  sexual  organs  frequently,  found  imperfectly  developed. 

Chlorosis  has  been  ascribed  to  a  deficiency  of  hydrochloric  acid  in 
the  gastric  juice.  As  a  consequence,  the  proteid  foods  are  incom- 
pletely digested  and  nutrition  is  affected. 

The  si/mpto77is  indicating  the  approach  of  chlorosis  are,  generally, 
depression  of  spirits  without  any  obvious  cause  to  explain  it,  irrita- 
bility and  unevenness  of  temper,  nervousness,  despondency,  vague,  ill- 
defined  longings,  rapidly  succeeded  by  loss  of  appetite,  flatulence, 
dyspepsia,  and  constipation.  At  times  the  appetite  is  very  depraved, 
such  articles  as  slate  pencils,  chalk,  gritty  substances  of  any  kind, 
pickles,  sour  apples,  vinegar,  unripe  fruit,  &c,,  being  preferred  to 
ordinar}^  wholesome  food. 

The  characteristic  waxy  tint  of  the  complexion  soon  declares  itself, 


442 


AMENOKEHCEA— CHLOROSIS. 


a  sort  of  'green  and  yellow  melancholy;'  palpitation  of  the  heart, 
dyspnoea,  coldness  of  the  extremities,  irregular  flushings  of  the  face,  and 
other  anomalous  symptoms  succeed,  together  with  scanty  or  suppressed 
menstruation,  neuralgic  pains  in  various  parts  of  the  body,  tenderness 
on  pressure  over  the  lower  cervical  or  upper  dorsal  region,  distress  in 
the  solar  plexus,  as  evidenced  by  feelings  of  sinking,  hollowness,  sigh- 
ing or  yawning,  and  even  fainting. 

Hysterical  attacks  are  not  infrequent ;  unusual  drowsiness,  and 
even  convulsions  and  mania  may  supervene,  but  are  not  commonly 
met  with.  In  some  instances  the  prostration  is  very  marked,  the 
patient  being  tired  on  the  least  exertion,  and  palpitation  ensuing. 
She  becomes  languid  and  listless,  nervous  and  depressed,  seeking  soli- 
tude, and  indisposed  to  exertion  ;  symptoms  of  suicidal  mania  occa- 
sionally declaring  themselves  if  the  case  be  not  properly  attended  to. 

The  symptoms  vary  in  different  cases,  in  one  headache  or  neu- 
ralgia, in  another  dyspnoea  and  palpitation,  or  gastralgia,  or  menstrual 
disorder,  or  general  feebleness  predominating.  The  function  of  men- 
struation becomes  disordered,  being  irregular  in  its  appearance,  or 
even  entirely  suppressed,  the  secretion  itself  being  scanty,  much 
paler  in  colour  than  normal,  and  often  more  like  leucorrhoea  than 
menstrual  fluid.    Dysmenorrhoea  is  often  complained  of. 

The  heart,  ill-nourished,  becomes  excessively  irritable,  and  is  easily 
excited  to  hurried  action  by  physical  exertion  or  emotion,  palpitation 
being  a  very  frequent  symptom  ;  severe  pain  under  the  heart  is  also 
complained  of,  and  fainting  is  not  infrequent.  Owing  to  the  feeble 
circulation,  the  watery  condition  of  the  blood,  and  the  general  laxity 
of  all  the  tissues,  the  face  often  becomes  puffy,  the  hands  and  feet 
swollen  from  effusion  of  serum  into  the  cellular  tissue.  The  ex- 
tremities are  generally  cold  and  very  liable  to  chilblains  in  wintei-. 
Ecchymoses  occasionally  take  place,  more  especially  in  the  region  of 
the  tibi?e,  giving  rise  to  the  condition  termed  erythema  nodosum. 

Diagnosis. — The  diseases  most  liable  to  be  confounded  with 
chlorosis  are  cardiac  disease,  tuberculosis,  and  ansemia.  On  auscul- 
tation a  loud  systolic  murmur  is  heard  over  the  base  of  the  heart,  to- 
gether with  a  well-marked  hruit-de-diahle  on  either  side  of  the  base  of 
the  neck.  The  quality  and  intensity,  the  peculiar  '  bellows  murmur,' 
heard  best  over  the  base  of  the  heart,  will  generally  be  sufficient  to 
enable  the  practitioner  to  diagnose  between  a  functional  and  an 
organic  murmur. 

In  chlorosis  the  respiration  as  a  rule  is  normal  in  character,  and 
there  is  no  evidence  of  dulness  at  the  apices,  as  met  with  in  tubercular 
deposition.  - 

Occasionally  chlorosis  is  liable  to  be  mistaken  for  the  early  stage 
of  jaundice,  but  attention  to  the  general  symptoms  should  preclude 
any  error  in  this  respect.  Effusion  into  the  pleurse  or  peritoneal 
cavity  occurs  at  times  in  cases  of  chlorosis  with  marked  anaemia,  lead- 
ing to  the  supposition  that  pleuritic  effusion  or  dropsy  from  Bright's 
disease,  cardiac  disease,  or  chronic  peritonitis  has  taken  place.  The 
absence  of  albumen  in  the  urine,  and  the  condition  of  the  patient 
generally,  will  suffice  to  c^ear  up  the  diagnosis.  Dr.  Thomas  thus  con- 
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trasts  the  most  striking  differences  between  the  two  diseases,  anaemia 
and  chlorosis : — 

Ana-mia  Chlorosis 


Is  merely  impoverishment  of  the 
blood,  due  to  want  of  nourishment, 
from  some  drain  upon  the  system,  or 
from  some  poison  in  the  blood. 

Can  usually  be  accounted  for  by 
the  discovery  of  some  special  cause. 

Occiirs  at  all  periods  of  life,  to 
men,  women,  and  children. 

Is  readily  ciirable  by  removal  of 
cause,  supply  of  good  diet,  and  ad- 
ministration of  iron. 

Is  always  characterised  by  im- 
poveri.shment  of  blood. 

Produces  a  puffy  and  pale  appear- 
ance. 

Does  not  ordinarily  produce  sad- 
ness or  great  nervous  disquietude. 

Is  not  especially  accompanied  by 
visceral  neuralgia. 

No  special  atfection  of  solar  plexus 
of  nerves. 

Iron  alwaj^s  does  good. 

The  cause  of  the  disease  being  re- 
moved, patient  will  rapidly  improve. 


Is  a  disease  of  the  nervous  system, 
and  may  occur  with  or  without  the 
production  of  its  most  common  symp- 
tom, angemia. 

Cannot. 

Occurs  in  true  type,  usually  to  girls 
about  time  of  puberty. 

Is  affected  favourably  only  by 
remedies  which  act  upon  the  nervous 
system,  as  alteratives  and  tonics. 

Sometimes  exists  without. 

Produces  a  light  green  colour. 
Commonly  does. 
Is  constantly. 

Pain,  uneasiness,  or  distress  com- 
monly referred  to  solar  plexus. 

Iron  often  fails  to  benefit. 

If  supposed  cause  be  removed,  pa- 
tient will  often  improve  but  slowly. 


Anaemia  is  merely  a  blood-state,  while  chlorosis  is  a  disease  of  the 
nervous  system,  which  may  or  may  not  produce  anaemia. 

Chlorosis  may  be  complicated  by  some  serious  form  of  organic 
mischief,  such  as  cardiac  disease  or  tuberculosis.  We  must  be  careful 
not  to  overlook  these.  Again,  chorea,  hysteria,  hypochondriasis,  and 
mania  occasionally  declare  themselves. 

The  appearance  of  patients  recovering  from  hsematocele  is  not 
unlike  that  of  chlorosis  in  some  respects,  but  on  inquiry  there  will 
generally  be  found  a  distinct  history  of  some  sudden  pelvic  mischief 
to  assist  us  in  forming  an  opinion,  and  on  examination  well-marked 
evidence  of  the  nature  of  the  affection  will  generally  be  apparent. 

Treatment. — When  confronted  with  a  well-marked  instance  of 
chlorosis,  our  first  effort  should  be  directed  to  ascertaining  the  appa- 
rent cause  of  its  production,  with  a  view  to  obviating  it.  This  will 
often  necessitate  a  careful  and  minute  inquiry  into  the  circumstances 
surrounding  the  patient — social,  hygienic,  and  otherwise.  We  must 
not  content  ourselves  wath  discovering  a  general  condition  of  ansemia 
and  prescribing  iron,  we  must  seek  further  for  the  cause  or  combina- 
tion of  causes  likely  to  have  produced  this  condition,  and  if  possible 
remove  them. 

Supposing  we  are  unable  to  detect  any  sufficient  cause  in  the 
patient's  surroundings,  though  we  may  feel  confident  that  such  exists, 
our  plan  will  be  to  break  up  present  associations  by  suggesting  change 
of  air  and  removing  the  patient  from  the  conditions  under  which  the 
neurosis  declared  itself. 

No  little  consideration  is  required  in  advising  the  friends  where 
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best  to  go  to  ;  this  will  depend  considerably  upon  the  time  of  year, 
and  whether  the  patient  resides  in  town  or  country ;  if  the  former,  a 
change  to  the  sea-side,  should  the  season  be  favourable,  or  to  some 
agreeable  country  resort  where  cheerful  society  and  out-door  occu- 
pations— riding,  driving,  walking,  &c.  — can  be  obtained  ;  if  the  latter, 
a  trip  to  town,  with  its  numerous  attractions  of  shop- windows,  picture 
galleries,  and  places  of  amusement,  will  form  a  pleasing  contrast 
to  the  quiet  and  often  monotonous  routine  of  country  life,  and 
will  probably  conduce  more  towards  restoring  the  patient  to  a 
condition  of  health  than  any  pharmacopoeial  production,  however 
elaborate. 

Where  it  is  possible,  a  visit  to  the  Continent  or  some  foreign  town, 
of  which  a  sea  voyage  forms  a  part,  will  prove  of  much  service,  and 
in  obstinate  cases  should  invariably  be  resorted  to. 

In  any  case  out-door  exercise  should  be  insisted  on ;  this,  to  be  of 
service,  must  be  regular  and  short  of  fatigue.  At  first  carriage  exer- 
cise or  boating,  changed  for  riding  on  horseback  and  rowing  as  soon 
as  the  patient  is  equal  to  the  exertion,  together  with  daily  walks  and 
out-door  amusements. 

The  recent  introduction  of  skating  rinks  and  gymnasiums  offers  an 
agreeable  incentive  to  exercise,  but  where  these  facilities  do  not  exist, 
dancing,  lawn  tennis,  bowling,  and  other  similar  amusements  should 
not  be  forgotten. 

Sea-bathing — about  mid-day — when  the  sea  is  not  too  rough  or 
the  weather  too  cold,  provided  the  patient  has  sufficient  vitality  to 
produce  a  reaction,  and  headache  and  languor  do  not  ensue,  is  fre- 
quently very  beneficial. 

The  inhalation  of  oxygen  has  also  been  recommended  as  tending 
to  improve  the  appetite,  and  thus  contributing  to  alter  the  condition 
of  the  blood. 

Electricity  has  proved  sufficiently  beneficial  in  several  cases  to 
justify  its  farther  trial,  the  continuous  current  being  employed,  or 
such  other  form  as  may  be  specially  indicated  in  any  particular  case. 

The  diet  will  need  to  be  light,  nutritious,  easily  digestible,  and 
varied ;  milk,  eggs,  beef  tea,  broth,  jellies,  fish,  game,  poultry,  and 
meat  if  it  can  be  taken. 

Wine,  such  as  Burgundy,  claret,  or  champagne,  will  often  incline 
the  patient  to  partake  of  food  that  she  would  not  otherwise  attempt, 
and  will  also  assist  digestion  and  improve  the  general  health.  Beer 
may  be  tried  if  desired.  In  some  cases  spirits,  freely  diluted  with 
effervescing  waters,  have  been  given  with  advantage. 

As  regards  medical  treatment,  the  nervine  tonics,  such  as 
strychnia,  quinine,  arsenic,  and  phosphorus,  in  their  various  com- 
binations with  iron,  will  materially  assist  recovery,  but  it  must 
always  be  remembered  that  medical  treatment  alone  will  seldom  be 
sufficient. 

In  place  of  the  abominably  nauseous  and  disgusting  mixtures  for- 
merly in  vogue,  the  more  elegant  and  palatable  forms  of  the  citrates 
and  tartrates  should  be  employed. 

Thomas  recommends  a  mixture  composed  of  sol.  pot.  arsen.  5ij, 
tinct.  nucis  vom.  5iv,  ferri  vini  amari  Jvijss.-M.  A  dessert-spoonful, 
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in  a  ckret-glassful  of  water,  just  after  each  meal.  The  ammonio  citrate 
of  iron  (gi*.  v-vij)  in  effervescence,  the  Kq.  ferri  dialysatus,  the  solu- 
tion of  acetate  of  iron,  the  citrate  of  iron  and  quinine  (gr.  v-vij), 
the  saccharated  carbonate  (gr.  v-x),  the  magnetic  oxide  of  iron  (gr. 
v-x),  the  syr.  ferri  phosph.  c.  quinia  et  strychnia — Easton's — (  5j),  and 
other  similar  preparations,  as  given  when  speaking  of  the  treatment 
of  anjemia,  should  be  fairly  tried.  Where  mixtures  are  objected  to, 
small  pills  of  the  ferri  arseniat.  (gr.  x\;-j),  ferri  lactat.  (gr.  ij-iij), 
ferri  redacti  (gr.  iij-v),  &c.,  in  combination  with  quinine,  strychnia,  or 
phosphorus,  will  often  be  readily  taken. 

Vicarious  or  Ectoinc  Menstruation. 

This  is  said  to  occur  when  a  periodical  discharge  of  blood  takes 
place  from  some  other  organ  or  tissue  than  that  of  the  uterine  mucous 
membrane.  Its  recurrence  is  regular  and  always  in  connection  with 
the  menstrual  period,  showing  that  there  is  an  excess  of  vascular 
tension,  which  is  not  relieved  in  the  usual  way  at  these  particular 
times.  Nature  makes  an  effort  to  afford  relief  by  a  discharge  of  blood 
from  some  other  part,  generally  from  one  or  other  of  the  mucous 
membranes,  of  which  the  Schneiderian  is  the  most  frequent  seat.  The 
epistaxis  thus  jH'oduced  may  either  replace  the  usual  menstrual 
secretion  or  may  occur  jointly  with  this  latter.  The  mucous  mem- 
brane of  the  stomach  probably  follows  next  in  order — the  hoema- 
temesis  in  some  cases  being  very  severe — far  greater  in  quantity  than 
the  usual  menstrual  secretion  it  replaces. 

Hsemoptysis  occasionally  takes  the  place  of  menstruation,  as 
proved  by  the  cessation  of  the  former  on  the  healthy  establishment  of 
the  latter.  As  it  is  especially  in  young  delicate  girls  that  this  con- 
dition is  liable  to  occur,  fears  are  often  entertained  that  it  is  but  the 
precursor  of  serious  chest-mischief. 

The  intestinal  mucous  membrane  is  not  infrequently  the  seat  of 
vicarious  menstruation.  This  is  more  likely  to  occur  in  subjects 
of  a  somewhat  plethoric  habit.  Where  internal  haemorrhoids  exist, 
there  is  often  noticed  an  increased  tendency  for  them  to  bleed  at  what 
would  ordinarily  be  at  a  menstrual  period. 

Ecchymoses  of  the  conjunctival  mucous  membrane,  and  even 
retinal  haemorrhage,  have  been  observed. 

The  skin  in  some  cases  is  made  the  channel  through  which  the 
blood  exudes,  often  in  the  form  of  petechise  or  small  ecchymoses,  in 
others  occurring  as  a  capillary  haemorrhage  or  true  bloody  sweat.  In 
erythema  nodosum  we  have  patches  of  limited  hypersemia  or  ecchy- 
mosis  appearing  as  painful  nodules  over  the  shins,  more  rarely  on  the 
arms.  Extreme  debility  of  the  walls  of  the  vessels  allows  either 
exudation  or  effusion  of  blood  to  take  place,  and  may  possibly  be  re- 
garded as  a  form  of  vicarious  menstruation.  If  any  varicose  ulcer 
exists,  vicarious  haemorrhage  not  infrequently  takes  place  from  its 
surface. 

The  pressure  on  the  circulation,  or  vascular  tension,  may  be  relieved 
in  other  ways  than  by  haemorrhage  in  some  cases.  Thus  an  unusual 
increase  of  the  natural  secretion  from  some  organ,  such  as  the  occur- 
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rence  of  diarrhtioa,  an  increase  of  leucorrhoeal  discharge,  or  the  pro- 
duction of  cedema  of  the  legs  and  face  at  the  time  when  the  ordinary 
menstrual  secretion  should  take  place,  can  only  be  regarded  as  an 
effort  of  nature  to  relieve  the  general  tension  of  the  vascular  system. 
When  the  ordinary  vicarious  safety-valves  fail,  then  the  internal 
organs,  as  the  brain,  lungs,  liver,  or  spleen,  have  to  bear  the  strain. 
The  foundation  of  structural  organic  disease  may  thus  be  laid. 

The  vicarious  discharge  consists  of  blood  solely  :  it  comes  on  sud- 
denly and  often  continues  at  intervals  for  some  days,  unless  the  loss 
be  severe  at  first,  when  it  is  not  repeated.  It  may  alternate  with  the 
natural  menstrual  flow,  or  may  occur  at  more  or  less  regular  intervals 
for  several  consecutive  months. 

About  the  menopause,  a  smart  attack  of  epistaxis,  hsematemesis,  or 
mel^ena  from  internal  haemorrhoids  is  not  infrequent,  causing  much 
alarm  and  anxiety,  it  may  be,  to  the  patient  and  her  friends.  In  place 
of  harm,  however,  it  often  seems  to  act  beneficially,  as  a  derivative, 
preventing  serious  local  congestions  or  effusions,  as  apoplexy,  pelvic 
ha^matocele,  (fee.  The  seat  of  the  discharge  is  often  determined  by  the 
previous  delicacy  of  an  organ  or  tissue. 

The  absence  of  any  constitutional  disturbance,  such  as  would 
characterise  the  local  affection  were  it  primary  and  not  vicarious,  will 
generally  enable  us  to  determine  the  nature  of  the  discharge. 

Attacks  are  rarely  fatal,  nor  does  any  harm  to  the  organ  or  tissue 
implicated  seem  to  arise.  In  most  of  the  cases  the  uterus  resumes  its 
normal  function  and  the  vicarious  discharge  is  superseded. 

Treatment. — As  the  haemorrhage  has  actually  taken  place  generally 
before  we  are  summoned  to  the  patient,  but  little  can  be  done ;  and 
even  if  we  were  called  in  early,  it  may  not  be  prudent  to  attempt  to 
arrest  it.  After  it  has  once  occurred,  if  we  have  any  reason  to  believe 
that  the  attack  will  be  repeated,  means  should  be  resorted  to  to  relieve 
the  system  in  a  less  questionable  manner.  In  plethoric  patients  a 
brisk  purge  of  hyd.  subchlor.,  followed  up  by  a  Seidlitz  powder  or 
some  natural  aperient  water,  a  warm  hip-bath  or  pediluvium,  cup- 
ping over  the  sacrum,  or  a  few  leeches  to  the  anus  or  inner  side  of 
the  thighs,  will  often  prove  of  service  in  determining  the  return  of 
the  natural  function.  In  the  interval  the  general  health  should  be 
attended  to,  the  diet  restricted,  if  necessary  the  bowels  regulated,  and 
any  other  indications  dealt  with  as  seems  advisable.  In  young  and 
delicate  girls  epistaxis  is  by  no  means  infrequent.  Here  some  form 
of  iron,  combined  or  not  with  strychnia  or  other  nervine  tonic,  will 
generally  be  indicated.  Warm  clothing  round  the  hips,  flannel  drawers 
in  winter,  and  warm  stockings,  should  be  insisted  on,  and  everything 
calculated  to  favour  the  pelvic  circulation  resorted  to ;  warm  baths 
being  used  nightly  when  there  is  any  evidence  of  the  menstrual 
molimen. 


447 


CHAPTER  XXX. 

DYSMENORRHCEA. 

Dysmenorrhoea. — Where  menstr nation  is  performed  with  diffi- 
culty and  pain,  either  or  both  combined,  the  term  dys-meii-orrhoea 
(cue,  difficult,  /j/'/r,  a  month,  and  fjtuj,  I  flow)  has  been  employed  to 
desi<;(nate  the  condition. 

Few  women  pass  through  their  menstrual  history  witliout  at  some 
time  or  other  suflering  some  inconvenience  from  the  performance  of 
this  function,  and  some  unfortunately  never  menstruate  without 
serious  discomfort  at  these  times.  In  order  to  understand  the  subject 
thoroughly,  we  must  bear  in  mind  the  relation  between  ovulation  and 
menstruation,  a  fact  almost  universally  admitted  now,  although  the 
latter  has  been  known  to  occur  where  both  ovaries  have  been  removed. 

Fatholof/i/. — Dysmenorrhoea,  or  painful  menstruation,  is  but  a 
symptom  of  many  and  various  conditions  not  only  of  the  uterus  and 
appendages,  but  also  of  the  general  health.  Before  we  are  in  a 
position  to  deal  with  this  symptom,  we  must  endeavour  to  form  some 
rational  conclusion  as  to  what  are  the  predisposing  and  exciting 
causes  producing  it.  To  this  end  it  will  be  well  to  consider  first  what 
are  the  usual  derangements  of  circulation  and  innervation  conducing 
to  alter  the  function  of  menstruation  and  render  it  painful.  Any 
condition  of  the  general  health  interfering  with  the  due  co-relation  of 
the  several  functions,  so  as  to  produce  anaemia,  may  be  the  exciting 
cause.  Any  abnormal  condition  of  the  uterus  itself,  or  of  the  ovaries, 
may  also  produce  it,  a  combination  of  two  or  more  of  these  conditions 
being  naturally  more  likely  to  cause  it. 

Varieties. — Most  authors  resort  to  some  classification  with  a  view 
to  facilitating  the  study  of  the  subject,  and  it  certainly  has  its 
advantages,  although  we  must  not  expect  to  be  able  to  classify 
every  individual  case  under  any  one  heading,  there  frequently  being 
a  combination  of  causes  to  account  for  the  phenomena.  Without 
therefore  attempting  any  arbitrary  division  of  the  subject,  it  may 
be  well  to  mention  those  most  commonly  met  with.  They  are : — 
1.  Neuralgic  or  sympathetic;  2.  Congestive  or  inflammatory;  3. 
Mechanical  or  obstructive:  4.  Membranous;  5.  Ovarian  dysmenor- 
rhoea. The  advantages  of  resorting  to  some  classification  seem  to 
outweigh  the  objections  that  have  been  raised  as  to  such  a  method 
being  unscientific  and  not  practical,  and  therefore  we  retain  it,  though 
the  practitioner  should  remember  that  dysmenorrhoea  is  merely  a 
symptom,  and  not  a  distinct  entity,  to  be  driven  out  or  remedied  by 
any  one  mode  of  treatment. 
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Neuralgic  Dysmenorrhoea. — Until  very  recently  it  has  been  the 
custom  to  classify  under  this  head  all  cases  in  which  no  distinct 
organic  lesion  of  the  uterus  or  its  appendages  could  be  detected. 
With  increasing  knowledge  and  a  more  careful  study  of  the  objective 
signs  in  contradistinction  to  the  subjective  symptoms,  we  shall 
doubtless  be  enabled  to  diminish  very  materi=>lly  the  number  of  cases 
under  this  heading,  the  supposed  nervous  phenomena  being  found  to 
be  due  to  some  morbid  condition  of  the  uterus  impeding  the  escape 
of  the  menstrual  fluid,  or  to  some  alteration  in  the  condition  of  the 
ovary. 

Causes. — Any  condition  of  the  patient  tending  to  produce  an 
anaemic  state  of  the  system,  such  as  is  met  with  in  most  cases  of 
ordinary  neuralgia,  is  often  sufficient  to  excite  painful  menstruation. 
Patients  possessing  a  highly  susceptible  nervous  temperament,  asso- 
ciated or  not  with  any  hysterical  disposition,  such  as  is  frequently 
seen  among  the  highly  refined  young  ladies  in  the  upper  classes  of 
society,  where  from  luxurious  living  and  enervating  habits  the 
nervous  system  is  inordinately  developed,  furnish  a  large  percentage 
of  these  cases. 

The  rheumatic  and  gouty  diatheses  have  been  credited  with  being 
the  predisposing  cause  of  this  form  of  dysmenorrhoea,  so  also  malaria. 
There  is  also  a  so-called  neuralgic  diathesis  which  seems  to  predispose 
to  this  form  of  the  affection.  Enervating  habits,  such  as  onanism  and 
immoderate  indulgence  in  sexual  intercourse,  may  also  tend  to  keep 
up  congestion  of  the  ovaries  and  give  rise  to  ovarian  dysmenorrhoea. 

Sym.ptoms. — These  vary  in  intensity  not  only  in  different  patients 
but  in  the  same  patient  at  different  times.  In  some  instances  un- 
easiness, a  feeling  of  weariness,  aching  round  the  lower  back  and 
abdomen,  extending  down  the  inner  side  of  the  thighs,  shortly  before 
the  commencement  of  the  flow,  are  complained  of;  symptoms  dis- 
appearing on  the  establishment  of  menstruation,  or  continuing  more 
or  less  severe  until  the  cessation  of  the  discharge.  The  pain  is  often 
spoken  of  as  being  fixed,  severe,  aching  or  twisting,  generally  situated 
within  the  pelvis,  often  radiating  to  the  groins  and  down  the  inside 
of  the  thighs. 

Other  symptoms  are  usually  present,  such  as  great  tenderness  or 
soreness  of  the  mammae,  with  more  or  less  tumefaction  of  the  ab- 
domen, headache,  coldness  of  the  extremities,  and  occasionally  severe 
aching  pain  in  some  portion  of  the  body,  such  as  the  bridge  of  the 
nose,  outer  side  of  the  little  finger,  soles  of  the  feet,  &c. 

Diagnosis. —  Neuralgic  differs  from  congestive  dysmenorrhoea  by 
the  character  of  the  pain  and  the  attendant  phenomena.  In  the 
former  other  forms  of  neuralgia  a^^e  not  uncommon;  the  pain  is 
more  acute  and  agonising,  and  generally  lasts  during  the  continuance 
of  the  flow,  nausea,  headache,  hysteria,  and  even  mania  being  not 
infrequent ;  whereas  in  the  latter  the  pain  is  more  of  a  wearing, 
aching,  dull,  persistent  character,  relieved  by  the  appearance  of  the 
flow,  though  possibly  continuing  after  this  has  ceased. 

"Where  the  pain  is  due  to  inflammatory  action  we  generally  find 
marked  evidence  of  this  between  the  periods,  such  as  bearing  down 
pain,  leucorrhoea,  tenderness  on  pressure  over  the  uterus,  &c. 
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In  obstructive  dysmenorrhoea  the  flow  is  intermittent,  coming 
on  frequently  in  gushes  and  then  disappearing  for  several  hours, 
severe  colicky  pains  often  preceding  the  reappearance,  the  pain  being 
ofttimes  so  severe  that  the  patient  writhes  in  agony  until  the  expul- 
sion of  a  clot,  when  the  pain  ceases. 

Treatment. — Our  principal  object  should  be  to  improve  the  general 
health  as  far  as  possible,  and  to  raise  the  tone  of  the  nervous  system. 
Quinine  and  iron  with  strychnia ;  quinine  alone,  or  in  conjunction 
with  nitro-muriatic  acid  ;  arsenic,  phosphate  of  zinc,  and  other  similar 
remedies,  may  first  be  tried. 

The  bowels  should  be  carefully  regulated,  the  action  of  the  skin 
encouraged  by  means  of  baths,  friction,  and  the  wearing  of  flannel. 
If  the  nervous  system  has  been  deteriorated  by  habits  of  luxury,  in- 
dolence, or  dissipation,  these  must  be  altered.  Regular  exercise  on 
foot  or  horseback,  country  air,  avoidance  of  late  hours  and  heated 
rooms,  early  rising,  regular  meals  of  plain  wholesome  food,  and  some 
out-door  occupation,  will  do  much  to  improve  the  health. 

If  there  be  any  evidence  of  the  jrouty  or  rheumatic  diathesis, 
colchicum,  guaiacam,  the  salts  of  potash,  especially  the  tartrate  and 
citrate  ;  or  the  salicylate  of  soda  may  be  administered. 

If  chlorosis  be  present,  chalybeates,  strychnia,  phosphorus,  to- 
gether with  change  of  air  and  cheerful  society,  should  be  resorted  to. 

If  malarial  poisoning  be  suspected,  a  change  of  residence,  quinine, 
arsenic,  iron,  &c.,  may  be  advisable. 

During  the  paroxysm  various  measures  may  be  resorted  to  with  a 
view  to  afford  relief. 

The  tinctura  cannabis  indicse  in  15-  to  20-minim  doses,  or  the 
extract  in  half-grain  or  grain  doses,  combined  with  musk,  camphor, 
and  assafoetida  where  there  is  any  hysterical  tendency  ;  sulphuric 
pther  in  half-drachm  doses,  given  with  liquor  opii  sedativus  or  tinct. 
chloroformi  co.  in  15-minim  doses,  are  often  very  eflScacious. 

Bromide  of  potassium  and  ammonium  in  scruple  to  half-drachm 
doses  every  four  or  six  hours  often  allay  the  pain.  Chloral  in  15-  to 
20- grain  doses,  or  even  half  a  drachm,  at  bedtime,  secures  sleep  and 
relieves  the  pain  and  restlessness. 

The  hypodermic  injection  of  morphia,  commencing  with  one- sixth 
and  increasing  the  amount  until  the  desired  effect  is  attained,  or  the 
administration  of  an  enema  containing  20  to  30  drops  of  laudanum, 
or  the  employment  of  belladonna,  morphia,  and  atropine  pessaries  or 
suppositories,  are  all  useful  means  for  allaying  pain. 

Where  the  agony  is  intense  and  mania  or  delirium  occurs,  it  may 
be  requisite  to  resort  to  chloroform  or  ether ;  but  this  should  never 
be  done  until  other  expedients  have  been  tried  and  failed. 

Apiol,  administered  in  n^v  doses  in  form  of  capsules,  has  been 
highly  recommended.  When  the  patient  feels  the  twinges,  show- 
ing the  effort  of  nature  to  establish  the  flow,  apiol  will  bring  it  on  in 
about  three  or  four  hours.  The  beneficial  action  when  it  occurs  is 
usually  prompt.  If  it  does  not  produce  its  good  effects  speedily,  it 
probably  will  not  at  all.  It  acts  as  an  emmenagogue.  The  capsules 
may  be  given  every  three  hours.  Four  or  five  will  generally  be  suffi- 
cient if  there  be  any  effort  on  the  part  of  nature  to  establish  the  flow. 
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Two  or  three  drachms  of  tincture  of  assafoetida  in  three  ounces  of 
warm  water,  given  as  an  enema,  may  also  be  tried,  or  a  scruple  of 
chloral  in  eight  ounces  of  warm  water  or  gruel. 

For  married  patients  the  occasional  passage  of  the  uterine  sound, 
the  introduction  of  a  galvanic  stem,  the  employment  of  galvanism 
to  the  interior  of  the  uterus  in  the  intervals  of  menstruation,  or 
the  injection  of  warm  water  night  and  morning  per  vaginam,  may 
prove  of  service.  Where  pregnancy  occurs,  a  complete  cure  is  often 
effected. 

The  practitioner  should,  however,  be  careful  not  to  take  the  re- 
sponsibility of  advising  either  very  young  girls  or  people  advanced 
in  life  to  resort  to  the  experiment  of  marriage,  for  if  it  do  not 
succeed,  or  the  malady  be  intensified,  he  will  be  sure  to  be  blamed 
for  suggesting  such  an  expedient. 

Spasmodic  Dysmenorrhoea. — Dr.  Duncan  speaks  of  this  variety, 
extensively  known  as  neuralgic,  and  generally  describsd  as  obstructive 
or  mechanical,  as  being  a  disease  of  the  nature  of  a  neurosis,  in  which 
the  contractions  of  the  uterus  cause  great  pain. 

Physiologists  are  agreed  that  there  are  contractions  more  or  less 
regularly  going  on  in  the  unimpregnated  uterus  of  women^  and  espe- 
cially during  menstruation,  whether  healthy  or  morbid.  In  some 
conditions  of  disease,  as  in  cases  of  uterine  fibroid  that  are  embedded 
in  the  uterine  walls,  the  contractions  are  easily  made  out.  They  may 
be  either  clonic  or  tonic,  the  former  being  probably  the  more  frequent, 
coming  and  going  like  ordinary  labour-pains.  In  severe  cases  the 
contractions  not  only  affect  the  uterus,  but  may  also  affect  the  bladder 
and  rectum,  producing  strangury  and  tenesmus,  and  also  violent  bear- 
ing down  by  reflected  influence. 

Spasmodic  dysmenorrhoea  may  occur  at  any  time.  The  woman 
may  have  the  violent  pains  of  dysmenorrhoea  apart  entirely  from  ovu- 
lation or  menstruation. 

In  the  majority  of  cases  the  pain  begins  before  menstruation  begins, 
being  most  severe  just  as  the  flow  commences,  and  diminishing  as  soon 
as  the  flow  is  free,  a  fact  rather  subversive  of  the  mechanical  theory. 
There  is  frequently  most  pain  when  there  is  least  discharge ;  when 
for  any  reason  the  flow  is  scanty,  the  dysmenorrhoea  becomes  worse 
and  worse,  but  when  the  flow  is  abundant  the  pain  diminishes. 

Another  fact  rather  inconsistent  with  the  popular  theory  of 
mechanical  obstruction  by  stricture,  is  that  even  in  the  severest  cases 
there  is  absolutely  no  pain  for  one  or  two  periods,  and  then  the  pain 
returns  as  badly  as  ever.  Again,  whilst  a  patient  is  in  the  agonies  of 
spasmodic  dysmenorrhoea,  a  fair-sized  bougie — No.  8  for  instance — 
may  generally  be  passed  with  facility. 

In  a  healthy  woman  the  internal  os  uteri  and  the  whole  interior 
of  the  bo  iy  of  the  uterus  are  sensitive ;  the  touching  of  them  by  a 
probe  is  disagreeable.  In  a  woman  suffering  from  spasmodic  dys- 
menorrhoea, the  pain  of  touching  the  internal  os  is  intense,  and  the 
pain  is  aggravated  by  passing  the  sound  further  on  and  touching  the 
body  and  fundus ;  and  in  every  characteristic  case  the  woman  at  once 
tells  you  that  there  is  the  pain  of  her  disease. 

Treatrmnt  of  Spmmodic  Dysmenorrhoeci. — Dr.  Duncan  says  medi- 
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cines  are  not  of  much  service.  Their  great  number  and  variety  is  a 
sufficient  proof  of  itself  that  they  are  inefficient.  Those  which  are 
most  valuable  are  laxatives,  especially  salines,  diaphoretics,  hip-baths,, 
and  guaiacum. 

Lastly,  there  is  the  treatment  by  drowning  the  pain  with  narcotics 
and  anaesthetics ;  but  beware  of  making  them  opium-eaters,  and  so 
producing  a  greater  disease  than  the  one  you  are  attempting  to  cure. 

Mechanical  treatment  by  graduated  bougies  often  proves  of  ser- 
vice when  all  other  means  have  failed.  Instances  are  not  unknown 
where  a  single  passage  of  a  moderate-sized  bougie  through  the  internal 
OS  uteri  succeeded  in  removing  effectually  a  condition  that  for  years 
had  caused  much  distress  at  every  recurring  monthly  period. 

Even  in  virgins  the  employment  of  bougies  is  perfectly  justifiable 
where  the  pain  is  so  severe  as  to  preclude  the  patient  earning  her 
livelihood,  in  that  she  is  unable  to  keep  any  situation,  as  she  has  to 
rest  up  three  days  every  month  in  bed.  Again,  in  cases  where  suicidal 
mania  is  developed  at  these  times,  any  treatment  that  holds  out  the 
least  promise  of  success  is  justifiable. 

Congestive  or  inflammatory  dysmenorrhoea  occurs  where,  from 
some  altei-ation  in  the  condition  of  the  uterus  and  its  appendages,  the 
normal  periodic  congestion  is  inordinately  increased  or  prolonged,  the 
menstrual  flow  not  affording  relief,  much  distress  ensuing  in  conse- 
quence. In  the  true  congestive  form  the  pain  usually  precedes  the 
appearance  of  the  flow  by  some  few  days,  and  is  relieved  in  intensity 
when  this  occurs,  but  there  are  numbers  of  instances  where  the  pain 
is  only  lessened  and  does  not  entirely  disappear  for  several  days  after 
the  peiiod  has  ceased. 

Where  inflammation  of  the  uterus  or  its  appendages  exists,  even 
though  this  may  not  be  sufficient  to  produce  marked  symptoms  during 
the  intervals  of  menstruation,  severe  pain  may  result  when  an  in- 
creased determination  of  blood  to  the  parts  takes  place,  as  occurs  at 
each  menstrual  epoch. 

Causes. — Certain  states  of  the  general  health  tend  to  induce  con- 
gestion of  the  pelvic  organs,  and  may  prove  to  be  the  exciting  cause ; 
such  as  general  plethora,  constipation,  and  the  accompanying  sluggish- 
ness of  the  portal  circulation.  Exposure  to  damp  and  cold  during 
menstruation  is  frequently  sufficient  to  check  the  flow,  and  often  proves 
the  starting-point  of  much  future  discomfort.  Strong  emotional  ex- 
citement during  the  period  occasionally  has  the  same  effect. 

Among  what  may  be  called  local  causes  may  be  mentioned  dis- 
placement of  the  uterus — whether  of  the  nature  of  prolapsus,  flexion, 
or  version — the  presence  of  fibroids  in  the  wall  of  the  uterus,  chronic 
metritis  with  induration  or  hypertrophy  of  tissue,  the  areolar  hyper- 
plasia of  Thomas,  various  forms  of  inflammation,  whether  of  the  uterus 
itself  or  its  surroundings,  such  as  endometritis,  pelvic  peritonitis,  pelvic 
cellulitis,  &c. 

Symptoms. — Any  interference  with  normal  menstruation,  such  as 
we  have  just  referred  to,  may  give  rise  to  much  constitutional  disturb- 
ance— feverishness,  restlessness,  nervousness,  headache — together  with 
marked  pelvic  discomfort,  pain  in  the  lower  back  and  groins,  arrest 
or  diminution  of  the  menstrual  flow,  with  occasionally  much  sympa- 
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thetic  irritation  in  the  neighbouring  viscera,  such  as  tenesmus  or 
diarrhoea. 

On  vaginal  examination  the  uterus  is  found  to  be  exceedingly 
tender,  the  patient  instinctively  shrinking  if  external  pressure  be 
tried  over  the  lower  abdomen.  The  uterus  is  generally  increased  in 
bulk,  and  lower  in  the  pelvis  than  normal.  Pain  in  one  or  other 
ovarian  region  is  also  complained  of,  more  frequently  on  the  left  side. 

Mechanical  impediment  to  the  passage  of  the  menstrual  discharge 
ensues  from  tumefaction  of  the  mucous  membrane,  more  especially  at 
the  internal  os  uteri,  and  pain  results  from  the  nervous  irritation 
induced. 

Diagnosis. — The  fact  of  menstruation  having  previously  been 
performed  naturally  without  sujSfering,  the  history  of  its  having 
been  suddenly  arrested,  the  dull  aching  character  of  the  pain,  which, 
although  it  may  be  lessened  on  the  appearance  of  the  flow,  generally 
persists  even  after  the  period  has  passed,  will  assist  us  in  forming 
our  opinion  as  to  the  nature  of  the  pain  when  due  to  congestion 
simply.  Where  the  pain  is  due  to  inflammatory  mischief,  we  shall 
generally  have  the  history  of  bearing  down,  leucorrhoea,  pain  on 
standing  or  walking,  and  other  symptoms,  during  the  intervals  of 
menstruation.  A  vaginal  examination  will  confirm  our  suspicions, 
and  enable  us  to  form  a  more  definite  opinion  as  to  the  character  of 
the  disorder.  The  introduction  of  the  uterine  sound  will  assist 
materially  in  differentiating  cases  of  this  nature  from  the  obstructive 
form  of  dysmenorrhcea. 

Dr.  Henry  Bennet,  in  his  Treatise  on  Inflammation  of  the  Uterus, 
says  :  In  many  of  the  instances  which  I  have  seen  of  chronic  inflam- 
mation in  the  virgin  female,  the  most  prominent  symptom  has  been 
dysmenorrhcea  in  a  very  severe  form.  Indeed  I  am  convinced  that 
most  ef  the  cases  of  extreme  and  obstinate  dysmenorrhcea  and  dis- 
ordered menstruation,  which  are  at  last  considered  hopeless,  and  are 
merely  palliated  by  narcotics,  will  be  found  on  careful  scrutiny  to 
be  cases  of  ulcerative  inflammation  of  the  uterine  neck,  sometimes 
accompanied  by  chronic  inflammation  of  the  body  of  the  uterus, 
either  general  or  localised.  When  the  cervix  is  inflamed  and 
ulcerated,  the  menses,  whether  they  have  previously  been  easy  or 
difficult,  generally  become  painful,  sometimes  agonisingly  so,  all  the 
local  pains  being  much  exaggerated. 

Treatment. — This  will  depend  materially  upon  the  causal  condi- 
tion. In  plethoric  subjects,  some  form  of  mercury,  as  blue  pill,  calo- 
mel, or  hyd.  c.  cret.,  given  alternate  nights  with  rhubarb  or  colocynth, 
followed  in  the  morning  by  some  saline  aperient,  such  as  a  Seidlitz 
powder,  Pullna  bitters,  Yichy  water,  Carlsbad  salts,  Rochelle  salt, 
sulphate  of  magnesia,  &c.,  is  generally  indicated ;  care  being  taken 
also  to  limit  the  diet,  restrict  the  amount  of  stimulants,  or  prohibit 
their  employment,  increase  the  amount  of  exercise,  and  follow  up 
any  other  indications  the  individual  case  may  present. 

Where  the  congestion  seems  due  to  sudden  suppression  of  the 
catamenia  from  catching  cold,  a  warm  hip-bath,  warm  enemata  or  a 
vaginal  douche,  a  draught  composed  of  sulphviric  ether,  morphia,  and 
tinct.  chlorof.  co.,  with  a  view  to  relieving  pain  and  encouraging  the 
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return  of  the  menstrual  flow,  will  often  prove  of  great  service,  or  a 
Dover's  powder,  to  encourage  diaphoresis,  may  be  given.  A  few  leeches 
a})plied  to  the  uterus  just  before  or  immediately  following  the  period 
will  often  afford  much  relief  and  cut  short  the  disorder. 

Should  any  misplacement  of  the  uterus  exist,  a  Hodge  or  other 
convenient  form  of  pessary  must  be  carefully  adjusted,  and  other 
precautions  taken  to  relieve  the  condition.  Should  a  fibroid  exist, 
the  question  of  its  removal  must  be  considered. 

If  metritis  in  any  of  its  various  forms  seems  to  be  the  exciting 
cause,  much  benefit  will  be  obtained  by  the  application  of  a  few 
leeches ;  three  or  four  to  the  os  uteri,  repeated  or  not,  as  may  seem 
necessary,  just  before  the  advent  of  the  period  or  immediately  after 
its  cessation. 

In  many  of  these  cases,  small  doses  of  the  biniodide  of  mercury 
given  with  cinchona,  persevered  with  for  many  weeks,  will  materially 
relieve  the  symptoms. 

Obstructive  dysmenorrhcea  is  more  especially  applied  to  cases 
where  the  discharge  of  the  menstrual  secretion  is  impeded  in  some 
portion  of  its  course,  either  from  congenital  defect  or  from  some 
acquired  condition,  whether  atresia  or  flexion. 

Pathology. — The  mucous  membrane  lining  the  body  of  the  uterus, 
undergoing  as  it  does  a  molecular  disintegration  followed  by  haemor- 
rhage at  each  monthly  period,  any  impediment  to  the  free  discharge 
per  vias  7iaturales  will  cause  either  partial  or  complete  retention  ; 
the  natural  consequence  of  this  is  distension  of  the  uterus,  efforts 
at  contraction  by  the  muscular  fibres,  nervous  irritation,  and  violent 
spasmodic  efforts  at  expulsion,  constituting  what  may  be  termed 
uterine  tenesmus  or  colic.  If  the  expulsive  efforts  are  sufficient  to 
overcome  the  obstruction  relief  ensues,  but  if  not,  the  contj*actions 
continue,  the  pain  at  times  being  so  intense  that  the  patient  rolls  on 
the  floor  writhing  in  agony. 

In  cases  of  ante-  and  retro-flexion,  where  occlusion  at  the  internal 
OS  occurs  from  the  canal  being  bent  upon  itself,  accumulation  of  the 
menstrual  secretion  takes  place  in  the  retort-like  cavity  of  the  uterus, 
until,  from  the  distension  produced,  and  the  efforts  at  expulsion,  the 
fundus  becomes  raised  in  a  line  with  the  cervix,  allowing  a  gush  of 
fluid  to  take  place,  when  the  fundus  again  falls  and  fresh  accumula- 
tion commences,  the  same  series  of  phenomena  being  oft  repeated. 

Causation. — There  are  certain  congenital  defects  which  may  cause 
obstruction,  such  as  contraction  of  the  cervical  canal  or  occlusion  of 
the  internal  or  external  os  uteri,  conical  cervix,  acute  flexion  of  the 
body  of  the  uterus  on  the  cervix,  atresia  vaginae,  imperforate  hymen, 
&c.  Similar  conditions  may  be  induced  or  acquired  by  inflammation 
affecting  the  lining  membrane  of  the  cervix,  or  from  lymph  being 
deposited  in  the  tissue  of  the  cervix  and  so  interfering  with  the 
calibre  of  the  canal.  The  use  of  the  actual  cautery  or  any  of  the 
more  powerful  caustics — or  rather  the  abuse — may  pi'oduce  closure 
of  the  cervix. 

The  presence  of  a  small  polypus  near  the  internal  os  has  been 
known  to  impede  the  passage  of  the  menstrual  discharge ;  small 
fibroids  in  the  tissue  of  the  cervix  also  interfere  with  the  patency  of 
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the  canal.  Occlusion  of  the  vagina  from  injury  or  sloughing  after 
protracted  labour,  in  cases  of  fever  and  severe  forms  of  epidemic 
leucorrhoea,  occasionally  produces  complete  obstruction. 

There  are  other  causes  of  obstruction  external  to  the  uterus,  such 
as  pelvi-peritonitis,  pelvic  cellulitis  (where  the  uterus  becomes  firmly 
fixed  and  bound  down  by  adhesions),  and  hsematocele,  causing  pres- 
sure, and  keeping  up  a  more  or  less  constant  state  of  congestion  in 
the  uterus. 

Where,  on  examination,  the  axis  of  the  uterus  is  found  to  be 
normal,  not  bent  at  right  angles,  as  in  cases  of  acute  flexion,  and  the 
uterine  sound  can  be  made  to  pass  without  diflUculty,  it  seems  in- 
credible that  obstruction  should  occur,  and  yet  there  are  many 
eminent  gynecologists  who  regard  the  external  cs  as  by  far  the  most 
common  seat  of  obstruction  and  direct  all  their  attention  to  this 
point.  They  contend  that  it  is  so  narrow  that  very  little  is  needed  to 
close  it  altogether,  or  at  all  events  to  so  close  it  that  the  escape  of 
fluid  from  the  uterine  cavity  is  rendered  difficult.  It  is  true  the 
quantity  of  the  menstrual  secretion  varies  in  different  cases  and  under 
different  circumstances,  and  a  canal  which  may  be  a  very  sufficient 
outlet  at  one  time  may  be  quite  inadequate  at  another. 

In  reply  to  those  who  contend  that  the  cervical  canal  is  too  small 
to  allow  the  slow  and  gradual  stiUicidium  of  the  catamenia  through 
the  canal,  and  that  the  menstrual  fluid  is  thus  retained  or  dammed 
up,  or  cannot  pass  out  of  the  cavity  of  the  uterus  fast  enough,  it 
will  be  well  to  bear  in  mind  the  following  facts. 

The  amount  of  sanguineous  discharge  at  each  catamenial  period 
varies  in  different  patients  both  in  duration  and  quantity,  and  even 
in  the  same  patient  at  different  seasons  or  under  different  circum- 
stances. The  flow  varies  in  duration  from  three  to  six  days,  possibly 
four  would  be  a  fair  average ;  the  quantity  varies  from  about  six  to 
eight  ounces.  Allowing  that  the  loss  is  eight  ounces  and  the  average 
duration  four  days,  that  leaves  2  oz.  to  pass  within  the  24  hours,  that 
is  960  drops ;  this  divided  by  24  gives  40  drops  every  hour,  or  about 
I  of  a  drop  every  minute.  Now  when  we  remember  that  the  cervical 
canal  is  at  least  y\  of  an  inch  in  diameter,  it  seems  difficult  to  imagine 
how  this  could  offer  sufficient  im])ediment  to  the  passage  of  so  small  a 
quantity  at  a  time  as  above  calculated. 

Symptoms. ^These  vary  considerably  in  different  patients.  There  is 
generally  a  weary  dull  aching  pain  complained  of  in  the  lower  abdomen 
and  back,  extending  to  the  loins  and  iliac  fossae,  and  not  infrequently 
down  the  inner  side  of  the  thighs,  gradually  increasing  in  severity  and 
producing  such  distress  that  the  patient  is  unable  to  keep  up,  or  to 
attend  to  any  of  her  ordinary  duties.  The  character  of  the  pain  varies 
at  different  times.  It  is  sometimes  desca-ibed  as  an  intense  feeling  of 
weight  and  bearing  down,  causing  nausea  or  even  vomiting,  headache, 
faintness,  and  great  prostration.  Frequently  it  assumes  a  spasmodic 
character  ;  violent  expulsive  efforts,  so-called  uterine  colic,  alternating 
with  periods  of  comparative  ease,  often  giving  rise  to  the  supposition 
that  a  miscarriage  is  imminent;  and  this  view  is  favoured  by  the 
passage  of  clots,  due  to  the  obstruction  preventing  free  excretion, 
-and  the  Menorrhagia  induced  by  tlie  extreme  hyperjemia.    Where  the 
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obstruction  is  so  marked  as  to  cause  more  or  less  complete  retention, 
decomposition  of  the  accumulated  blood  ensues,  prodvicing  much  foetor 
and  irritative  disturbance  of  the  system,  and  thus  apparently  con- 
firming the  supposition  that  a  miscarriage  has  occurred.  The  })ain  at 
times  is  so  intense  that  the  patient  writhes  in  agony,  cold  clammy 
perspiration  bedews  the  forehead,  symptoms  of  collapse  or  utter 
prostration  ensue,  retching  of  a  severe  kind  supervenes,  and  in 
addition  to  all  this  considerable  distension  of  the  abdomen,  making 
the  patient  feel  as  if  she  would  burst,  with  stupor,  delirium,  or  even 
mania,  may  occur.  There  is  usually  some  diminution  of  the  pain  and 
abatement  of  the  other  symptoms  when  the  discharge  is  once  faii-ly 
established,  but  generally  the  pain  continues  throughout  the  period, 
and  in  some  cases  also  persists  during  the  greater  portion  of  the 
interval  between  the  peiiods.  Metrorrhagia,  and  in  some  instances 
hsematocele,  occurs  in  consequence  of  the  continued  obstruction,  with 
occasionally  a  sharp  attack  of  pelvi-peritonitis. 

Diagnosis. — This  can  only  be  effected  by  a  careful  examination  of 
the  patient  during  the  interval,  by  means  of  the  uterine  sound. 
Should  the  uterus  be  found  to  be  the  seat  of  the  obstruction,  con- 
joined manipulation  should  always  be  resorted  to  in  order  to  detect 
the  presence  of  flexions,  fibroid  tumours,  (fee. 

A  careful  consideration  of  the  symptoms  will  generally  enable  us 
to  differentiate  the  obstructive  from  the  other  forms  of  dysmenorrhoea, 
and  where  the  symptoms  are  marked,  physical  exj^loration  should 
invariably  be  resor-ted  to,  whether  the  patient  be  single  or  married. 
It  must  be  borne  in  mind  that  in  some  cases  of  early  utero-gestation, 
where  a  granular  condition  of  the  cervix  exists,  pains  not  unlike 
those  met  with  in  cases  of  obstruction  are  present  at  each  recurring 
menstrual  epoch.  The  fact  of  menstruation  having  been  regular  and 
painless,  and  then  suddenly  ceasing,  together  with  the  presence  of  the 
usual  symptoms  of  early  pregnancy,  should  enable  us  to  differentiate 
these  two  conditions. 

Treatment. — Where  dysmenorrhoea  seems  to  depend  upon  narrow- 
ing of  the  external  or  internal  os  uteri,  the  method  of  overcoming  the 
difficulty  will  be  found  fully  discussed  under  the  Malformations  of  the 
Uterus  (pages  35-41). 

Where  obstructive  dysmenorrhcea  results  from  flexion,  this  must 
first  be  remedied  before  any  more  radical  means  are  adopted.  The 
various  methods  have  been  described  when  speaking  of  flexions.^  To 
prevent  the  possibility  of  acquired  atresia  of  the  cervical  canal 
resulting  from  the  application  of  strong  caustics  in  cases  of  cervical 
endometritis,  care  must  be  taken  to  avoid  using  them  too  energetically 
or  persevering  for  too  long  a  time. 

If  a  small  polypus  be  detected  near  the  internal  os  as  the 
cause  of  the  obstruction,  the  cervix  must  be  dilated  and  the  growth 
removed. 

Atresia  of  the  vagina  or  imperforate  hymen  must  be  dealt  with 
as  indicated  when  speaking  of  these  conditions. 

1  The  reader  will  do  well  to  consult  a  paper  by  Dr.  Herman  in  the  Obstetrical 
Transactions,  vol.  xxiii,  p.  1881:  'On  the  relation  of  Anteflexion  of  the  Uterus  to 
Dysmenorrhoea,' 
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Membranous  dysmenorrhcea  consists  in  the  expulsion  of  organised 
material  from  the  uterus  at  the  menstrual  periods,  which  is  composed 
of  the  lining  membrane  of  the  uterus,  either  in  shreds,  or  as  a  triangu- 
lar sac  representing  a  cast  of  the  cavity  of  the  body  of  the  uterus,  the 
openings  of  the  Fallopian  tubes  and  internal  os  being  plainly  visible. 
The  process  is  usually  attended  by  pain,  often  severe  m  character. 

It  would  take  up  too  much  space  to  discuss  fully  the  various 
theories  that  have  been  advanced  respecting  the  nature  of  this  product. 

The  view  generally  received  at  present  is  that  advanced  by 
Oldham,  viz.,  that  the  entire  mucous  membrane  of  the  body  of  the 
uterus  is  exfoliated,  a  true  menstrual  decidua  being  thrown  off  at  each 
catamenial  period.  Microscopic  research  confirms  this  view,  the  cast 
being  found  to  consist  of  the  lining  membrane  of  the  uterus,  hyper- 
trophied  in  all  its  elements,  almost  exactly  as  it  is  in  pregnancy. 

The  investigations  of  Kundrat  and  Engelmann  ('  Strieker's  Med. 
Jahr.,'  1873,  page  135)  have  thrown  new  light  upon  what  we  know  of 
membranous  dysmenorrhoea — i.e.  the  menstrual  discharge  of  the  super- 
ficial part  of  the  uterine  mucous  membrane  in  a  more  or  less  coherent 
form. 

In  normal  menstruation  the  upper  layers  of  the  proliferated 
mucous  membrane  are  exfoliated,  and  thereby  a  haemorrhage  is  occa- 
sioned. In  membranous  dysmenorrhoea  there  is  an  enhancement  of 
this  process.  Considerable  layers  undergo  fatty  degeneration,  and  are 
then  exfoliated,  no  longer  in  minute  particles,  but  as  shreds  or  as  a 
coherent  membrane.  This  latter  process  has  been  observed  in  cases  of 
poisoning  by  phosphorus. 

In  some  instances  the  membrane  forms  a  distinct  cast  of  the  uterus, 
the  orifices  of  the  Fallopian  tubes  and  the  internal  os  uteri  being  dis- 
tinguishable. It  varies  in  thickness.  The  internal  surface  correspond- 
ing to  the  interior  of  the  uterus  is  smooth,  irregularly  subdivided  by 
furrows,  and  perforated  like  a  sieve  by  the  openings  of  the  glands  of 
the  uterus.  The  external  surface,  where  the  separation  took  place,  is 
bloody,  rough,  shreddy,  or  villous,  often  the  more  so  from  fibrinous 
deposits. 

Under  the  microscope  the  membranes  are  found  to  consist  of  the 
connective  tissue  of  the  mucous  membrane  penetrated  by  the  glands, 
and  of  a  very  abundant  new  formation  of  connective  tissue,  comprising 
large  round  cells,  the  so-called  decidua  cells  (Schroeder). 

Dr.  John  Williams,  in  a  paper  communicated  to  the  Obstetrical 
Society  of  London,  having  watched  carefully  a  series  of  cases  for  many 
years,  comes  to  the  following  conclusions  : — 

1.  The  dysmenorrhoeal  membrane  is  not  the  product  of  conception, 
but  the  decidua  ordinarily  shed  as  debris  with  every  menstrual  epoch. 

2.  It  is  expelled  as  a  whole  or  in  masses,  in  consequence  of  the 
presence  of  an  excess  of  fibrous  tissue  in  the  wall  of  the  uterus  ;  this 
excess  is  due  to  imperfect  evolution  at  puberty,  imperfect  involution 
after  parturition  or  abortion,  or  is  the  pi-oduct  of  acute  inflammation. 

3.  The  membrane  is  neither  the  result  of  an  ovarian  congestion, 
nor  of  an  hypertrophy  of  the  ordinary  decidua. 

4.  The  chronic  inflammation  present  is  usually  the  result  of  the 
monthly  expulsion  of  the  decidua  from  the  uterus,  and  plays  an  acci- 
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dental  part  only  in  its  production ;  the  inflammation  may,  howevei-, 
be  independent  of  the  expulsion  of  the  membrane,  but  it  has  no  causal 
I'elation  to  the  formation  of  the  latter, 

5.  Sterility  is  not  necessarily  associated  with  the  affection,  but  is 
the  result  of  the  condition  induced  by  the  expulsion  of  the  membrane 
from  the  uterus,  inflammation  of  the  uterus  and  ovaries. 

6.  The  membrane  may  be  expelled  without  pain. 

7.  Inflammation  of  the  uterus  greatly  aggravates  the  suffering 
caused  by  the  passage  of  the  membrane  along  the  cervical  canal. 

8.  Great  relief  may  be  obtained  by  curing  the  inflammation  of 
the  cervix,  though  the  membrane  continues  to  be  expelled  every 
month. 

9.  In  order  to  effect  a  cure  the  structure  of  the  whole  of  the  body 
of  the  uterus  must  be  changed. 

Dr.  Barnes  afiirms  from  his  own  observation  that  the  membrane 
expelled  in  some  cases  of  dysmenorrhoea  consists  essentially  of  fibrin 
and  mucus,  and  does  not  contain  the  elements  of  mucous  membrane. 
He  further  adds  :  '  It  is  important  then  to  bear  in  mind  that  the 
membranes  associated  with  dysmenorrhoea  are  not  all  of  one  kind.' 

As  to  the  cause  giving  rise  to  this  condition,  various  theories  are 
still  held.  Some  regard  it  as  the  result  of  endometritis,  a  layer  of 
plastic  lymph  being  formed  and  becoming  organised — an  exudation,  in 
fact,  similar  to  that  formed  in  diphtheria,  croup,  and  plastic  bronchitis. 
Others  consider  that  the  membrane  is  formed  under  the  ovarian 
stimulus,  that  it  is  an  exfoliation  of  the  mucous  membrane  due  to 
congestion  and  irritation  transmitted  to  the  uterus.  Simpson  attri- 
buted the  exfoliation  to  an  exaggeration  of  a  normal  condition,  or  to 
an  exalted  degree  of  a  physiological  action. 

Some  still  contend  that  the  membrane  is  the  result  of  an  early 
conception,  and  that  it  is  never  met  with  in  virgins. 

But  even  Dr.  Barnes  admits  that  though  the  greater  number  of 
the  cases  of  membranous  dysmenorrhoea  that  he  has  met  with  occurred 
in  patients  leading  a  married  life,  and  the  menstruation  had  been  some 
days  in  arrear,  at  the  same  time  we  must  bear  in  mind  that  no  aggre- 
gate of  cases,  however  large,  in  which  this  association  was  verified,  can 
absolutely  exclude  the  possibility  of  the  discharge  of  a  dysmenorrhoeal 
membrane  by  virgins. 

Recognising  this  possibility,  we  must  go  further,  and  affirm  that 
we  cannot,  without  imminent  risk  of  falling  into  scientific  error  and 
unjust  suspicions  of  the  chastity  of  the  patient,  admit  that  any  struc- 
tural character  of  a  membrane  cast  from  the  uterus,  short  of  the  detec- 
tion in  it  of  chorion  villi,  is  proof  of  impregnation. 

Differentiation. — The  conditions  most  likely  to  be  confounded  with 
exfoliation  of  the  mucous  membrane  are  early  abortions  ;  blood-casts 
or  fibrinous  moulds  of  the  uterus  ;  exfoliation  of  the  vaginal  mucous 
membrane,  whether  from  some  morbid  process  or  from  the  application 
of  any  strong  preparations,  such  as  perchloride  of  iron,  carbolic  acid, 
&c. ;  diphtheritic  endometritis.  When  using  astringent  injections  of 
alum,  zinc,  &c.,  for  leucorrhoea,  patients  often  pass  shreds  of  coagulated 
albuminoid  mucus,  described  as  bits  of  skin. 

The  first  of  these  is  the  only  one  likely  to  cause  any  serious  diffi- 
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cnlty  as  regards  diagnosis.  If  we  believe,  as  Dr.  Barnes  asserts,  that 
'  this  form  of  membrane  is  restricted,  not  indeed  absolutely,  but,  with 
rare  exceptions,  to  women  leading  a  married  life,'  the  mere  fact  of  a 
patient  who  is  single  having  passed  such  a  membrane  raises  at  once 
the  question  of  her  chastity.  In  a  medico-legal  aspect  this  point  is  of 
great  importance,  and  the  practitioner  should  be  exceedingly  careful 
in  hazarding  the  expression  of  an  opinion  even,  that  some  young  girl 
has  had  a  miscarriage  when  in  reality  she  has  only  passed  a  dys- 
menorrhoeal  membrane.  As  Dr.  Barnes  very  lucidly  puts  it,  '  If  it 
be  admitted — and  observations  in  point  are  now  so  numerous  and 
authentic  that  it  can  scarcely  be  disputed — that  the  mucous  membrane, 
under  simple  ovarian  menstrual  excitation,  does  undergo  a  high  degree 
of  development  not  distinguishable  from  the  decidua  of  early  preg- 
nancy, it  must  also  be  admitted  as  possible  that  the  mucous  membrane 
so  developed  may  be  cast  off.'  Baciborski,  in  his  Treatise  on  Menstrua- 
tion, has  shown  that  the  dysmenorrhoeal  membrane  is  generally  in 
shreds,  thin  and  membranous,  triangular,  and  showing  the  orifices  of 
the  tubes  and  the  os  internum  uteri.  It  is  always  expelled  at  a 
menstrual  epoch. 

On  the  other  hand,  the  decidua  of  early  abortion  is  generally 
thicker,  blood  being  extra vasated  in  the  substance  :  in  shape  it  is 
more  ovoid  ;  the  tubal  orifices  are  not  easily  made  out,  and  it  is 
generally  passed  after  a  period  has  been  suspended.  In  fact  thei-e 
have  been  symptoms  of  early  pregnancy,  and  generally  some  exciting 
cause,  to  explain  the  throwing  off  of  the  ovum.  If  this  latter  be 
entire  the  risk  of  mistaking  it  for  a  dysmenorrhoeal  membrane  is  still 
more  remote. 

A  careful  examination  of  the  expelled  product,  if  necessary  teasing 
it  out  under  water,  and  submitting  portions  to  the  microscope,  will 
enable  the  practitioner  to  discriminate  between  the  membrane  in 
question  and  the  other  conditions  mentioned.  The  vaginal  epithelial 
layer  differs  materially  in  its  structure  from  that  of  the  uterine  mucous 
membrane. 

Symptoms. — Pains  in  the  hips,  groins,  and  lower  abdomen  usually 
occur  some  little  time  before  the  expected  appearance  of  the  catamenia. 
These  increase  in  severity  and  become  more  paroxysmal  when  the  flow 
commences,  until  at  length  they  become  very  violent  and  expulsive, 
like  labour  pains,  and  continue  so  until  the  membrane  is  expelled, 
when  the  pain  as  a  rule  abates,  although  the  heemorrhage  continues, 
often  profusely,  for  another  day  or  two. 

It  does  not  necessarily  follow  that  at  each  period  shreds  or  casts 
of  mucous  membrane  are  expelled.  Some  periods  are  almost  painless. 
Sterility  is  ^n  almost  invariable  consequence. 

Treatment. — In  furtherance  of  the  views  advocated  by  Dr.  John 
Williams,  he  advises  that  *  our  attention  should  be  directed  to  those 
•conditions  which  are  likely  to  cause  excess  of  fibrous  tissue  in  the 
uterine  wall.  Every  means  should  be  adopted  to  favour  the  physical 
development  of  the  young  girl.  The  puerperal  state  should  be  care- 
fully watched. 

'  The  only  means  whereby  a  cure  is  likely  to  be  effected  when  once 
the  condition  is  established,  is  electricity,  either  in  the  form  of  the 
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continuous  current  or  as  developed  by  a  galvanic  stem.  The  continu- 
ous current  has  proved  successful.' 

Depending  upon  our  views  of  the  pathology  of  this  condition  will 
be  our  method  of  treatment.  In  any  case  the  prognosis  as  to  cure  is 
extremely  unfavourable,  although  in  some  instances  impregnation, 
terminating  in  natural  labour,  has  taken  place,  and  other  cases  of 
complete  cure  have  been  recorded. 

Most  heroic  remedies,  such  as  the  application  of  the  actual  cautery 
to  the  cervix,  division  of  the  cervix  by  the  metrotome,  passing  nitrate 
of  silver  up  to  the  fundus,  and  other  similar  measures,  have  been 
resorted  to  ;  but  until  we  have  .clearer  views  as  to  the  pathology  of 
this  affection,  our  efforts  at  best  can  be  but  experimental. 

■  If  there  be  any  evidence  of  syphilis  affecting  the  constitution,  the 
influence  of  mercury,  both  constitutionally  and  locally,  may  be  tried. 

On  the  theory  that  the  shedding  of  the  mucous  membrane  is  a 
mere  *  menstrual  miscarriage,'  or  *  fruitless  pregnancy,'  as  advocated 
by  Lawson  Tait,  caused  by  an  absence  of  complete  fertility  in  one  or 
other  parent,  most  probably  on  the  part  of  the  male,  prophylactic 
treatment  in  the  way  of  abstinence  from  sexual  intercourse  will  be 
clearly  indicated. 

If  subacute  ovaritis  be  considered  to  be  the  primum  mobile  of 
this  disorder,  our  efforts  should  be  directed  to  attempting  to  relieve 
this. 

If  endometritis  be  regarded  as  the  exciting  cause,  we  should  en- 
deavour to  remove  this  condition.  For  this  purpose,  leeches  to  the 
OS  uteri  have  been  suggested,  together  with  vaiious  applications  to 
the  interior  of  the  uterus,  such  as  the  fused  sulphate  of  zinc  points, 
nitrate  of  silver,  either  the  solid  stick  or  a  strong  solution,  iodine, 
bromine,  chromic,  carbolic,  or  nitric  acid,  iodide  of  mercury,  &c.  If 
any  displacement  of  the  uterus  be  detected,  it  should  if  possible  be 
obviated  by  the  insertion  of  an  appropriate  pessary. 

Whatever  views  we  may  entertain,  however,  as  to  the  pathology 
of  the  affection,  one  indication  is  evident,  and  that  is  the  relief  of  the 
violent  pain.  This  may  be  speedily  accomplished  by  means  of  the 
hypodermic  injection  of  morphia,  or  by  the  inhalation  of  a  few  whiffs 
of  chloroform  or  sulphuric  ether,  or  of  a  few  drops  of  nitrite  of  amyl ; 
but  as  these  expedients  require  medical  supervision,  we  should  be 
careful  to  remember  that  the  oft-recurring  demand  for  their  adminis- 
tration may  prove  a  severe  tax  upon  the  time  of  the  practitioner,  and 
encourage  a  habit  that  may  be  difficult  to  check.  Chloral,  Indian 
hemp,  opium  in  various  forms,  given  in  the  liquor  ammonise  acetatis, 
injected  into  the  bowel  or  used  as  suppositories,  may  also  be  resorted 
to.  Dilatation  of  the  cervix  uteri,  by  means  of  sponge  or  laminaria 
tents,  may  facilitate  expulsion  of  the  membrane,  but  is  an  expedient 
that  should  only  be  adopted  with  great  care  and  strict  supervision, 
lest  more  mischief  be  set  up  than  already  exiwSts. 

General  remedies  in  the  form  of  tonics — quinine,  iron,  strychnia, 
arsenic,  and  the  mineral  acids — may  be  tried  in  the  interval. 

The  bowels  should  be  carefully  regulated,  and  any  condition  tend- 
ing to  deteriorate  the  tone  of  the  general  health  obviated  if  possible. 

Belladonna,  given  for  several  days  previous  to  the  menstrual  flow, 
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in  order  to  get  the  secondary  or  dilatory  effect,  has  been  recommended 
and  deserves  a  trial. 

Ovarian  Dysmenorrhoea. — Any  morbid  condition  of  the  ovary, 
such  as  chronic  or  subacute  ovaritis,  is  likely  to  cause  a  painful  or 
disturbed  action  of  the  organ.  If  in  addition  to  this  we  have  pro- 
lapse of  the  ovary  into  Douglas's  pouch,  where  its  sensitive  structure 
is  liable  to  pressure  from  accumulated  feeces,  and  to  shock  from 
sudden  movements  of  the  body,  we  can  readily  understand  how  irri- 
tation is  kept  up  and  suffering  produced.  Congestion  of  the  ovary 
also  influences  the  condition  of  the  uterus,  and  we  frequently  notice 
symptoms  due  to  increased  and  prolonged  hypersemia  and  hyperses- 
thesia  of  the  uterus.  In  some  cases  the  flow  is  diminished  in 
quantity,  but  more  usually  it  is  either  increased  or  prolonged, 
menorrhagia  being  often  the  exponent  of  ovarian  dysmenorrhoea. 
Hysteria  in  all  its  numerous  protean  forms  is  a  frequent  accompani- 
ment of  this  affection,  and  an  attack  may  often  be  induced  by  pressure 
over  the  ovarian  region.  Epilepsy  is  also  in  many  instances  de- 
pendent upon  ovarian  irritation. 

Patholojy.-  l^egYiGY  has  shown  that  the  ovaries  perform  alter- 
nately, one  ovary  presenting  a  recently  ruptured  follicle,  the  other 
ovary  a  follicle  coming  forward,  in  a  less  advanced  state  of  develop- 
ment. In  women  having  double  uterus  and  vagina  the  menses  have 
been  observed  to  come  from  each  side  alternately. 

In  many  cases  there  is  distinct  thickening  of  the  fibrous  coat  or 
indusium  of  the  ovary,  or  thickening  from  old  adhesions,  interfering 
with  the  normal  dehiscence  of  the  ovule. 

In  some  there  is  distinct  evidence  of  vesicular  oophoritis  or  in- 
flammation of  the  follicles,  while  in  others  there  is  congestion, 
swelling,  tension  of  the  entire  ovarian  capsule,  producing  a  kind  of 
strangulation  more  or  less  painful  in  the  organ. 

Symptoms. — Some  few  days  before  the  expected  appearance  of  the 
catamenia,  aching  pain,  varying  in  intensity  in  different  patients,  is 
experienced  in  one  or  other  iliac  or  inguinal  region.  This  has  been 
spoken  of  as  '  intermenstrual  or  intermediate  dysmenorrhcea.'  The 
pain  usually  ceases  or  materially  diminishes  before  the  commencement 
of  the  flow.  It  is  of  a  dull,  aching  character,  persistent,  not  par- 
oxysmal, extending  down  the  inner  side  of  the  thighs,  and  often 
producing  nausea.  Nervous  phenomena,  such  as  tumefaction  of  the 
abdomen,  depression  of  spirits,  inequality  of  temper,  and  hysterical 
manifestations,  generally  occur.  The  breasts  at  these  times  are 
generally  very  tender,  and  occasionally  swollen. 

It  will  often  be  noticed  that  every  other  period  is  worse  than  the 
alternate  ones,  and  that  the  pain  is  more  frequent  on  one  side.  This 
is  readily  explained  on  the  assumption  of  the  alternate  action  of  the 
ovaries,  and  by  the  fact  of  one  of  them  being  the  subject  of  subacute 
ovaritis. 

Diagnosis. — This  must  depend  partly  upon  the  history,  partly 
upon  the  rational  and  physical  signs. 

The  characteristic  symptoms  have  already  been  given.  The 
physical  signs  are  chiefly  pain  on  pressure  over  one  or  other  ovarian 
region,  externally  and  internally  as  well.    If  the  finger  be  pressed 
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backwards  high  up  in  the  vaginal  cul-de-sac  on  one  or  other  side,  or 
the  uterus  be  pressed  towards  the  affected  side,  pain  is  experienced. 
The  finger  in  the  rectum  often  detects  the  prolapsed,  congested, 
enlarged,  and  tender  ovary  even  more  distinctly  than  per  vaginam. 

Barnes  asserts  that  a  characteristic  sign  of  ovarian  congestion  is 
that  the  body  of  the  uterus  is  drawn  towards  the  affected  ovary  in 
lateroversion,  so  that  the  vaginal  roof  on  that  side  is  more  tense  and 
full  than  on  the  other. 

In  ovarian  dysmenorrhoea  the  pain  is  more  lateral,  and  begins 
some  days  before  the  flow,  sometimes  midway  between  the  periods, 
and  commonly  ceases  before  the  flow  sets  in.  In  the  case  of  uterine 
dysmenorrhoea  the  pain  complained  of  is  central,  pelvic,  and  lumbo- 
sacral, and  does  not,  as  a  rule,  disappear  on  commencement  of  the  flow. 

The  treatment  of  ovarian  dysmenorrhoea  is  not,  as  a  rule,  at  all 
satisfactory.  Where  chronic  enlargement  of  the  ovary,  with  prolapse, 
has  existed  for  many  years,  our  hopes  of  affording  relief  are  very 
slight.  The  main  points  to  be  attended  to  are  to  improve  as  much 
as  possible  the  tone  of  the  general  health,  and  to  allay  local  pain. 

Bearing  in  mind  that  the  symptoms  are  apt  to  recur  periodically 
for  many  years,  we  must  be  very  careful  not  to  resort  unnecessai  ily 
to  such  agents  as  opiates,  alcoholic  stimulants,  and  anaesthetics.  We 
should  rely  rather  upon  such  agents  as  the  bromides  of  potassium, 
ammonium  and  camphor,  chloride  of  ammonium,  the  tincture  of 
Indian  hemp,  hyoscyamus  and  camphor. 

Where  the  bromides  are  tried,  they  should  be  given  the  week 
before  the  expected  return  of  the  pain,  and  continued  during  the 
period,  the  dose  being  gradually  augmented  from  15  to  20  or  even  25 
grains  thrice  daily,  if  necessary  or  thought  desirable. 

The  bromide  of  ammonium  is  less  likely  to  produce  bromic  acne 
than  the  corresponding  salt  of  potassium  ;  but  if  this  latter  be  em- 
ployed, a  few  minims  of  liq.  arsenicalis  tend  to  counteract  the 
tendency. 

In  severe  cases  it  may  be  necessary  to  combine  chloral  or  morphia 
with  the  evening  dose,  in  order  to  ensure  repose  during  the  night. 
The  spiritus  setheris  and  liq.  amm.  acetatis  may  often  usefully  be 
combined  with  the  bromides. 

Should  convulsions  occur,  the  inhalation  of  chloroform  may  be 
resorted  to. 

Locally,  depletion  by  means  of  leeches  has  been  in  some  few 
cases  successful,  but  their  employment  is  attended  by  many  dis- 
advantages, and  they  should  on  no  account  be  systematically  em- 
ployed, as  they  can  but  tend  to  produce  ansemia  and  debility,  and 
thus  increase  the  local  hypersesthesia. 

They  may  be  applied  either  to  the  iliac  region  or  at  the  verge  of 
the  anus. 

Turpentine  stupes,  mustard  poultices,  and  blisters  have  also  their 
advocates,  the  counter-irritation  in  some  cases  affording  nianifest 
relief.  Vesication  by  means  of  chloroform  or  ammonia  is  also  of 
service.  We  should  be  careful  to  avoid  the  possibility  of  the  rectum 
being  loaded,  as  otherwise  the  pressure  ou  the  inflamed  ovary  will 
materially  aggravate  the  discomfort. 
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Warm  hip-baths  and  vaginal  injections,  together  with  rest  in  the 
I'ecumbent  posture,  should  be  employed  for  the  week  preceding 
menstruation,  during  the  period,  and  for  a  few  days  following. 

Opiate  suppositories  or  vaginal  pessaries  may  also  be  employed. 

During  the  intervals,  change  of  scene  and  occupation,  sea-bathing, 
a  resoi't  to  the  mineral  springs  and  baths,  regular  daily  out-door 
exercise,  the  use  of  chalybeates  and  other  tonics,  may  prove  of 
service. 

In  the  event  of  marriage  and  impregnation  taking  place,  though 
sterility  is  the  rule,  the  nine  months'  inactivity  and  repose  thus 
secured  to  the  ovaiies  may  prove  of  service.  It  is  an  expedient, 
however,  that  the  medical  adviser  should  be  careful  to  avoid  taking 
the  responsibility  of  suggesting. 

The  question  of  Battey's  operation  for  extirpation  of  the  ovaiies 
in  severe  cases  of  ovarian  dysmenorihoea  will  be  found  fully  discussed 
under  the  Diseases  of  the  Ovaries  (p.  250). 

A  most  interesting  communication  by  Dr.  H.  Battey,  of  Georgia, 
with  a  discussion  thereon,  will  be  found  in  the  Transactions  of  the 
International  Medical  Congress  (held  in  London  in  1881),  vol.  iv. 
p.  279,  which  the  practitioner  will  do  well  to  consult.  It  would  be 
difficult  to  give  even  a  brief  abstract  of  the  question  in  the  limits  at 
our  disposal  here,  and  we  must  therefore  content  ourselves  with  a 
reference  to  the  paper. 
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LEUCORRHCEA. 

This  term,  from  Xevi^oc,  white,  and  pfoj,  I  flow,  is  generally  em- 
ployed to  designate  any  unusual  secretion  from  the  female  genera- 
tive passages,  of  a  whitish,  yellowish,  or  slightly  greenish  tint,  varying 
in  consistency  from  a  thin  milky  fluid  to  that  of  a  thick  muco- 
purulent secretion,  or,  in  some  instances,  a  viscid  gelatinous  material 
like  unboiled  white  of  egg.  It  is  often  spoken  of  by  patients  as  'the 
whites,'  and  has  been  variously  described  under  the  names  of  fluor 
albus,  blennorrhoea,  flears  blanches,  and  countless  other  terms.  Al- 
though it  is  merely  a  symptom  of  many  and  various  disorders  of  the 
female  generative  organs,  and  not  a  primary  affection  or  an  essential 
morbid  condition,  it  will  be  well  to  consider  briefly  the  significance 
of  leucorrhoea,  and  to  indicate  the  usual  causes  of  its  production. 

Before  attempting  to  enumerate  the  conditions  likely  to  produce 
an  abnormal  discharge  from  the  vagina,  it  will  be  well  to  mention 
that  in  a  state  of  health  there  is  a  constant  secretion  of  mucus  from  the 
whole  of  the  genital  tract,  but  sufficient  only  to  lubricate  the  parts.  The 
amount  varies  in  different  patients  and  under  different  cii'cumstances, 
within  strict  physiological  limits.  It  is  only  when  the  secretion 
becomes  excessive,  or  annoys  the  patient  by  producing  irritation 
externally,  and  her  attention  is  directed  to  it,  that  it  constitutes 
leucorrhoea.,  and  we  are  appealed  to  for  treatment. 

At  the  orifice  of  the  vagina  we  have  sebaceous  follicles  which 
secrete  an  oily  mucus,  as  well  as  muciparous  glands  which  secrete  a 
viscid  mucus  serving  to  lubricate  the  parts.  Bartholini's  glands 
secrete  a  clear  viscid  fluid  having  a  natural  reaction,  resembling 
somewhat  the  prostatic  fluid,  and  having  a  peculiar  odour.  This 
secretion  is  liable  to  considerable  increase  during  venereal  excitement, 
being  discharged  in  jets  during  copulation.  From  the  vaginal  mucous 
membrane  an  acid  mucus  is  secreted,  which  becomes  mixed  with  large 
quantities  of  epithelial  debris,  and  presents  a  somewhat  milky  appear- 
ance. The  fundus  vaginae  and  external  surface  of  the  cervix  uteri 
exude  a  mucus  consisting  of  plasma,  containing  multitudes  of  scaly 
epithelium-cells.  From  the  glands  within  the  cervical  canal,  a  trans- 
parent viscid  alkaline  mucus  is  secreted,  forming  a  glairy  albuminous 
fluid  like  unboiled  white  of  egg  as  it  exudes  from  the  os  uteri,  but 
when  mixed  with  the  acid  secretion  from  the  vagina,  the  albumen 
becomes  coagulated,  and  a  white  creamy  discharge  results.  There  is 
also  a  whitish  alkaline  mucus  from  the  Fallopian  tubes  and  cavity  of 
the  uterus  proper,  containing  columnar  cilia;ted  epithelium-cells. 
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Causation. — Leucorrhoea  in  some  instances  may  be  regarded  as 
physiological.  Thus,  just  before  and  after  the  ordinary  menstrual 
flow,  a  pale  mucous  discharge  from  the  uterine  cavity  is  not  infre- 
quent. In  chlorotic  girls  we  often  get  leucorrhoea  as  a  substitute  for 
the  healthy  menstrual  sanguineous  flow,  so  that,  as  Barnes  suggests, 
it  may  with  strict  justice  be  called  menstrual  leucorrhoea.  During 
pregnancy  also,  an  excessive  secretion  of  mucus  often  attends  the 
normal  hypersemia,  covering  the  rugae  of  the  vagina  with  a  white 
opaque  secretion  of  creamy  consistency.  Leucorrhoea  in  many  in- 
stances may  be  regarded  as  a  catarrh  of  the  uterine  or  vaginal  mucous 
membrane,  induced  by  cold  or  damp.  The  direct  exposure  of  the 
patulous  vagina  to  draughts  of  cold  air,  from  using  open  privies  oi- 
draughty  w.c.'s,  frequently  induces  leucorrhoea,  as  also  pelvic  peri- 
tonitis and  cellulitis. 

Leucorrhoea  may  be  the  expression  of  a  constitutional  diathesis, 
such  as  the  strumous  or  tubercular,  the  syphilitic,  and  even  the 
gouty  and  rheumatic.  Anaemia,  whether  from  defective  nutrition, 
prolonged  lactation,  menorrhagia,  any  acute  or  chi'onic  diease,  life  in 
town,  unhealthy  occupations,  or  other  similar  conditions,  is  not  infre- 
quently attended  by  leucorrhoea. 

Dyspepsia,  more  especially  if  flatulence  and  constipation  exist,  is 
frequently  associated  with  leucorrhoea.  It  is,  however,  difficult  in 
some  cases  to  determine  which  was  the  antecedent  disorder.  Leucor- 
rhoea may  be  an  expression  of  vascular  turgescence,  the  result  of 
difficulties  associated  with  the  cardiac,  renal,  or  hepatic  circulation. 
Where  constitutional  predisposition  exists,  any  slight  cause  will 
provoke  it,  such  as  walking,  excess  in  coitus,  dancing  or  other 
exercise. 

Vaginitis,  simple  or  specific,  is  occasionally  spoken  of  as  leucor- 
rhoea, and  even  the  watery  discharge  present  in  cases  of  epithe- 
lioma. When  leucorrhoea  is  constant,  it  will  usually  be  found  to 
depend  upon  some  uterine  disorder,  such  as  subinvolution,  fibroids, 
polypi,  or  fungous  vegetations,  displacements,  endometritis,  corporeal 
or  cervical  granular  degeneration,  laceration  and  eversion  of  cervix, 
or  other  form  of  uterine  disease. 

Diagnosis. — The  state  of  the  general  health,  the  history  as  to  the 
onset,  duration,  and  character  of  the  discharge,  will  often  enable  us 
to  form  an  opinion  as  to  the  nature  of  the  disorder.  In  chlorotic  and 
anaemic  giils,  it  is  seldom  requisite  to  resort  to  a  local  investigation ; 
constitutional  treatment  will  generally  be  sufficient  to  clear  up  the 
diagnosis.  In  married  patients,  and  where  the  discharge  persists  in 
spite  of  simple  treatment,  it  is  always  better  to  make  a  vaginal  exa- 
mination. 

Dr.  Tyler  Smith  has  shown  that  vaginal  leucorrhoea  consists  of  a 
white  creamy-looking  fluid,  composed  of  acid  plasma,  scaly  epithelium, 
pus-corpuscles,  blood-globules,  and  fatty  matter,  whereas  cervical  or 
uterine  leucorrhoea  consists  of  a  thick,  tenacious,  ropy  secretion,  like 
the  unboiled  white  of  egg,  becoming  denser  from  admixture  with  the 
acid  secretion  of  the  vagina,  which  converts  it  into  a  curdy  fluid 
resembling  boiled  starch. 

It  is  composed  of  alkaline  plasma,  rnucus-corpuscles,  altered 
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cylinder  epithelium,  pus-corpuscles,  blood-globules,  and  fatty  par- 
ticles. 

Treatimnt. — The  first  question  that  will  generally  present  itself 
to  the  practitioner  when  a  patient  complains  of  leucorrhoea,  will  be 
the  necessity  or  otherwise  of  a  local  examination,  and  this  is  by  no 
means  unimportant.  Much  obloquy  may  be  incurred  by  examining 
unneces'=;arily  a  single  patient,  and,  on  the  contrary,  legal  proceedino;s 
have  before  now  been  instituted,  where,  in  cases  of  epithelioma,  the 
patient  has  been  treated  for  months  for  leucorrhoea,  no  examination 
liaving  been  made,  and  the  true  nature  of  the  disease  not  discovered 
until  it  was  too  late  for  any  operative  interference. 

As  a  general  rule  it  may  be  stated,  never  examine  single  patients 
until  simple  remedies  have  failed,  and  then  only  digitally  in  the  first 
instance,  the  speculum  being  employed  should  the  finger  detect 
disease  of  the  os  or  cervix  uteri ;  always  examine  married  patients 
where  the  discharge  is  persistent,  or  the  symptoms  of  uterine  disease 
are  severe  or  well  marked. 

In  strumous,  phthisical,  chlorotic,  and  ansemic  patients  we  must 
first  endeavour  to  improve  the  tone  of  the  general  health,  by  attending 
to  the  digestive  organs,  regulating  the  bowels,  securing  a  proper 
amount  of  daily  exercise,  change  of  air,  with  sea-bathing,  if  the  season 
permits,  and  administering  light  chalybeate  tonics  combined  with 
quinine,  stiychnia,  or  arsenic.  Cold  hip-baths  and  the  employment 
of  the  vaginal  syringe,  with  lotions  containing  borax,  boracic  acid, 
chloral  hydrate,  alum  or  sulphate  of  zinc,  in  the  proportion  of  about 
one  drachm  to  a  pint  of  water,  will  generally  prove  of  much  service. 

When  the  secretion  seems  to  be  chiefly  vaginal,  and  the  general 
health  is  in  fair  condition,  the  employment  of  hot-water  vaginal 
injections,  the  patient  lying  on  her  back,  with  her  hips  raised,  will 
often  prove  of  much  service.  Having  tried  this  in  any  case  for  a 
short  time,  and  the  discharge  still  persisting,  the  application  of  some 
caustic  solution  may  efiectually  check  the  secretion.  The  vagina 
having  been  first  well  washed  out  with  simple  water,  as  large  a 
tubular  speculum  as  the  passage  will  tolerate  is  then  gently  inserted, 
so  as  to  unfold  the  rugse  right  up  to  the  fundus  vaginae.  Half  an 
ounce  or  more  of  a  strong  solution  of  nitrate  of  silver,  carbolic  acid, 
iodine,  or  other  suitable  agent,  is  then  poured  into  the  speculum  and 
allowed  to  bathe  the  walls  thoroughly  as  the  instrument  is  graduallv 
withdrawn.  When  the  extremity  of  the  speculum  is  about  one  inch 
from  the  vulval  aperture,  the  outer  end  must  be  tilted  down  so  as  to 
allow  the  fluid  to  run  out  into  a  porringer,  and  avoid  its  coming  in 
contact  with  the  vaginal  orifice  or  running  down  over  the  parts  ex- 
ternally ;  a  tampon  saturated  with  glycerine  is  then  inserted  just 
within  the  vagina,  and  the  patient  kept  in  the  recumbent  position 
until  all  inconvenience  has  subsided. 

Where  these  simple  measures  fail,  or  the  symptoms  demand  local 
exploration,  it  will  generally  be  found  that  the  leucorrhoea  is  uterine 
and  not  vaginal.  In  these  cases  mere  vaginal  injections  are  not 
sufficient  to  efiect  a  cure  ;  it  will  be  necessary  to  apply  caustics  to  the 
cervical  canal,  or  resort  to  such  other  local  treatment  as  the  nature  of 
the  case  may  indicate,  and  which  will  be  found  fully  described  under 
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their  appropriate  headings.  As  previously  indicated,  leucorrhoea 
sSiould  not  be  regarded  as  an  independent  disease,  but  merely  as  a 
symptom  of  constitutional  or  local  origin.  The  chief  object  is  to 
make  an  accurate  diagnosis ;  this  being  done,  the  treatment  can  be 
then  persistently  carried  out. 

Where  the  discharge  is  very  acrid  and  irritating  in  character,  it 
occasionally  happens  that  much  irritation  or  smarting  of  the  labia  and 
inner  surface  of  the  thighs  occurs,  producing  a  species  of  intertrigo  or 
excoriation  which  adds  much  to  the  patient's  discomfort,  and  demands 
our  assistance.  Strict  attention  to  cleanliness,  more  especially  the 
frequent  employment  of  the  vaginal  douche  or  syringe,  with  some 
alkaline  lotion,  such  as  sodse  biborat.  5j-5ij  or  sodse  carb.  gss  ad 
aquam  Oj,  must  be  had  recourse  to. 

The  insertion  of  a  plug  of  cotton-wool,  medicated  or  not,  as  the 
case  demands,  just  within  the  vaginal  orifice,  to  prevent  the  discharge 
running  down  and  irritating  the  parts,  is  often  of  great  service. 

Where  the  irritation  seems  disproportionate  to  the  amount  of 
discharge,  we  should  be  careful  to  ascertain  that  there  is  no  diabetes 
present.  It  has  frequently  been  our  lot  to  detect  this  condition  where 
it  had  previously  never  been  suspected. 

If  a  distinct  eczematous  eruption  be  present,  much  benefit  will  be 
derived  by  paintinor  the  surface  over  with  a  strong  solution  of  the 
nitrate  of  silver,  "3 j  ad  5j  aquae,  and  the  subsequent  employment  of 
some  sedative  lotion,  such  as  camphor  5j,  spir.  vini  rect.  q.s.,  glycer. 
boracis  Jss,  aqute  rosje  ad  J  viij — M.  A  small  quantity  to  be  used  with 
equal  proportion  of  warm  water  several  times  daily.  A  lotion  com- 
posed of  calamine  Jss,  p.  zinci  oxidi  Jj,  glycerin,  purif.  Jij,  aq  rosse 
ad  §viij — M.,  dabbed  on  the  surface,  often  allays  the  irritation.  Dust- 
ing the  surface  over  with  powders  composed  of  bismuth,  camphor, 
oxide  of  zinc,  and  starch,  is  also  very  useful. 

The  application  of  a  coating  of  flexile  collodion  to  protect  the 
irritated  surface,  in  some  cases  works  wonders,  enabling  the  skin  to 
recover  its  healthy  condition. 

Infantile  leucorrhoea  is  confined  chiefly  to  the  external  genitals, 
rarely  extending  to  the  vagina.  It  occurs  not  only  in  infants  but  in 
children  of  all  ages.  The  sebaceous  glands  not  being  as  yet  developed, 
the  discharge  is  serous  or  seropurulent. 

Causation. — This  condition  most  frequently  occurs  among  the 
neglected  children  of  the  poor  from  want  of  proper  care  and  attention 
as  regards  food,  hygiene,  and  personal  cleanliness.  It  has  been  known 
to  occur  epidemically,  and  may  arise  from  ascarides  in  the  rectum 
finding  their  way  into  the  vagina,  the  irritation  of  dentition,  cold, 
irritating  substances  applied  to  the  part,  or  mechanical  injury,  as  from 
attempts  at  intercourse.  Strumous  children  are  especially  liable  to 
suffer  from  it,  and  it  also  follows  as  a  sequela  of  small-pox,  scarlet 
fever,  &c.  In  children  subject  to  skin  diseases  (eczema,  impetigo, 
&c.),  leucorrhcea  is  no  unusual  concomitant. 

Symptoms. — At  first  heat  and  discomfort,  with  some  amount  of 
itching  and  irritation,  are  complained  of,  with  possibly  smarting  or 
scalding  on  passing  water. 

Later  on,  a  thin  colourless  mucous  discharge  appears,  which 
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increases  in  quantity  and  becomes  thicker  and  more  mucopurulent, 
often  producing  much  irritation  from  its  acrid  character,  arid 
occasionally  excoriation,  or  even  ulceration  or  eczematous  eruption,  on 
the  skin. 

In  acute  cases  the  pain  and  irritation  rapidly  increase,  interfering 
with  locomotion  and  often  with  rest,  the  scalding  on  micturition 
being  often  very  distressing.  As  a  rule  the  symptoms  subside  in  a 
few  days,  the  discharge  ceasing  entirely,  or  occasionally  becoming 
chronic. 

Where  it  assumes  an  epidemic  form  the  cases  are  often  very 
severe  as  well  as  fatal,  being  more  of  an  erysipelatous  character. 

Much  smarting  and  irritation  often  occur,  inducing  the  child  to 
scratch  and  rub  the  parts,  thus  increasing  the  irritation  and  often 
leading  to  the  suspicion  that  she  has  been  improperly  tampered  with. 
A  medical  man  should  be  on  his  guard  in  listening  to  any  accusation 
of  this  nature,  and  not  be  misled  by  statements,  suggested  it  may  be 
by  the  mother,  tending  to  criminate  some  one  of  rape. 

Where  infantile  leucorrhoea  is  supposed  to  be  the  result  of  an 
attempt  at  criminal  intercourse,  we  should  be  extremely  careful  in 
accepting  the  suggestion  even  of  the  one  being  dependent  upon  th^ 
other.  'The  presence  of  this  discharge  is  no  proof  whatever  of  such 
an  offence,  which  must  be  proved  hi/  evidence  totally  independent  of  it.' 
(Churchill.)  No  suggestions  should  be  made  to  the  child  in  the  way 
of  leading  questions;  but  any  facts  in  relation  to  the  supposed  occurrence 
should  be  carefully  noted,  such  as  the  presence  of  blood-stains  or  those 
of  seminal  fluid  on  the  linen,  marks  of  contusion  on  the  vulva,  &c. 

The  chief  points  to  be  depended  on  in  such  cases  in  forming  an 
opinion,  are  the  sudden  invasion  of  the  symptoms,  their  severity,  the 
presence  of  contusion,  swelling,  ecchymosis,  with  soreness  and  other 
indications  of  violence  having  been  employed. 

Occasionally  an  eczematous  kind  of  crust  forms,  and  on  separation 
of  this  a  more  or  less  ulcerated  surface  presents  itself,  which  has  at 
times  been  mistaken  for  syphilis. 

Where  the  excoriation  is  marked  or  ulceration  ensues,  adhesion 
between  the  opposed  surfaces  of  the  labia  occasionally  results,  and 
if  not  prevented  will  ultimately  cause  occlusion  of  the  vaginal  orifice, 
and  may  thus  interfere  subsequently  with  the  escape  of  the  catamenia, 
or  offer  an  obstacle  to  coition  or  parturition.  Simply  tearing  the 
surfaces  asunder,  when  the  adhesion  is  recent,  and  keeping  them 
separate  by  oiled  lint,  will  obviate  this  difficulty ;  but  if  allowed  to 
continue,  an  operation  will  be  necessary  to  remedy  it. 

Treatment. — The  first  consideration  will  be  to  attend  to  the  general 
health.  The  bowels  must  be  carefully  regulated  by  simple  laxatives, 
such  as  the  effervescing  citrate  of  magnesia,  syrup  of  senna,  tamarinds, 
a  few  grains  of  pulv.  hyd.  c.  cret.  c.  rheo,  &c.,  and  chalybeate  tonics 
in  combination  with  salines,  or  a  mixture  of  the  syrup  of  the  iodide 
of  iron  with  cod-liver  oil  administered.  Locally,  warm  hip  baths  or 
fomentations,  strict  cleanliness,  keeping  the  parts  separate,  and  avoid- 
ing irritating  them  by  rubbing.  The  application  of  lead  lotion,  black 
wash,  or  a  lotion  composed  of  glyc.  boracis  ^ij,  aq.  rosae  ad  ^viij,  will 
generally  be  sufficient  to  relieve  the  milder  forms  in  the  early  stage. 
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Should  the  discharge  continue  and  become  chronic,  we  may  try- 
lotions  of  alum,  sulph.  gr.  iv  ad  zinci  sulph.  gr.  ij-iv  ad  Jj,  or  arg. 
nit.  gr.  v-x  ad  Jj. 

The  application  of  the  glyc  acid.  carboL,  or  of  a  strong  solution  of 
nitrate  of  silver  ( 5j  ad  §j  aquae)  will  often  effect  a  cure  when  less 
seA^ere  measures  fail. 

In  some  instances  it  is  necessary  to  apply  these  not  only  to  the 
vulva  but  to  the  vagina  as  well.  A  Playfair  probe,  coated  thickly  with 
absorbent  wool,  answers  the  purpose  best,  oil  being  subsequently 
applied  to  allay  undue  irritation. 
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CHAPTER  XXXIT. 

UTERINE  HAEMORRHAGE,  MENORRHAGIA,  AND  METRORRHAGIA. 

Uterine  Haemorrhage,  Menorrhagia,  and  Metrorrhagia. — Under 
tliis  heading  we  shall  consider  all  forms  of  immoderate  or  unusual 
flow  of  blood  from  the  uterus,  including  menorrhagia^  or  profuse 
menstruation,  where  the  ordinary  catamenial  period  is  inordinately- 
prolonged,  the  quantity  discharged  is  excessive,  or  the  interval 
between  the  periods  is  diminished  ;  and  metrorrhagia,  or  copious  and 
continuous  flow  of  blood  duiing  the  interval,  not  necessarily  asso- 
ciated with  menstruation,  often  described  by  patients  as  flooding,  and 
occluding  so  irregularly  that  no  monthly  periodicity  can  be  detected. 

When  we  remember  that  of  all  the  organs  in  the  body  the  uterus 
is  the  only  one  from  which  blood  flows  as  a  physiological  process,  we 
shall  not  be  surprised  to  find  that  this  function  is  influenced  by  many 
and  various  causes  both  general  and  local,  and  is  often  a  symptom  of 
the  most  varied  aflections.  Haemorrhage  must  not  be  regarded  as  a 
disease  or  entity  per  se  for  which  one  method  of  treatment  is  uni- 
versally applicable,  otherwise  we  shall  fail  in  our  eflforts  to  afibrd 
relief.  Nor  must  Ave  regard  haemorrhage  from  the  uterus  as  an 
invariable  evidence  of  disease,  for  it  may  be  merely  an  expression  of 
constitutional  or  general  vascular  tension,  the  uterine  mucous  mem- 
brane acting,  so  to  speak,  as  a  safety-valve,  a  smart  attack  of 
haemorrhage  often  serving  to  avert  a  still  more  serious  effusion  from 
the  ovary,  or  its  surrounding  plexus,  into  the  peritoneum,  or  even  an 
attack  of  apoplexy  at  the  so-called  climacteric  period,  the  uterine 
haimorrhage  being  beneficial  and  often  afibrding  us  a  useful  hint  as 
to  treatment. 

In  order  that  we  may  arrive  at  some  rational  explanation  of  the 
cause,  it  is  essential  that  we  have  some  classification  that  shall  include 
all  the  more  important  pathological  factors  which  are  the  source  of 
excessive  or  prolonged  uterine  haemorrhage,  and  however  arbitrary 
such  classification  may  be,  it  will  materially  assist  us  in  our  task. 

General  Causes  of  Uterine  Hcemorrhage. 

Mental  worry,  distress,  shock,  &c. 
Long-continued  mental  depression. 
Emotional  influences. 

'  Mitral  and  other  valvular  diseases,  such  as  insufficiency  and 
stenosis  of  the  mitral  valves,  leading  to  hypertrophy, 
dilatation,  &c. 
k  Fatty  degeneration.' 


Cerebral. 


Cardiac. 
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General  Causes  of  Uterine  Hcemorrhage. 

Pneumonia,  bronchitis,   emphysema,  phthisis,  &c.,  where 

dyspnoea  or  oedema  dispose  to  uterine  congestion. 
Tropical  diseases  ;  congestion  from  alcohol,  more  especially 
about  the  climacteric,  with  general  plethora  from  high 
living  and  indolent  habits  ;  acute  atrophy. 
Albuminuria ;  Bright's  disease. 

Ague  ;  malaria  from  residence  in  damp  or  marshy  districts. 
Excess  in  coitu  ;  ovaritis. 

Constipation  ;  haemorrhoids ;  large  abdominal  tumours,  by 

obstructing  the  return  of  blood  through  the  vena  cava. 
Variola,  rubeola,  &;c. 

As  in  cholera,  typhus,  scurvy,  lead-poisoning,  leucocythemia, 

hgemophilia,  &c. 
Excessive  lactation  and  other  debilitating  influences. 
First  establishment  of  catamenia;  climacteric. 

It  would  answer  no  useful  purpose  to  attempt  to  enter  minutely 
into  the  various  general  causes  of  uterine  haemorrhage.  The  mere 
statement  of  them  will  be  svifficient  to  direct  the  practitioner's  at- 
tention to  the  possibility  of  one  or  more  of  them  proving  an  exciting 
cause,  more  especially  if  on  examination  'per  vaginam  no  well-marked 
uterine  disorder  be  detected.  The  condition  of  the  heart,  liver,  and 
kidneys  should  in  all  cases  be  carefully  investigated,  for  even  if  some 
local  uterine  cause  exist,  the  state  of  the  organs  mentioned  may 
exert  a  marked  influence  in  keeping  up  or  intensifying  the  uterine 
haemorrhage. 

Differentiation. — Uterine  haemorrhage,  being  merely  a  symptom 
of  so  many  and  different  conditions,  it  is  of  course  very  important  to 
endeavour  to  ascertain  what  are  the  predisposing  and  exciting  causes 
in  the  individual  case  under  consideration.  This  is  often  extremely 
difficult,  but  none  the  less  must  be  attempted,  as  unless  we  have 
some  rational  idea  of  the  probable  cause,  we  shall  not  only  fail  in 
our  efforts,  but  may  possibly  aggravate  the  symptoms  we  are  en- 
deavouring to  relieve. 

If  any  condition  of  the  system  generally,  such  as  we  have  indi- 
cated in  the  list  of  general  causes,  be  evident,  our  efforts  must  be 
first  directed  to  remedy  this.  Should  we  not  succeed  it  will  then  be 
advisable  to  investigate  carefully  and  systematically  the  condition  of 
the  pelvic  organs,  bearing  in  mind  the  several  local  causes  mentioned 
as  likely  to  occasion  haemorrhage. 

The  uterus  itself  must  be  examined  digitally  by  conjoined  manipu- 
lation, by  the  aid  of  the  uterine  sound,  provided  there  be  no  suspicion 
of  pregnancy,  and  by  the  speculum.  The  condition  of  the  pelvic 
contents  must  be  carefully  ascertained  by  the  several  means  previously 
indicated. 

If  on  examination  the  cause  of  the  haemorrhage  seems  to  be  intra- 
uterine, it  may  be  necessary  to  dilate  the  cervix  uteri  by  means  of 
laminaria  or  sponge  tents,  and  then  examine  thoroughly  the  interior 
by  the  aid  of  the  finger,  the  uterine  sound,  or  the  curette. 

Treatment. — -This  of  course  will  depend  upon  the  supposed  cause 
of  the  haemoirhage,  and  will  be  palliative  or  curative  as  the  case 
may  be. 
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It  is  not  always  advisable  to  attempt  to  check  the  flow  at  once, 
unless  it  is  producing  such  an  effect  upon  the  system  generally  as  to 
suggest  the  expediency  of  arresting  it  at  all  hazards.  In  certain  cases 
of  heart-disease,  profuse  menstruation  in  place  of  aggravating  seems 
to  relieve  the  cardiac  symptoms,  and  should  not  therefore  be  hastily 
repressed.  Digitalis  and  aconite,  by  depressing  the  heart's  action 
and  diminishing  the  frequency  of  the  pulse,  relieve  haemorrhage  in 
these  cases  more  than  any  other  remedies. 

Tinct.  digitalis  in  ntx,  or  infusum  digitalis  5ss-5j,  alone  or  com- 
bined with  ammonia,  salines,  or  chalybeates,  as  the  case  may  indicate, 
may  be  given  thrice  daily,  carefully  watching  the  effects. 

Tinct.  aconiti  in  n^ij-v  doses,  repeated  every  four  to  six  hours 
until  the  pulse  is  influenced  in  frequency,  is  sometimes  of  service. 

Ati-opine  injected  hypodermically  in  grain  dose.  Veratria 
and  belladonna  have  also  been  recommended. 

Where  the  action  of  the  liver  seems  to  be  at  fault,  a  few  grains 
of  calomel  on  the  tongue,  or  a  blue  pill  followed  by  a  brisk  saline 
aperient,  such  as  mag.  sulph.  §ij-iv,  with  n^xv-xx  of  acid,  sulph.  dil., 
or  a  Seidlitz  powder,  or  half  a  tumblerful  of  any  of  the  apeiient  waters, 
such  as  the  Friedrichshall,  Hunyadi  Janos,  PuUna,  &c.,  will  probably 
prove  of  service,  together  with  a  properly  restricted  diet  and 
abstinence  from  all  rich  dishes  and  fermented  liquors  for  a  time. 
The  action  of  the  skin  should  be  promoted,  and  any  other  indications 
suggested  by  the  nature  of  the  case  followed  up. 

If  there  be  any  trace  of  albuminuria,  or  the  kidneys  seem  to  be 
at  fault,  encourage  vicarious  action  of  the  skin  and  bowels  by  means 
of  diaphoretics  and  purgatives,  as  liq.  ammon.  acet.,  pulv.  jalapse  co., 
mag.  sulph.  c.  ferri  sulph.,  and  give  in  addition  digitalis  and  iron, 
ergot  or  nux  vomica,  gallic  acid,  &c. 

If  malarial  poisoning  be  suspected,  examine  carefully  the  condition 
of  the  spleen,  and  give  quinine  or  arsenic,  or  such  other  remedies  as 
the  case  may  indicate. 

Where  ovarian  irritation  seems  to  be  the  exciting  cause  of  uterine 
haemorrhage,  much  benefit  may  be  derived  from  large  doses  of  bromide 
of  potassium  or  ammonium,  camphor,  cannabis  indicse,  conium,  hyos- 
cyamus,  belladonna.,  and  other  agents  of  this  class. 

Dr.  Meadows  has  recently  called  attention  to  a  fact  well  known 
to  gynecologists,  that  the  ovary  dominates  the  functions  as  well  as 
influences  the  diseases  of  the  uterus.  He  says,  '  Menorrhagia, 
amounting  it  may  be  to  a  positive  haemorrhage,  may  result  simply 
from  ovarian  activity,  and  be  the  direct  consequence  of  morbid  and 
excessive  ovarian  action. 

'  Pain  to  a  greater  or  less  extent,  as  a  general  rule,  is  a  constant 
feature  in  these  cases,  situate  in  one  or  other  ovarian  region,  more 
frequently  the  left.  This  ovarian  pain  extends  upwards  along  the 
spermatic  plexus  to  the  renal  region  and  above  that,  under  the  ribs 
of  the  corresponding  side  to  the  mamma,  which  often  becomes  very- 
painful  and  even  tender  to  the  touch. 

'  The  uterus  in  these  cases  is  found  to  be  perfectly  healthy.  On 
deep  and  firm  pressure  over  the  inguinal  region,  and  internally  pe7' 
vayinam  by  means  of  the  finger,  the  ovary  will  be  found  to  be 
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swollen,  very  tender  to  the  touch,  and  often  prolapsed,  the  pain  and 
distress  being  aggravated  by  pressure.  Thirty  grains  of  the  bromide 
of  potassium,  and  one  drachm  of  the  syrupus  ferri  bromidi,  thrice 
daily,  combined  occasionally  with  the  iodide  of  potassium  or  the 
iodide  of  iron,  are  the  best  means  of  controlling  this  particular  form 
of  menorrhagia. 

'  Locally,  a  pessary  containing  one  grain  of  the  alkaloid  conia,  and 
one-twelfth  of  a  grain  of  atropine,  inserted  into  the  vagina  every 
night,  allays  pain  and  calms  vascular  excitement.' 

In  cases  of  blood-dyscrasia,  the  treatment  applicable  to  the  several 
conditions  should  be  resorted  to.  In  scurvy — lime  or  lemon  juice. 
In  lead-poisoning — pot.  iod.,  acid,  sulph.  dil.,  &c. 

In  haemophilia — large  doses  of  iron,  ergot,  and  oil  of  turpentine. 

In  chlorosis — iron,  phosphorus,  strychnia,  &c. 

Where  menorrhagia  seems  to  result  from  excessive  lactation,  this 
must  be  obviated  and  the  general  health  improved  by  tonics.  Where 
the  so-called  terminal  floodings  occur  at  the  period  of  sexual  involu- 
tion, towards  the  climacteric  or  change  of  life,  there  is  a  certain 
amount  of  danger  in  stopping  the  critical  flow  too  soon,  particularly 
in  those  who  are  plethoric,  or  who  have  been  accustomed  to  lose  much 
blood  at  the  menstrual  periods,  as  otherwise  apoplexy  may  result.  A 
few  grains  of  calomel  or  blue  pill,  followed  by  saline  purgatives,  will 
often  prove  beneficial,  and  then  other  measures  should  be  adopted  as 
the  nature  of  the  case  may  suggest.  Mineral  acids  with  bark,  or 
quinine,  or  arsenic,  generally  prove  of  service.  Others  are  benefited 
by  gentian  and  alkalies,  or  salines,  such  as  the  cai-bonate  or  tartrate 
of  soda,  chloride  of  ammonium,  bromide  of  potassium,  &c. 

Local  Causes  of  Uterine  Hcemorrhage. 

Uterine  congestion  ;  inflammatory  engorgement  and  hypertrophy ; 
subinvolution. 

Uterine  displacements  and  flexions. 
Ulceration — granular,  cancerous. 
Polypus — mucous  and  fibroid. 
Fibroid  tumours. 

Fungous  degeneration  of  uterine  mucous  membrane. 
Hsematocele  ;  extra- uterine  foetation. 
Ketained  products  of  conception ;  moles. 
Hydatidiform  degeneration  of  the  villi  of  the  chorion. 
Inversion  of  uterus. 

Wounds  from  accidents,  as  in  laceration  of  cervix  from  parturi- 
tion, operations,  leech-bites,  &c. 
Carcinoma,  epithelioma. 

Local  Treatment. — If  uterine  congestion  or  inflammatory  engorge- 
ment be  present,  the  application  of  a  few  leeches,  four  to  six,  to  the  cer- 
vix uteri,  or  puncturing  with  a  lancet-shaped  knife  so  as  to  extract 
four  to  six  ounces  of  blood,  placing  the  patient  in  a  warm  hip-bath, 
or  injecting  copious  streams  of  warm  water  through  the  speculum  to 
encourage  the  bleeding  if  necessary,  will  often  arrest  haemorrhage  that 
has  continued  for  many  weeks. 

The  internal  administration  of  ergot  or  nux  vomica  with  tinct. 
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cinchonpe  ;  or  small  doses  of  liq.  hyd.  perchl.  in  combination  with 
either  of  the  latter,  will  then  pi-obably  assist  in  relieving  the 
congestion  and  checking  further  haemorrhage.  Bromide  of  potassium 
(gr.  xx-xxx)  is  also  useful  in  these  cases. 

Attention  should  also  be  directed  to  regulating  the  bowels,  ensur- 
ing physiological  rest,  and  improving  the  general  health. 

Where  subinvolution  occurs,  although  the  patient  may  appear 
anfemic,  iron  should  be  avoided.  Bromide  of  potassium,  ergot,  or  nux 
vomica,  and  acid,  niti-ic.  dil.,  with  some  preparation  of  bark,  should 
be  given,  and  the  patient  enjoined  to  rest  up  the  greater  part  of  the 
day. 

In  these  cases  there  is  generally  some  granular  degeneration  of 
the  cervical  mucous  membrane.  The  application  of  strong  carbolic 
or  nitric  acid  by  the  aid  of  a  Playfair's  probe  to  the  cervical  canal 
will  relieve  this  condition,  and  also  stimulate  the  uterus  to  further 
conti-action.  Care  must  be  taken  to  discriminate  between  granular 
erosion  and  lacei  ation  of  the  cervix. 

Where  uterine  displacement,  either  version  or  flexion,  seems  to  be 
an  exciting  cause  of  haemorrhage,  this  should  be  remedied  by  the 
insertion  of  a  suitable  support,  and  enjoining  rest  in  the  prone  or 
supine  position,  according  to  the  nature  of  the  case,  leeches  being 
applied,  or  puncturing  or  scarification  resorted  to  if  necessary,  or 
nitric  acid  employed  if  there  be  a  granular  condition  of  the  cervix. 

Where  the  so-called  granular  ulceration,  more  strictly  speaking 
granular  degeneration,  of  the  mucous  membrane  covering  the  os 
and  lining  the  cervix  uteri  is  detected,  the  appropriate  treatment,  as 
elsewhere  indicated,  must  be  followed. 

In  epithelioma  of  the  cervix  viteri,  severe  haemorrhage  is  a  common 
symptom.  The  only  method  of  arresting  this  is  by  local  applications 
which  destroy  the  surface  of  the  diseased  tissue.  If  the  speculum  be 
used  it  must  be  passed  with  extreme  care,  as  otherwise  increased 
haemorrhage  will  be  excited.  The  best  agents  are  the  strong  nitric 
acid,  potassa  fusa,  perchloride  or  persulphate  of  iron,  the  galvano- 
cautery  or  ferrum  candens. 

Where  we  have  the  cauliflower  excrescence  or  vegetating  epithe- 
lioma to  deal  with,  it  is  often  advisable  to  amputate  the  lower  portion 
of  the  cervix  and  then  apply  the  actual  cautery,  or  even  gouge  out 
still  more  of  the  diseased  tissue  by  means  of  Simon's  scoop,  and  then 
plug  the  cavity  with  a  little  cotton-wool  soaked  in  a  saturated  solu- 
tion of  alum  or  a  small  quantity  of  liq.  fer.  perchl.  fortior,  and 
squeezed  as  nearly  dry  as  may  be  ;  another  tampon,  soaked  in  glycerine, 
being  then  passed  to  protect  the  fundus  of  the  vagina. 

If  a  polypus  be  detected  as  the  cause  of  haemorrhage,  it  must  be 
removed  either  by  excision,  torsion,  and  traction,  or  by  the  ecraseur 
or  galvano-caustic  wire,  as  indicated  under  the  section  devoted  to 
Polypus  Uteri. 

Where  fibroid  tumours  are  diagnosed,  their  treatment  requires 
special  care,  and,  as  a  rule,  none  but  an  experienced  gynecologist 
should  attempt  it,  for  the  risk  to  life  is  often  great,  and  very  much 
<lepends  upon  an  experienced  judgment  in  deciding  what  steps 
should  be  taken. 
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Gallic  acid  with  ergot  or  nux  vomica,  and  cinchona,  and  subse- 
quently some  of  the  styptic  preparations  of  iron,  may  often  prove  of 
much  service  in  arresting  haemorrhage  until  skilled  assistance  can  be 
procured. 

Where  fungous  degeneration  of  the  uterine  mucous  membrane  is 
suspected  or  recognised,  it  will  be  necessary  to  dilate  the  cervix  in 
order  to  ascertain  clearly  the  presence  and  extent  of  this  condition 
either  by  the  aid  of  sight  or  touch. 

The  curette  of  wire,  without  cutting  edge,  may  then  be  employed 
to  scrape  carefully  the  surface  of  the  uterine  mucous  membrane, 
wherever  this  diseased  condition  may  be  found  to  exist. 

We  need  scaicely  say  that  it  is  not  an  operation  to  be  lightly  per- 
formed, nor  unless  we  have  ascertained  distinctly  that  there  is  really 
a  fungous  condition  present. 

If  there  be  any  doubt  about  it,  or  if  the  practitioner  has  not  a 
curette  at  hand,  it  will  be  safer  to  swab  out  the  interior  of  the  uterus 
with  the  strong  nitric  or  carbolic  acid,  strong  tincture  of  iodine, 
solution  of  nitrate  of  silver  or  perchloride  of  iron,  taking  care  to 
guard  carefully  the  vagina  from  any  excess  of  these  agents  running 
down  and  setting  up  irritation. 

Where  a  hsematocele  is  detected,  the  appropriate  treatment  will 
be  found  under  this  heading.  If  extra-uterine  gestation  be  suspected 
we  cannot  be  too  careful  in  our  manipulations,  for  fear  of  rupturing 
the  cyst. 

Where,  subsequent  to  a  miscarriage  or  a  confinement,  we  have 
reason  to  believe  that  some  retained  product  of  conception  is  present, 
our  first  care  must  be  to  dilate  the  cervix,  unless  this  be  already 
sufficiently  patulous,  in  order  to  allow  of  the  expulsion  of  any  such 
portion,  and  then  by  means  of  the  finger,  ovum  forceps,  or  sound, 
displace  it  from  its  attachment  if  necessary,  or  inject  carefully  some 
antiseptic  fluid  with  a  view  to  washing  out  the  debris.  Swabbing 
out  the  interior  of  the  uterus  with  the  liquor  ferri  perchlor.  or  other 
agent,  as  mentioned  in  cases  of  fungous  degeneration  of  the  mucous 
membrane,  is  sometimes  sufficient  to  check  further  haemorrhage  and 
to  stimulate  the  uterus  to  expel  any  retained  product,  this  object 
being  further  attained  by  the  internal  administration  of  ergot.  The 
subject  will  be  found  fully  considered  under  the  head  of  Subinvolu- 
tion (p.  160). 

The  same  treatment  is  applicable  for  viterine  moles.  Where 
hydatidiform  or  cystic  degeneration  of  the  villi  of  the  chorion  be 
detected,  the  os  and  cervix  uteri  must  first  be  dilated  by  means  of 
tents  or  Barnes's  bags,  and  then,  having  roused  the  uterus  into 
expulsive  action  by  means  of  ergot,  the  finger  or  scoop  or  ovum 
forceps  should  be  inserted  and  the  removal  of  the  mass  effected,  the 
process  being  assisted  by  pressure  externally  on  the  fundus  uteri. 

Where  inversion  of  the  uterus  is  the  cause  of  excessive  haemor- 
rhage, our  first  object  should  be  to  endeavour  to  reduce  the  inversion. 
If  we  cannot  succeed  in  this,  in  order  to  arrest  the  haemorrhage  a 
long  strip  of  calico  or  linen  about  one  inch  wide,  saturated  in  some 
strong  astringent,  such  as  the  tincture  of  iron,  solution  of  alum  or 
tannin,  may  be  wound  tightly  round  the  protruding  organ,  or  iced 
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water  injected,  or  pressure  applied  until  further  means  can  be  devised 
for  endeavouring  to  reinstate  the  uterus  in  its  normal  position. 
Amputation  should  only  be  resorted  to  as  a  last  expedient. 

It  occasionally  happens  that  continuous  haemorrhage  occurs  post 
2)artui)i,  the  uterus  being  firmly  contracted.  On  examination  some 
laceration  of  the  cervix  will  generally  be  found.  A  large  Fergusson's 
speculum  should  be  passed,  and  if  any  bleeding  vessel  can  be  detected, 
an  attempt  may  be  made  to  seize  it  by  means  of  torsion  forceps  and 
twist  it  until  the  haemorrhage  ceases.  Faihng  this,  a  dussil  of  cotton- 
wool steeped  in  liquor  ferri  perchlor.  may  be  pressed  firmly  into  the 
bleeding  aperture  and  held  there,  or  should  this  fail,  it  may  be 
necessary  even  to  apply  the  actual  cautery. 

A  lump  of  ice  passed  up  to  the  cervix  and  retained  there  will 
occasionally  prove  sufficient,  and  should  in  any  case  first  be  tried 
before  resorting  to  more  severe  measures. 

The  same  treatment  would  apply  to  injuries  from  operations. 

Whei-e  the  bleeding  from  leech-bites  is  continuous  and  cannot  be 
checked  by  means  of  ice,  a  speculum  should  be  passed  and  the  punc- 
tuies  touched  with  arg.  nit.,  ferri  perchlor.,  or  the  point  of  a  red-hot 
knitting-needle. 

The  treatment  of  haemorrhage  from  carcinoma  or  epithelioma  has 
been  given  under  Cancerous  Ulceration. 

If  utei  ine  haemorrhage  be  very  profuse  and  no  assignable  cause 
for  its  production  can  be  detected,  it  may  be  requisite  to  arrest  the 
fiow  as  rapidly  as  possible.  Rest  in  the  horizontal  position  must  be 
enjoined,  the  pelvis  being  raised  beyond  the  level  of  the  shoulders  if 
necessary.  All  tight-fitting  garments  should  be  removed,  no  hot 
drinks  nor  alcohol  given,  except  to  avert  fatal  syncope.  Ergot  in 
5ss  doses  or  even  5j  should  be  given  every  hour  for  three  doses, 
and  then  as  often  as  considered  prudent.  If  difficulty  be  experienced 
in  giving  it  by  the  mouth,  the  hypodermic  syringe  may  be  employed, 
the  sclerotic  acid  being  best.  Digitalis  in  nxxv-xx  doses  of  the 
tincture,  or  5j-ij  of  the  infusion,  may  be  given  in  conjunction  with 
the  ergot  or  alone.  Strychnia  gr.  gV^A  quinine  in  gr.  v-x 
or  XV  doses  may  be  tried.  The  ext.  cannabis  indicse  gr.  ss-j  is  often 
of  service  where  pain  is  also  present.  The  bromide  of  potassium 
gi\  xx-xxx  is  indicated  where  ovarian  irritation  coexists.  The  hot- 
water  vaginal  douche,  110'^  to  115°  F.,  may  be  employed,  or  to  the 
interior  of  the  uterus  if  the  cervix  be  previously  dilated.  The  shock 
of  cold  sponging  is  sometimes  of  service.  If  these  means  fail,  the 
better  plan  will  be  to  pass  a  speculum  and  insert  a  laminaria  or 
sponge  tent  into  the  cervix,  so  as  to  plug  the  os  and  at  the  same 
time  dilate  the  cervix,  so  as  to  facilitate  exploration. 

Plugging  the  vagina  is  a  very  unscientific  proceeding,  as  well  as 
very  objectionable,  and  should  never  be  trusted  to.  If  the  haemor- 
rhage recurs  on  removal  of  the  tent  from  the  cervix,  the  interior  of 
the  uterus  must  be  swabbed  out  with  the  tincture  of  iodine,  tincture 
of  iron,  or  other  astringent,  and,  failing  this,  an  intra-uterine  injection 
must  be  resorted  to,  but  only  under  the  conditions  mentioned  when 
speaking  of  this  method  (p.  147). 

Practically,  except  in  connection  with  abortion  or  pregnancy,  it 
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is  but  rarely  that  we  meet  with  severe  cases  of  flooding  the  cause  of 
which  cannot  be  ascertained,  and  the  case  dealt  with  in  accordance 
with  certain  rules.  Still  instances  of  menorrhagia  ending  fatally 
have  occurred  in  which  no  evidence  of  any  morbid  condition  could  be 
detected  even  on  a  careful  post-mortem  examination. 

Haemorrhages  connected  with  Pregnancy. — Abortion,  placenta 
previa,  partial  detachment  of  placenta,  so-called  accidental  haemor- 
rhage, retained  placenta  or  clots,  placental  or  fibrinous  polypus, 
hydatidiform  degeneration  of  the  villi  of  the  chorion,  extra-uterine 
gestation,  varix  of  the  vulva  or  vagina,  granular  degeneration  of  the 
mucous  membrane  of  the  cervix,  producing  the  so-called  menstruation 
of  pregnancy,  and  partial  or  complete  inversion  of  the  uterus,  are  the 
pi  incipal  conditions  met  with. 

They  are  only  enumerated  here  for  the  guidance  of  the  practitioner. 
A  detailed  consideration  of  all  of  them  would  take  us  beyond  the  scope 
of  the  present  work.  Many  of  them  will,  however,  be  found  referred  lo 
under  their  appropriate  headings. 
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CHAPTEE  XXXIII. 

STERILITY. 

Sterility. — Sterility,  barrenness,  or  infecundity,  are  the  terms  ap- 
plied by  different  authors  to  designate  the  condition  of  incapacity  for 
conception,  or  where  the  ovum  does  not  advance  to  maturity.  The 
subject  itself  is  one  of  great  importance,  and  has  occupied  the  atten- 
tion of  writers  from  the  earliest  ages  down  to  the  present  time.  Not 
only  has  it  been  held  to  be  a  reproach  to  women,  but  there  is  no  doubt 
that  sterility  is  the  cause  of  much  unhappiness  in  married  life.  Apart 
from  this,  however,  the  perpetuation  of  names  and  families,  the  descent 
of  property,  and  even  the  permanence  of  dynasties  and  governments, 
may  depend  upon  the  fact  of  sterility  being  curable  or  otherwise. 

The  question  of  a  woman's  being  probably  sterile  is  decided  within 
the  first  three  years  of  married  life.  Only  7  per  cent,  of  the  fertile 
bear  first  children  after  three  years  of  marriage,  or  about  one  in 
fourteen. 

A  certain  number  of  women  in  every  community  will  be  found 
to  be  sterile.  Among  495  marriages  in  the  British  peerage,  81  were 
unproductive,  or  1  in  6^  were  without  any  family;  that  is  about  17 
per  cent.  Of  675  marriages  among  the  agricultural  and  seafaring, 
65  were  sterile,  or  about  1  in  10.  The  evil  influence  of  consan- 
guineous marriages  may  help  to  explain  these  figures. 

It  has  been  computed  that  in  Great  Britain  alone  there  are  over 
500,000  married  females  sterile,  and,  as  Dr.  Bennet  remarks,  it  is 
difficult  '  to  believe  that  mere  physiological  or  pathological  deficiencies, 
either  on  the  female  or  the  male  side,  in  a  function  which  lasts  during 
the  gi'eater  part  of  our  existence,  can  satisfactorily  account  for  such  a 
result.' 

Sterility  does  not  necessarily  prove  that  the  sexual  organs  or 
functions  in  either  the  male  or  the  female  must  be  in  an  abnormal 
condition.  There  may  be  a  physiological  incompatibility,  a  relative 
not  an  actual  sterility,  as  proved  by  husband  and  wife  living  together 
for  many  years  without  having  any  family,  and  without  apparently 
any  alteration  in  the  condition  pregnancy  ensues.  Again,  a  wife 
remains  sterile  with  one  husband  who  has  had  children  by  his  former 
wife,  and  yet  conceives  at  once  on  marrying  again  after  the  death  of 
her  first  husband.  Instances  are  not  unknown  of  '  man  and  wife 
living  together  for  years,  having  no  family,  being  divorced,  marrying 
again,  and  having  families,  without  apparent  change  in  their  health, 
before  or  after  the  divorce.' 

Probably  many  of  these  anomalies  and  apparent  inconsistencies 
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are  often  merely  the  result  of  latent  disease  and  of  morbid  local  con- 
ditions, and,  as  such,  susceptible  of  being  explained  and  remedied. 

The  fact  should  not  be  forgotten  that  although  a  woman  may  be 
actually  sterile,  she  may  be  potentially  fertile,  conception  not  taking 
place  from  the  absence  of  healthy  living  spermatozoa  on  the  part  of 
the  husband  to  impregnate  the  ovum.  It  has  been  proved  conclusively 
that  men  in  robust  health,  where  impotence  is  out  of  the  question, 
the  sexual  act  being  perfectly  accomplished,  may  have  no  living 
spermatozoa  in  their  spermatic  fluid.  This  may  be  due  to  some  con- 
genital defect,  or  as  a  result  of  some  antecedent  inflammatory  condition 
of  the  testes,  notably  from  orchitis,  the  sequel  of  gonorrhoea.  That 
syphilis  in  the  male  does  not  necessarily  cause  sterility  is  proved  by 
the  frequent  occurrence  of  congenital  syphilis  in  the  infant,  but  the 
case  is  different  with  gonorrhoea.  The  active  stage  may  have  subsided, 
but  there  may  still  remain  a  chronic  or  latent  gonorrhoea  sufiicient  to 
cause  a  persistence  of  morbid  secretion  in  some  part  of  the  urethra  or 
vasa  deferentia,  which  being  mixed  with  the  semen  at  the  time  of 
ejaculation,  acts  as  a  direct  poison  on  the  spermatozoa. 

It  has  been  demonstrated  that  of  eighty- three  cases  of  bilateral 
epididymitis,  only  eight  had  afterwards  spermatozoa  in  the  semen,  due 
probably  to  obliteration  of  the  vasa  deferentia  or  epididymis.  About 
90  per  cent,  of  sterile  women  are  married  to  husbands  who  have  suf- 
fered from  gonorrhoea  either  previous  to,  or  during  married  life.  The 
inference,  therefore,  is  clear  that  before  resorting  to  any  active  treat- 
ment of  the  female  for  sterility,  we  should  endeavour  to  ascertain 
whether  the  secretion  from  the  male  is  healthy  in  character  and  con- 
tains living  and  active  spermatozoa. 

That  connection  should  be  pleasurable  is  a  sign  of  the  reproductive 
organs  being  healthy,  but  sensual  gratification  is  not  necessary  to  con- 
ception, nor  does  its  absence  preclude  conception.  Occasionally  we 
find  instances  where  too  intense  passion  and  too  frequent  intercourse 
seem  to  be  the  only  barrier  to  fertility.  The  employment  of  cold  hip- 
baths and  the  administration  of  anaphrodisiacs,  such  as  camphor, 
bromide  of  potassium,  &c.,  may  here  be  tried,  together  with  separation 
for  a  time.  The  opposite  condition,  frigidity,  although  in  some  cases 
it  may  point  to  absence  or  imperfect  development  of  the  ovaries  or 
other  portion  of  the  sexual  apparatus,  is  not  necessarily  associated 
with  sterility.  Numbers  of  wives  become  mothers  who  have  even  a 
positive  aversion  to  the  sexual  act,  and  where  not  the  remotest  sensa- 
tion of  pleasure  is  experienced  at  those  times,  there  being  a  complete 
absence  of  sexual  feeling. 

Diagnosis. — Whenever  we  are  consulted  in  a  case  of  sterility,  the 
patient  generally  has  an  idea  that  it  is  due  to  some  defective  develop- 
ment or  mechanical  impediment,  and  therefore  comes  prepared  to 
submit  to  a  careful  investigation.  This  should  always  be  made,  both 
for  the  patient's  satisfaction  as  well  as  for  our  own  credit. 

Having  first  listened  attentively  to  any  statements  or  opinions  that 
may  be  oSered,  we  should  make  particular  inquiries  as  to  the  cata- 
menial  functions ;  time  of  first  appearance,  regularity  or  otherwise, 
duration  of  flow,  interval  between  the  periods,  presence  or  absence  of 
pain,  character  of  pain  if  present,  as  to  when  it  commences,  how  long 
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it  lasts,  what  seems  to  relieve  it,  whether  it  recurs  at  each  period  or 
only  occasionally  ;  and  any  other  questions  that  the  nature  of  the  case 
may  suggest  or  our  inquiries  may  bring  forth. 

Ascertain  distinctly  whether  the  patient  is  subject  to  vaginal  dis- 
charge, its  nature  and  amount,  when  most  profuse  and  whether 
habitual  or  only  occasional. 

Phijsical  Examination. — Observe  carefully  whether  there  seems 
to  be  any  undue  sensitiveness  of  the  vulval  outlet  on  attempting  to 
explore  the  vagina  with  the  finger,  as  met  with  in  vaginismus. 

Note  the  character  of  the  hymen,  whether  imperforate,  cribriform, 
fleshy,  cartilaginous,  or  merely  represented  by  the  carunculse  myrti- 
formes.  Ascertain  the  condition  of  the  vagina — whether  normal  in 
character,  constricted,  double,  long  or  short,  small  or  capacious. 

As  to  the  uterus,  satisfy  yourself  as  to  its  presence,  its  position, 
whether  ante-  or  retro-verted  or  flexed,  prolapsed,  or  drawn  up  out  of 
the  pelvis  ;  whether  it  be  enlarged  as  by  fibroid,  congested  or  in- 
flamed, indurated,  softened,  or  atrophied,  whether  it  is  mobile  or  fixed  ; 
note  the  condition  of  the  cervix,  whether  infantile  or  conical,  hyper- 
trophied  or  elongated,  granular  or  ulcerated.  Is  the  external  os  utei-i 
pin-hole  ?  will  the  uterine  sound  pass  readily,  or  is  there  stricture  of 
the  cervical  canal  or  spasm  of  the  internal  os,  or  a  small  polypus 
blocking  up  the  canal  %  Ascertain,  if  possible  by  conjoined  manipu- 
lation, whether  the  ovaries  can  be  felt,  and  whether  they  appear  to  be 
normal  in  size,  character,  and  position.  Can  any  thickening  or  deposit 
of  any  kind  be  detected  in  the  pelvis  likely  to  interfere  with  the 
function  of  the  ovaries  or  Fallopian  tubes  ?  Is  there  any  undue  secre- 
tion in  the  vagina  likely  to  interfere  with  the  vitality  of  the  semen  1 
Is  the  cervix  uteri  pouring  forth  any  viscid  glairy  mucus  that  would 
be  liable  to  prevent  the  passing  of  the  semen  up  the  canal  1  All  these 
several  points  should  be  noticed.  We  shall  frequently  find  one  or 
more  of  the  conditions  indicated  present,  even  if  they  may  not  prove 
to  be  the  cause  of  the  sterility. 

Dr.  Marion  Sims,  who  has  devoted  much  attention  to  the  subject, 
and  has  published  some  most  interesting  clinical  notes  on  uterine 
surgery  with  special  reference  to  the  management  of  the  sterile  con- 
dition, lays  down  the  following  as  postulates  embracing  the  general 
principles  or  laws  most  favourable,  indeed  essential,  to  fecunda- 
tion :  — 

1.  Conception  occurs  only  during  menstrual  life. 

2.  Menstruation  should  be  such  as  to  show  a  healthy  state  of  the 
uterine  cavity. 

3.  The  OS  and  cervix  uteri  should  be  sufficiently  open  to  permit 
the  free  exit  of  the  menstrual  flow,  and  also  to  permit  the  ingress  of 
the  spermatozoa. 

4.  The  cervix  should  be  of  proper  form,  shape,  size,  and  density. 

5.  The  uterus  should  be  in  a  normal  position,  i.e.  neither  ante- 
verted  nor  retroverted  to  any  great  degree. 

6.  The  vagina  should  be  capable  of  receiving  and  of  retaining  the 
spermatic  fluid. 

7.  Semen,  with  living  spermatozoa,  should  be  deposited  in  the 
vagina  at  the  proper  time. 
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8.  The  secretions  of  tlie  cervix  and  vagina  should  not  poison  or* 
kill  the  spermatozoa. 

Although  in  the  majority  of  cases  in  which  we  are  consulted, 
where  no  children  are  born  within  the  first  year  or  two  of  married 
life,  the  female  generative  organs  are  presumably  in  a  normal  con- 
dition, there  being  no  impediment  to  coition,  no  unusual  discomfort, 
nor  severe  local  symptoms  complained  of,  it  will  be  well  to  enumerate, 
for  the  guidance  of  the  practitioner,  the  various  conditions  that  have 
from  time  to  time  been  met  with  as  offering,  so  to  speak,  mechanical 
obstruction  to  the  admission  of  semen  into  the  uterus. 

Imperforate  Hymen. — In  some  cases,  in  place  of  the  annular 
fleshy  ring  surrounding  the  entrance  to  the  vagina,  we  find  a  dense, 
firm  fleshy  membrane,  which  prevents  alike  the  exit  of  the  menstrual 
fluid  or  the  entrance  of  the  male  organ.  If  advice  has  not  already 
been  sought  for  the  amenorrhoea,  the  probabilities  are  that  it  will  have 
been  for  the  dyspareunia  or  inability  to  effect  intercourse. 

In  other  cases  the  hymen  is  cribriform,  or  perforated  by  small 
apertures  which  allow  of  the  exit  of  the  menstrual  secretion  and  even 
occasionally  of  the  entrance  of  semen,  but  prevents  perfect  intercourse 
being  effected. 

Patients  who  marry  late  in  life  often  present  a  dense,  almost 
cartilaginous  condition  of  the  hymen,  which  though  it  interferes  with 
coitus  does  not  necessarily  prevent  impregnation  taking  place,  instances 
being  not  infrequent  where  operative  procedures  have  to  be  resorted 
to  in  order  to  allow  of  parturition  being  accomplished. 

Atresia  vaginae,  literally  imperforate  vagina,  from  occlusion  or 
obliteration  of  the  canal,  may  be  either  congenital  or  acquired  by 
some  accidental  injury  or  disease.  It  may  be  partial  or  complete. 
Operative  interference  is  generally  requisite,  but  should  only  be 
resorted  to  after  careful  consideration. 

Double  vagina,  with  or  without  double  uterus,  may  be  mentioned 
as  a  i-are  cause  of  sterility,  one  passage  ending  in  a  blind  cul-de-sac, 
the  other  formed  by  a  longitudinal  septum  leading  up  to  a  well-formed 
uterus. 

Division  of  the  septum,  so  as  to  throw  the  two  vaginae  into  one, 
would  probably  be  advisable. 

Vaginismus,  or  spasmodic  contraction  of  the  sphincter  vaginae  from 
extreme  hypersesthesia  of  the  vulval  outlet,  is  not  only  a  cause  of 
dyspareunia,  but  also  frequently  entails  sterility  from  the  impossibility 
of  intercourse  being  tolerated.  The  subject  is  fully  considered  under 
the  head  of  Dyspareunia.  In  some  cases  the  vagina  itself  is  very 
irritable,  or  may  be  too  short  or  shallow,  or  there  may  be  gaj)ing  of 
the  vulva,  or  the  vagina  may  have  become  stretched  into  the  form  of 
a  pouch  extending  up  behind  and  above  the  os  uteri,  all  of  which 
conditions  interfere  with  the  normal  retention  of  the  spermatic  fluid, 
or  with  its  passage  into  the  cervical  canal,  and  are  thus  indirect  causes 
of  sterility. 

Absence  or  Imperfect  Development  of  Uterus. — Complete  absence 
of  the  uterus  is  a  condition  very  rarely  met  with,  though  it  is  not 
infrequent  to  find  a  mere  rudimentary  development.  In  the  event  of 
our  not  being  able  to  detect  the  presence  of  a  uterus  by  conjoined 
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manipulation,  one  finger  being  passed  per  vaginam  and  the  other 
hand  pressed  firmly  down  on  the  abdomen  just  above  the  pubes,  it 
will  be  well  to  examine  per  rectum  in  order  to  determine  whether 
there  is  any  thickening  of  tissue  corresponding  to  the  ordinary 
position  of  the  uterus.  Should  we  not  succeed  in  this,  it  will  be  well 
to  pass  a  sound  per  urethram  into  the  bladder,  and  if  the  finger 
passed  per  rectum  fails  to  detect  the  presence  of  any  thickening 
intervening  betw^een  the  digit  and  the  sound  when  this  latter  is 
moved  from  side  to  side,  we  may  fairly  conclude  that  the  uterus  is 
absent  or  so  rudimentary  as  hardly  to  be  worthy  of  the  name  of  a 
utei'us.    Sterility  of  course  is  here  absolute. 

Enlargement  of  the  uterus  from  chronic  hypertrophy,  called  by 
some  areolar  hyperplasia,  by  others  chronic  inflammation  and  chronic 
infarctus,  is  a  condition  very  frequently  met  with  among  puellcE 
jmhlicce,  and  may  in  some  part  explain  the  noted  infecundity  of  this 
class.  It  is  reasonable,  therefore,  to  infer  that  where  this  condition 
is  present  and  the  patient  is  sterile  the  two  are  associated  as  cause 
and  effect.  Congestion  of  the  neighbouring  vessels  as  well  as  those 
of  the  utei'us  proves  alike  unfavourable  to  healthy  ovulation  and  to 
the  normal  development  of  the  ovum  within  the  uterus. 

Stricture  of  the  cervical  canal,  more  especially  of  the  os 
internum,  is  by  many  regarded  as  a  frequent  cause  of  sterility,  but 
where  there  is  no  acute  angle  of  flexion  and  the  menstrual  fluid  is 
discharged  without  difficulty,  it  is  a  question  whether  the  mere  fact  of 
not  being  able  to  pass  the  uterine  sound  without  producing  spasm  at 
the  internal  os  uteri,  is  a  sufficient  warrant  for  dividing  the  cervix  in 
the  heroic  way  that  was  at  one  time  recommended,  more  especially 
w^hen  the  fact  remains  that  the  sterility  often  persists  after  the  con- 
striction has  been  entirely  removed. 

In  cases  of  sterile  women  who  have  been  married  some  years,  and 
w^here  no  other  apparent  cause  for  their  sterility  can  be  found  beyond 
the  condition  Ave  are  considering,  it  will  be  well  to  dilate  carefully  the 
cervical  canal  before  resorting  to  any  more  formidable  procedures. 

This  may  be  done  in  several  ways,  as  described  when  speaking  of 
malformations  of  the  uterus. 

Conical  Cervix. — A  conical  shape  of  the  vaginal  portion  of  the 
cervix,  with  a  so-called  pin-hole  os  uteri,  is  a  frequent  cause  of  sterility, 
in  fact  is  regarded  by  some  authorities  as  being,  with  the  exception  of 
endometritis,  the  most  common  of  all  the  causes,  and  fortunately  one 
of  the  most  remediable,  in  that  it  can  be  rectified  by  simply  incising 
the  OS  uteri  bilaterally  and  thus  enlarging  the  aperture,  care  being 
taken  to  prevent  the  margins  of  the  incision  heahng  again  by  first 
intention. 

A  variety  of  this  condition  is  met  with  where  the  lower  portion 
of  the  cervix  uteri  is  small  and  somewhat  infantile  in  character,  the 
OS  uteri  itself  being  correspondingly  contracted.  Galvanic  stems  are 
here  indicated. 

Hypertrophic  elongation  of  the  cervix  uteri,  where  the  os 
projects  almost  to  the  vulva,  and  in  some  cases  even  beyond  this, 
giving  rise  to  the  supposition  that  the  uterus  itself  is  prolapsed,  and 
in  some  instances  having  been  mistaken  for  the  penis,  is  almost  sure 
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to  produce  sterility.  Amputation  of  the  cervix  by  means  of  the 
ecraseur,  galvano-cautery,  or  by  the  knife^  is  the  only  plan  to  afford 
relief. 

Polypus  uteri,  whether  so  small  as  merely  to  offer  an  obstacle  to 
the  ingress  of  the  spermatic  fluid,  without  interfering  with  the  egress 
of  the  menstrual  fluid,  or  so  large  as  to  cause  marked  distress  from 
menorrhagia,  &c.,  may  produce  sterility  by  interfering  with  impreg- 
nation or  by  causing  expulsion  of  the  ovum  at  a  very  early  stage 
should  impregnation  occur. 

Removal  of  the  polypus  must  be  effected  by  torsion,  the  ecraseur, 
the  galvano  cautery,  or  excision,  as  may  be  deemed  advisable. 

Fibroid  tumours  of  the  uterus  not  infrequently  cause  sterility, 
more  especially  when  they  are  situated  close  beneath  the  uterine 
mucous  membrane,  and  produce  a  closure  or  narrowing  of  the  upper 
portion  of  the  cervical  canal. 

It  is  not,  however,  merely  by  their  mechanical  hindrance  to  im- 
pregnation that  they  produce  sterility.  Their  presence  in  the  uterus 
keeps  up  a  constant  congestion  of  the  mucous  membrane,  as  evidenced 
by  the  frequent  attacks  of  menorrhagia,  which  serves  to  wash  away 
the  ovum,  so  to  speak,  before  it  is  firmly  attached,  before  in  fact 
conception  has  taken  place.  Removal  by  operative  measures  can  be 
carried  out  in  many  of  these  cases,  but  should  never  be  attempted 
except  by  those  experienced  in  uterine  surgery,  for  the  operation  is 
often  difficult  and  attended  by  much  danger. 

Membranous  dysmenorrhoea,  where  the  lining  mucous  membrane 
of  the  uterine  cavity  becomes  exfoliated  en  masse,  instead  of  as  usually 
in  small  disintegrated  shreds,  is  generally  attended  by  such  an  amount 
of  spasmodic  uterine  action  during  the  expulsion  of  the  membrane, 
as  to  effectually  prevent  the  fixation  of  the  ovum.  Sterility  of  course 
results.  It  may  be  well  to  mention  that  the  discomfort  produced  at 
these  times  is  often  so  great  as  to  lead  to  the  supposition  that  an 
early  miscarriage  has  taken  place.  A  microscopic  examination  of 
the  product  expelled  will  alone  enable  us  to  recognise  the  nature  of 
the  case. 

Epithelioma  of  the  cervix,  although  it  may  in  some  instances 
interfere  with  the  passage  of  the  spermatic  fluid  into  the  cavity  of  the 
uterus,  either  mechanically  or  by  the  discharge  proving  prejudicial  to 
the  vitality  of  the  semen,  cannot  be  regarded  as  a  frequent  cause  of 
sterility,  although  it  is  mentioned  by  some  authors. 

Even  if  recognised,  it  would  hardly  be  deemed  a  prudent  thing 
to  amputate  the  cervix,  so  as  to  increase  the  probabilities  of  the 
patient  becoming  a  mother. 

A  case  has  been  reported  where  the  cervix  was  amputated  at 
about  the  fourth  month  of  utero- gestation  for  epithehoma,  where  the 
fact  of  pregnancy  was  not  even  suspected.  The  patient  nevertheless 
went  to  her  full  time. 

Uterine  displacements  are  accountable  for  numerous  cases  of 
sterility.  If  partial  prolapsus  be  present,  it  does  not  necessarily 
prevent  impregnation,  although  the  original  congested  condition  of 
the  uterus,  which  too  often  produces  a  tendency  to  prolapse,  may 
itself  be  the  chief  cause.    In  any  case,  the  insertion  of  a  Hodge's 
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pessary  will  prevent  the  uterus  descending,  and  also  favour  the  return 
to  a  normal  condition  of  the  organ. 

Retroversion  of  the  uterus  is  a  frequently  overlooked  cause  of 
sterility.  When  reclining  on  the  back,  the  fundus  being  directed  ta- 
the  cavity  of  the  sacrum,  the  cervix  naturally  is  tilted  upwards  under 
the  pubes.  When  coition  occurs,  the  semen  gravitates  to  the  lower 
or  posterior  fornix  of  the  vagina,  where  under  ordinary  circum- 
stances it  remains  until  the  patient  assumes  the  upright  position,, 
when  it  becomes  expelled.  In  order  to  overcome  this  difficulty,  if 
precautions  be  taken  to  prevent  the  semen  esc^iping  from  the  vagina, 
and  the  patient  then  assumes  the  knee-shoulder  position,  the  fundus, 
unless  fixed  by  adhesions,  falls  forwards  towards  the  abdominal  cavity. 
The  cervix  then  occupies  the  lowest  part  of  the  vaginal  cul-de-sacy 
and  thus  affords  an  opportunity  for  the  entrance  of  the  semen  into 
the  cervical  canal.  That  this  is  no  mere  theoretical,  unpractical  sug- 
gestion, abundant  evidence  could  be  cited,  patients  suffering  from 
retroversion  who  had  not  hitherto  become  pregnant  after  many  yeai-S' 
of  married  life,  by  resorting  to  this  expedient  have  succeeded  in 
overcoming  the  impediment  to  maternity. 

Lucretius  two  thousand  years  ago  wrote  : — 

Nam  more  feraritm 
Quadrupedumque  magis  ritu  plerumque  putantur 
Concipere  uxores,  quia  si«'  loca  sumere  possunt, 
Pectoribus  positis,  siiblatis  seraina  lumbis. 

Where  other  means  fail,  it  may  be  well  to  remember  this  sug- 
gestion, and  where  science  cannot  succeed  in  affording  relief,  art  may 
legitimately  be  i-esorted  to  with  a  view  to  overcoming  sterility. 

In  some  cases  where  the  retroversion  is  not  very  marked,  nor  the 
uterus  very  bulky  nor  tender,  but  is  mobile  and  otherwise  normal, 
the  insertion  of  a  Hodge's  pessary  will  often  rectify  the  malposition, 
raising  the  fundus,  and  thus  bringing  down  the  cervix,  so  that  it 
comes  in  contact  with  the  spermatic  fluid  when  this  latter  is  deposited 
in  the  vagina. 

The  mere  presence  of  a  well-adjusted  Hodge  offers  no  impediment 
to  coition ;  it  is  quite  imnecessary  to  remove  it  on  these  occasions. 

Should  impregnation  occur,  it  will  still  be  advisable  to  retain  the 
Hodge  for  the  first  few  months  of  utero-gestation,  until  the  uterus  has 
ascended  somewhat,  and  there  is  no  further  risk  of  its  becoming  im- 
pacted in  the  pelvis,  as  not  infrequently  happens  where  a  pregnant 
uterus  becomes  retroverted  during  the  early  months. 

Lying  in  the  prone  position,  or  adopting  the  knee-shoulder  position 
from  time  to  time,  should  be  remembered  in  all  cases  of  retroversion. 

Retroflexion  of  the  Uterus. — The  axis  of  the  cervix  being  fairly 
normal,  but  that  of  the  fundus  being  more  or  less  at  a  right  angle  to 
this,  stricture  at  the  angle  of  flexion  occurs,  producing  alike  painful 
menstruation  and  sterility  as  well.  It  must  be  remembered  that 
where  this  condition  occurs,  there  is  great  tendency  to  increased 
congestion  of  the  organ,  and  consequently  to  an  unhealthy  state  of 
the  lining  membrane.  There  are  some  who  assert  that  by  far  the 
most  common  conditions  aseociated  with   sterility  are  congenital 

1 1  2 


484 


STERILITY. 


narrowing  of  the  os  externum  and  retroflexion  of  the  uterus ;  and 
that  in  any  given  case  of  a  woman  who  remains  sterile  five  years 
after  marriage  and  suffers  from  dysmenorrhoea,  it  may  be  predicated 
with  ahnost  certainty  that  one  or  other  or  both  of  these  conditions 
exist. 

Cases  of  this  nature  require  careful  treatment.  If  we  attempt  to 
put  in  a  stem  so  as  to  keep  the  uterus  straightened  out,  before  reliev- 
ing the  congestion  that  so  often  exists,  we  shall  probably  set  up  a 
considerable  amount  of  mischief,  and  do  much  harm. 

Anteversion  of  the  uterus  cannot  be  regarded  as  a  very  frequent 
cause  of  sterility,  for  however  much  the  uterus  may  be  tilted  for- 
wards during  the  erect  position  of  the  patient,  the  tendency  is  for  the 
fundus  uteri  to  fall  back  again  when  the  patient  assumes  the  recum- 
bent position. 

If  the  uterus  be  considerably  anteverted  in  a  patient  where 
sterility  occurs,  it  will  generally  be  found  that  some  abnormal  con- 
dition of  the  uterus,  as  endometritis,  fibroid  tumour,  congestion,  or 
other  primary  producing  cause  is  present,  the  utero-sacral  as  also  the 
round  ligaments  becoming  shortened  in  consequence,  and  thus  tend- 
ing to  perpetuate  the  misplacement. 

It  is  by  pressure  of  the  os  uteri  against  the  posterior  vaginal  wall, 
the  cervix  being  forced  against  the  rectum  and  the  fundus  against 
the  neck  of  the  bladder,  that  irritation  of  this  viscus,  in  some  cases 
almost  amounting  to  cystitis,  occurs,  and  dysmenorrhoea  and  sterility 
not  infrequently  result. 

Anteflexion  of  the  uterus,  being  probably  one  of  the  most  fre- 
quent forms  of  uterine  displacement,  is  very  often  associated  with 
dysmenorrhoea  and  sterility. 

The  body  of  the  uterus,  in  place  of  being  continuovis  with  that  of 
the  cervix,  is  bent  at  a  more  or  less  acute  angle,  so  that  the  fundus 
can  be  felt  in  front  of  the  cervix,  often  so  low  as  to  be  on  a  level  with 
the  OS  uteri.  A  moderate  degree  of  flexion  may  exist  without  any 
very  manifest  symptoms,  but  if  the  flexion  be  at  all  acute,  we  shall 
generally  have  more  or  less  irritability  of  the  bladder,  pain  at  the 
periods,  pain  on  sexual  intercourse  and  even  in  walking  or  standing, 
together  with  dragging  sensations  in  the  lower  abdomen,  and  other 
nervous  and  disti-essing  feelings.  In  cases  like  these  sterility  almost 
invariably  results,  the  canal  of  the  uterus  being  bent  at  such  an  angle 
as  to  effectually  close  it  at  the  point  of  flexion,  and  thus  prevent  the 
entrance  of  the  spermatozoa. 

The  trea'tment  will  be  found  fully  discussed  under  the  section  on 
Anteflexion  of  the  Uterus. 

Ovarian. — There  are  several  conditions  of  the  ovary  that  may 
account  for  sterility.  Absence  of  the  ovaries  is  generally  associated 
with  imperfect  development  of  the  uterus,  and  as  a  consequence 
amenorrhoea.  The  ovaries  may  be  present,  but  so  imperfectly 
nourished  from  -the  general  health  being  debilitated,  that  the  ma- 
turation of  ova  is  ai rested  for  the  time  being,  and  only  when  the 
general  health  improves  will  perfect  ovulation  take  place.  This  con- 
dition is  by  no  means  infrequent. 

The  ovum  itself  may  degenerate  in  the  Graafian  sac  and  never  be 
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expelled,  or  its  extrusion  may  be  so  interfered  with  by  the  presence 
of  adhesions  or  thickening  of  the  sei-ous  coat  or  fibrous  investment  of 
the  ovary,  that  it  never  reaches  the  Fallopian  tubes  at  all. 

Cystic  disease  of  the  ovary  may  prevent  the  healthy  development 
of  ovules,  so  also  chronic  ovaritis.  That  sterility  is  not  more  frequent 
from  this  cause  may  probably  be  explained  by  the- fact  of  there  being- 
two  ovaries,  and  both  of  these  are  not  necessarily  the  subject  of  i^n- 
fiammatory  or  other  diseased  action  at  the  same  time.  They  are 
only  simultaneously  affected  and  structurally  destroyed  in  veiy  severe 
and  genei-al  diseases. 

The  ovary  again  may  be  bound  down  by  adhesion,  or  so  covered 
with  false  membrane  that  the  ovum  cannot  penetrate  the  capsiile 
and  find  its  way  into  the  tube. 

Fallopian  Tubes* — Absence  of  the  fimbriae,  or  of  the  tubes  them- 
selves ;  twisting,  occlusion  by  means  of  stricture  or  false  membrane, 
or  from  the  pressure  of  some  fibroid  tumour  of  the  uterus  just  at  the 
junction  of  the  tubes  with  this  organ;  adhesions,  from  pelvi-perito- 
nitis,  of  the  tubes  to  neighbouring  organs-  preventing  the  ovary  being 
grasped  by  the  fimbriated  extremities,  may  interfere  with  the  passage 
of  the  ovule  into  the  uterine  cavity,  and  thus  produce  sterility. 

Salpingitis,  or  inflammation  of  the  tubes,  may  lead  to  their 
obliteration  by  adhesion,  or  to  their  becoming  obstructed  by  thick 
mucus  or  a  collection  of  pus. 

These  causes  of  sterility,  even  if  diagnosed,  are  mostly  irremediable. 
Suggestions  as  to  catheterising  the  Fallopian  tubes  were  made  some 
yeai's  since,  but  no  practical  end  has  been  attained. 

Although  temporary  sterility  may  result,  it  does  not  necessarily 
follow  that  it  will  be  permanent.  Adhesions  may  break  down  or 
become  absorbed ;  deposit,  as  in  pelvic  cellulitis,  may  clear  off,  or*  such 
modifications  in  the  relation  of  the  parts  ensue  as  no  longei*^  to  offer  a 
bar  to  fertility. 

Syphilis,  although  it  may  not  prevent  impregnation  taking 
place,  yet  unquestionably  must  be  regarded  as  a  not  infrequent  cause 
of  sterility,  in  that  patients  suffering  from  this  disease  seldom  produce 
a  living  full-time  foetus  until  means  have  been  adopted  to  cure  the 
constitutional  disorder  by  anti-syphilitic  remedies.  The  normal  de- 
velopment of  the  decidua  is  interfered  with.  It  is  liable  to  undergo 
fatty  degeneration  and  to  break  down,  the  ovum  being  expelled  at 
such  an  early  date  that  the  fact  even  of  pregnancy  having  commenced 
is  unrecognised,  and  the  expulsion  of  the  ovum  is  merely  regarded  as 
profuse  menstruation. 

In  other  cases  the  development  of  the  ovum  goes  on  for  the  first 
few  months,  depending  upon  the  intensity  of  the  poison  with  which 
the  system  is  infected,  and  then  becomes  blighted,  and  ultimately 
expelled.  Frequent  abortions  are  generally  dependent  upon  some 
syphilitic  taint.  Where  this  is  suspected  or  known  to  be  the  case,  it 
may  be  requisite  to  submit  both  husband  and  wife  to  a  course  of  con- 
stitutional treatment,  precautions  being  taken  to  prevent  impregna- 
tion until  such  time  as  the  system  is  no  longer  saturated  with  the 
disease. 

Gonorrlicea  in  the  female  is  a  far  more  frequent  cause  of  sterility 
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than  generally  believed.  It  is  not  always  that  we  shall  be  able  to 
trace  the  history  of  an  acute  attack,  nor  is  it  even  necessary  that  the 
husband  should  conti-act  the  disease  during  married  life.  It  has 
been  clearly  proved  by  Dr.  Noggerath  that  when  once  the  disorder 
has  been  contracted  by  the  male,  even  though  all  marked  symptoms 
may  have  completely  disappeared,  with  the  exception  of  a  slight 
gleet,  it  is  still  possible  for  him  to  communicate  many  years  after  a 
form  of  so-called  latent  gonorrhoea  to  the  female.  Increased  vaginal 
discharge  with  menorrhagia  are  usually  the  earliest  symptoms,  fol- 
lowed by  cervical  endometritis,  salpingitis,  ovaritis,  pelvi-peritonitis, 
often  apparently  suddenly  developed  without  any  well-ascertained 
assignable  cause,  or  as  a  result  of  some  trivial  operation  that  does  not 
generally  cause  the  least  anxiety. 

When  once  the  sexual  apparatus  has  become  infected,  there  is  a 
great  tendency  to  relapses,  often  sudden  and  inexplicable.  Whether 
from  adhesive  changes  taking  place  around  the  ovaries  and  tubes 
from  these  recurrent  attacks  of  perimetritis  interfering  with  ovula- 
tion, whether  from  some  chronic  ovaritis  or  from  the  secretions 
formed  in  the  genital  passages  interfering  with  the  vitality  of  the 
ovum  and  preventing  its  proper  development,  the  fact  remains  that  a 
laige  number  of  these  cases  prove  sterile  or  only  have  one  child. 

The  treatment  needs  to  be  conducted  with  great  care,  the  mere 
introduction  of  the  sound,  or  of  a  laminaria  or  sponge  tent  to  dilate 
the  cervix,  the  insertion  of  a  stem,  the  application  of  a  few  leeches, 
.or  of  some  caustic,  or  the  most  trivial  operation,  may  suffice  to  bring 
on  an  acute  attack  of  perimetritis. 

With  the  exception  of  sterility  produced  by  congenital  malfor- 
mations, that  arising  from  this  condition  resists  treatment  most 
obstinately. 

Vitality  of  the  semen  may  be  interfered  with  or  destroyed  by 
undue  acidity  of  the  vaginal  mucus,  excessive  alkalinity,  or  unusual 
viscidity  of  the  cervical  mucus,  such  as  is  so  frequently  found  in  cases 
of  cervical  endometritis.  Whei-e  the  patient  is  subject  to  menor- 
rhagia or  profuse  leucorrhoea,  this  may  interfere  with  impregnation. 
Epithelioma  uteri,  even  in  an  advanced  stage,  where  the  discharge  is 
profuse  and  acrid,  does  not  necessarily  prevent  impregnation  taking 
place.  Numerous  instances  have  occurred  where  utero-gestation  was 
present,  the  cervix  uteri  being  in  an  advanced  state  of  disintegration 
from  malignant  disease. 

Prevention  of  fixation  of  ovnm  may  result  from  an  unhealthy 
condition  of  thie  lining  mucous  membrane  of  the  uterus,  the  requisite 
changes  for  the  formation  of  the  decidua  not  taking  place,  or,  from 
some  strumous  or  syphilitic  cachexia  being  present,  fatty  degeneration 
of  the  decidua  occurs  at  an  early  stage  and  the  ovum  becomes 
blighted. 

Menorrhagia  from  ovarian  irritation  may  also  keep  up  such  a 
condition  of  the  mucous  membrane  of  the  uterus  as  unfits  it  to  form 
healthy  decidua,  or,  as  Dr.  Barnes  remarks,  '  if  impregnation  have 
occurred,  the  ensuing  menstrual  nisus,  too  powerful  to  be  controlled 
by  the  pregnancy,  may  be  attended  by  a  profuse  haemorrhage,  which 
brings  about  extravasation  into  the  decidua,  or  such  other  dis- 
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turbances  in  the  uterus  as  are  incompatible  with  the  maintenance  of 
the  ovum.' 

The  ovum  itself,  either  as  the  result  of  constitutional  syphilis  or 
other  morbid  taint,  may  have  so  little  inherent  vitality  as  to  become 
blighted  at  an  early  stage. 

Treatment. — As  the  removal  of  the  cause  is  the  only  means  of 
overcoming  the  difficulty,  our  first  effort  must  be  to  ascertain  what 
cause  or  combination  of  causes  in  any  given  case  seems  to  account  for 
the  fact  of  sterility,  and  to  remove  these  if  possible.  Any  mechanical 
impediment  that  may  be  discovered  must  be  dealt  with  surgically,  as 
indicated  when  enumerating  the  various  causes. 

Where  displacements  of  the  uterus  occur  these  must  be  rectified 
by  suitable  means,  pessaries  in  cases  of  ante-  or  retro-version,  and 
iiitra-u ferine  stems  where  flexion  occurs.  Instruction  for  inserting 
these  will  be  found  under  the  heads  of  Ante-  and  Retro-flexion  of  the 
Uterus.  If  it  be  considered  undesirable  to  insert  a  stem,  the  cervix 
may  be  divided  anteriorly  or  posteriorly,  so  as  to  straighten  as  far  as 
practicable  the  uterine  canal,  care  being  taken  that  the  incision  is 
not  allowed  to  close  up  again. 

In  cases  where  any  inflammatory  condition  of  the  uterus  is  found 
or  believed  to  exist,  such  as  is  likely  to  interfere  with  the  healthy 
development  of  an  impregnated  ovum,  efforts  must  be  made  to  over- 
come this.  The  application  of  a  few  leeches  to  the  uterus  ;  scarifica- 
tion or  puncture  of  the  cervix  ;  the  application  of  nitric  or  carbolic 
acid  or  nitrate  of  silver  to  the  cervical  canal  just  after  the  menstrual 
period;  the  administration  internally  of  the  biniodide  of  mercury 
with  nux  vomica  and  tincture  of  cinchona,  or,  where  ovarian  irritation 
is  present,  a  mixture  of  bromide  of  potassium  and  ergot,  will  often 
succeed  in  relieving  the  condition  of  the  uterus,  and  thus  enable  us  to 
overcome  the  difficulty. 

Whatever  condition  be  detected  at  all  likely  to  prevent  con- 
ception, it  will  be  well  to  obviate  or  remove  this  at  once,  and  not  to 
assume  that  it  is  inadequate  to  account  for  the  infertility. 

A  large  number  of  cases  of  sterility  are  curable,  if  only  we  give 
sufficient  time  and  attention  to  the  individual  cases,  firstly  in  en- 
deavouring to  ascertain  the  cause,  and  then  in  persevering  with  the 
plan  of  treatment  deemed  requisite.  Failure  often  results  from  a 
too  hurried  or  not  sufficiently  careful  exploration  of  all  the  various 
circumstances  that  throw  light  upon  the  subject.  We  remove  some 
manifest  cause  of  obstruction  to  impregnation,  and  because  conception 
does  not  speedily  occur,  we  consider  the  case  is  hopeless  or  beyond 
the  aid  of  treatment.  It  may  be  that  there  are  a  series  of  causes  in 
any  one  case,  all  of  which  must  be  removed  before  success  attends 
our  efforts.  Having  overcome  one  difficulty  and  given  the  patient  a 
fair  and  reasonable  opportunity  of  profiting  by  the  advantage  thus 
gained,  should  pregnancy  not  ensue  we  must  then  seek  to  find  out 
and  remove  if  possible  any  other  condition  likely  to  cause  an  im- 
pediment to  conception. 

In  some  instances  it  may  be  necessary  to  change  the  whole  mode 
of  life,  or  to  insist  upon  a  regular  course  of  treatment  extending  over 
many  months.    If  the  patient  be  anaemic  or  in  feeble  health,  a  course 
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of  ferruginous  tonics,  with  cod-liver  oil,  out-door  exercise  systemati- 
cally persevered  with,  a  residence  at  the  sea- side  during  the  summer 
months,  and  other  expedients,  must  be  resorted  to,  with  a  view  to 
improving  the  general  health  and  thus  indirectly  favouring  healthy 
ovulation. 

Should  the  womb  be  infantile  or  undersized,  in  a  case  like  this 
we  may  in  addition  try  the  effect  of  dilating  the  cervix  by  means  of 
a  laminaria  tent,  or  of  the  insertion  of  a  galvanic  stem  into  the 
uterine  canal,  watching  carefully  lest  any  ill  effects  result ;  or  elec- 
tricity applied  to  the  ovarian  regions  or  to  the  uterus  itself.  Warm 
water  injected  per  vaginam,  or  even  an  enema,  warm  hip-baths, 
pediluvia,  and  other  remedies  of  this  kind  should  not  be  forgotten. 

Should  the  patient  be  plethoric,  unnaturally  stout  for  her  years, 
we  must  endeavour  to  diminish  her  bulk.  For  this  purpose  it  may 
be  necessary  to  put  her  into  training.  We  must  diminish  her  diet, 
more  especially  as  regards  sugar,  milk,  butter,  bread,  potatoes,  and 
beer.  She  must  take  steady,  regular  exercise,  the  action  of  the  skin 
being  assisted  if  requisite  by  the  aid  of  Turkish  baths,  and  that  of 
the  bowels  by  means  of  saline  aperients. 

The  waters  of  Ems,  Kissingen,  and  Marienbad  have  the  credit  of 
reducing  obesity,  but  only  when  taken  so  as  to  purge. 

In  addition  to  this,  any  local  congestion  or  other  disorder  of  the 
uterus  or  ovaries  must  be  attended  to. 

In  some  patients  the  mere  fact  of  leaving  off  stimulants,  more 
especially  if  spirits  have  been  indulged  in,  will  relieve  any  local  con- 
gestion and  enable  the  ovum  to  become  fixed  and  the  requisite 
changes  in  the  mucous  membrane  to  take  place. 

The  most  favourable  time  for  fruitful  congress  seems  to  be  im- 
mediately before  and  just  after  the  menstrual  period.  During  men- 
struation, and  for  a  few  days  before  and  after,  the  sexual  apparatus  is 
in  a  state  of  active  congestion,  and  it  is  at  these  times  that  impreg- 
nation is  most  likely  to  occur.  Ovulation  and  menstruation  are  so 
intimately  associated  the  one  with  the  other,  even  if  the  one  be  not 
dependent  upon  the  other,  that  we  can  readily  understand  why 
impregnation  should  be  more  apt  to  take  place  at  these  times,  though 
instances  are  not  unknown  where  conception  has  occurred  from  a 
single  coitus  at  the  mid-period,  a  clear  fortnight  from  either  men- 
strual epoch. 

A  visit  to  some  of  the  mineral  water  spas,  either  in  this  country, 
as  at  Woodhall  Spa,  Bath,  Buxton,  and  Tunbridge  Wells,  or  on  the 
Continent,  as  at  Ems,  Aix-les- Bains,  Schwalbach,  Kreuznach,  and 
numerous  others,  is  by  some  regarded  as  very  advantageous  in  chronic 
uterine  disorders  leading  to  sterility. 

Change  of  air  and  scene,  the  mere  fact  of  leading  a  healthier  life, 
rising  early  and  taking  exercise,  regular  bathing,  the  advantage  of 
daily  medical  supervision,  are  alone  calculated  to  prove  serviceable  to 
those  whose  frames  are  w^eakened  by  long-standing  uterine  mischief 
and  their  will  enfeebled  by  deteriorated  health.  Beyond  this  it  is 
difficult  to  imagine  that,  except  in  a  A^ery  small  percentage  of  cases, 
mineral  waters  are  sufficient  to  break  down  the  barrier  to  maternity. 

The  ascending  douche,  the  alternate  hot  and  cold  douches,  the  wet 
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packing,  the  prolonged  soaking,  and  various  other  ingenious  hydro- 
pathic devices,  doubtless  prove  of  service  in  cases  of  leucorrhcea  and 
other  simple  disoi'ders  of  the  female  organs  ;  but  that  hydropathy  can 
obviate  the  defects  produced  by  a  conical  cervix,  uterine  displace- 
ments, and  all  the  other  numerous  causes  of  sterility  that  have  been 
mentioned,  is  not  only  unlikely  but  unreasonable.  Before  therefore 
suggesting  a  visit  to  any  of  these  mineral  spas,  the  practitioner  should 
endeavour  to  remove  any  and  every  condition  that  is  likely  to  inter- 
fere with  fertility,  and  not  trust  too  implicitly  to  what  after  all  can 
but  be  regarded  as  a  means  of  improving  the  general  health. 
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CHAPTER  XXXIY. 

CLIMACTERIC  DISORDERS,  INCLUDING  PSEUDO-CYESIS. 

Climacteric  Disorders. — After  some  five  and  thirty  years  of 
functional  activity,  the  pelvic  organs,  which  had  been  the  subject  of 
periodical  congestions  and  determinations  of  nerve-force,  being  no 
longer  stimulated,  the  process  of  ovulation  is  arrested,  and  we  have 
coincidently  a  cessation  of  menstruation,  the  so-called  menopause  or 
change  of  life,  which  is  popularly  regarded  as  a  critical  event.  A 
complete  revolution  or  re -arrangement  of  vascular  and  nervous  supply 
is  necessitated,  and  frequently,  before  the  new  regime  is  established, 
an  interregnum  occurs  in  which  the  patient  suffers  from  well-marked 
constitutional  disturbance,  the  transition  stage  often  proving  most 
trying  to  the  digestive,  circulatory,  and  nervous  systems. 

Climacteric  disturbances  often  extend  over  two  or  three  years. 
There  is  no  fixed  uniform  period  for  the  catamenia  to  cease,  the  age 
varying  from  forty  to  fifty,  or  even  later.  The  necessity  for  modi- 
f}'ing  habits  that  may  be  prejudicial  to  the  well-being  of  the  patient 
must  be  explained  to  her.  She  will  need  to  be  encouraged  to  per- 
severe with  treatment,  to  abstain  from  alcohol,  to  restrict  her  diet,  and 
attend  to  the  general  health.  It  is  generally  a  trying  time,  but  after 
it  is  over,  patients  seem  to  take  a  new  lease  of  life,  and  regain  their 
former  health  and  spirits. 

Although,  as  a  rule,  the  majority  of  functional  and  organic  diseases 
of  the  female  generative  organs  decrease  in  intensity  after  the  meno- 
pause, yet  there  is  a  considerable  proportion  of  cases  in  which  the 
reverse  happens,  even  to  the  extent  of  the  disease  becoming  malignant. 
A  local  investigation  should  therefore  always  be  made  in  all  cases 
w^here  the  hiemorrhage  is  unusual  in  quantity  or  duration,  lest  malig- 
nant degeneration  be  overlooked. 

The  nervous  phenomena  are  often  most  prominent,  and  may  tax  all 
the  resources  of  the  practitioner  to  deal  with  them.  Irregular  nerve - 
storms,  evidencing  instability  and  disturbance  of  the  nervous  system, 
are  evidenced  by  severe  headaches,  vertigo,  hysterical  attacks,  epilep- 
toid  seizures,  cerebral  congestions,  and  even  apoplectiform  attacks. 
In  some  instances  there  is  much  irritability  of  temper,  nervous  de- 
pression, or  even  mental  despondency  verging  upon  hypochondriasi.s, 
or  even  developing  into  insanity  where  any  hereditary  predisposition 
exists.  The  patient  becomes  fretful,  impatient,  forgetful,  cannot  sus- 
tain her  attention  for  long  at  a  time,  is  subject  to  the  most  painful  in- 
decision, often  becomes  suspicious  or  morose,  secluding  herself  from 
even  her  dearest  friends,  and  not  infrequently  resorting  to  secret 
drinking  or  open  acts  of  intemperance. 
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The  headache  is  chiefly  occipital,  the  pain  often  extending  down 
the  back  of  the  neck,  as  if  some  heavy  weight  was  pressing  upon  the 
part.  Convulsions  followed  by  coma  or  delirium  not  infrequently 
occur,  the  cerebral  functions  remaining  impaired  for  some  time  after- 
wards. Aphasia  is  often  present,  or  a  wrong  word  is  substituted  for 
the  proper  one,  the  patient  herself  being  perfectly  conscious  of  the 
mistake,  and  yet  unable  to  rectify  the  error.  In  some  cases  the 
attacks  are  epileptoid,  in  others  more  resembling  prolonged  syncope, 
there  being  an  almost  complete  loss  of  consciousness,  the  patient  not 
remembering  anything  which  occurred  during  the  attack.  These 
may  be  partly  due  to  the  weakened  condition  of  the  heart,  either 
from  its  being  loaded  with  fat  deposit,  degenerated  in  fibre,  or  so 
dilated  as  to  prevent  its  acting  efficiently  under  the  call  of  sudden 
excitement  or  exertion. 

The  heats  and  chills  and  flushings  of  the  face  on  the  slightest 
emotion  or  fatigue,  with  feeling  of  giddiness  or  vertigo,  are  chiefly  due 
to  the  irregular  nervous  supply,  the  sympathetic  and  vaso-motor 
systems  being  mainly  in  fault. 

Disorders  of  the  digestive  system  are  generally  a  marked  feature 
at  the  climacteric  epoch.  The  extinction  of  the  ovarian  function  is 
generally  associated  with  a  tendency  to  corpulence,  fat  is  deposited 
about  the  internal  organs,  interfering  with  their  functional  activity. 
The  suspension  of  the  menstrual  flow,  which  may  be  regarded  in 
the  light  of  a  cleansing  or  depurative  excretion,  throws  extra  work 
upon  the  skin,  liver,  and  kidneys.  The  former  condition  often  leads 
to  neglect  of  exercise,  and  consequently  defective  secretion  from  these 
organs.  Constipation,  inactivity  of  the  liver,  and  flatulent  distension 
of  the  intestines  ensue.  Irritation,  from  the  accumulation  of  fsecal 
matters,  with  frequent  spasmodic  or  irregular  painful  contractions  of 
the  intestines,  often  occasions  much  distress,  and  not  infrequently 
leads  to  the  supposition  of  the  existence  of  pregnancy — the  so-called 
false  or  spurious  pregnancy.  This  distension  of  the  abdomen,  as  Dr. 
Barnes  points  out,  is  due  in  some  cases  to  loss  of  tension  of  the 
abdominal  walls,  the  result  of  pregnancy  ;  to  loss  of  tonicity  from 
defective  nutrition  attendant  upon  invalidism  and  want  of  exercise  ; 
to  obstruction  to  the  action  of  the  bowels  from  pressure  on  the  rectum, 
as  from  retroversion  or  prolapsus  of  the  uterus.  Lithiasis  is  very 
apt  to  occur,  the  passage  of  gravel  or  red  sand  often  causing  ex- 
cruciating agony. 

Vascular  disturbances  are  noticed  in  the  form  of  vicarious 
haemorrhages  from  the  rectum  and  nose,  and  there  is  also  an  increased 
liability  to  cerebral  haemorrhage.  The  menstrual  flow  may  diminish 
gradually  in  fi-equency,  duration,  and  quantity,  may  stop  suddenly,  or 
become  irregular  both  as  to  periodicity  and  quantity,  constituting  what 
is  popularly  described  as  '  dodging.'  There  may  be  a  terminal  flood- 
ing or  a  succession  of  floodings,  often  sufficiently  profuse  to  induce  a 
marked  degree  of  anaemia.  In  some  instances  the  floodings  alternate 
with  serous  offensive  discharge,  leading  to  the  supposition  of  cancer. 

The  disposition  to  metrorrhagia  is  no  doubt  aggravated  by  the 
sluggish  action  of  the  liver,  skin,  and  kidneys. 

Treatment. — Much  may  be  done  to  lessen   the  inconvenience 
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experienced  by  patients  at  the  climacteric  epoch  by  careful  attention 
to  the  regulation  of  the  other  functions.  The  skin  may  be  encou- 
raged to  act  by  the  judicious  employment  of  the  Turkish  bath,  the 
warm  bath,  friction  with  rough  towels,  or  flesh-brush,  regular  daily 
exercise,  the  wearing  of  flannel,  and,  if  necessary,  by  the  administra- 
tion of  diaphoretics,  of  which  the  liquor  ammon.  acet.  is  one  of  the 
best. 

Where  dyspeptic  troubles  occur,  apart  from  regulating  the  diet, 
much  good  may  be  obtained  by  prescribing  a  mixture  like  the 
following  : — 

R  Spir.  amm.  arom.  §ss,  sodje  bicarb.  Jss,  tinct.  nucis  vom. 
5ij,  tinct.  gent.  co.  Jiss,  syr.  zingib.  aq.  menth.  pip.  ad  J'vj. — M. 
One  tablespoonful  in  a  wineglassful  of  water  half-an-hour  before 
meals. 

This  may  be  varied  by  the  addition  of  rhubarb  in  place  of  gentian, 
if  not  objected  to,  or  by  omitting  the  syr.  zingib.,  and  giving  the 
mixture  in  combination  with  gr.  xv  of  acid,  citric,  allowing  the 
effervescenc3  nearly  to  pass  ofl*  before  drinking  it. 

In  some  cases,  where  the  appetite  is  very  deficient  and  the 
digestive  powers  feeble,  it  may  be  better  to  order — 

R  Acid,  nitric,  hydrochl.  dil.  5iij,  tinct.  nucis  vom.  5ij,  tinct.  cinch. 
CO.  5iv,  tinct.  chlor.  co.  5iij,  syr.  aurantii  §j,  aq.  ad  Jvj.  One  table- 
spoonful  in  a  wineglass  of  water  twice  or  thrice  daily  after  meals,  or 
a  mixture  of  quinine  and  strychnia  or  other  appropriate  tonic,  may 
be  given. 

The  action  of  the  liver  must  be  stimulated  if  requisite  by  small 
doses  of  calomel  (gr.  j-ij),  or  blue  pill  (gr.  ij-iij),  combined  with  aloes, 
colocynth  and  hyoscyamus,  or  pil.  rhei  co.,  podophyllin,  &c. 

A  very  useful  form  of  pill  is  U  Quinise  sulph,  gr.  xii,  pil.  hydrarg. 
gr.  XX,  ext.  bellad.  gr.  iij,  pil.  colocynth.  co.  gr.  xij. — M.,  et  div.  in  pil. 
xij.    One  at  bedtime,  alternate  nights. 

A  pill  at  bedtime  should  be  supplemented  the  following  morning 
by  some  saline  aperient,  such  as  the  Hunyadi  Janos,  Friedrichshall, 
or  PuUna  waters,  or  the  Carlsbad  salts,  Seidlitz  powder,  or  other 
similar  agent. 

Where  the  nervous  symptoms  predominate,  bromide  of  potassium 
proves  of  great  value  in  allaying  nervous  irritability.  If  sleepless- 
ness be  present,  chloral  combined  with  the  bromide  at  bedtime, 
xv-grain  doses  of  each,  often  secures  refreshing  sleep.  In  some 
cases  it  may  be  requisite  to  give  opium  in  some  form,  such  as  the 
liquor,  opii  sed.  i^^xv-xx ;  nepenthe  rri,xx-xxv ;  pulv.  ipecac,  co. 
gr.  x ;  liq.  morph.  acet.  nxxv-xxv. 

If  occipital  headache  persist,  the  application  of  some  evaporating 
lotion,  containing  liq.  atropise  or  tinct.  bellad.,  may  first  be  tried ; 
should  this  fail,  cupping,  to  eight  or  ten  ounces,  from  the  nucha  or 
between  the  shoulders,  will  often  exert  a  most  beneficial  influence. 

Where  the  patient  is  very  plethoric,  and  there  is  evidence  of 
cerebral  congestion,  or  convulsions,  epileptiform  or  apoplectiform 
attacks  occur,  the  abstraction  of  eight  or  ten  ounces  of  blood  from  the 
arm  is  not  only  perfectly  justifiable,  but  will  prove  of  much  service. 
If  the  practitioner  hesitates  to  perform  this,  the  application  of  half-a- 
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dozen  leeches  to  the  temples  or  behind  the  ears  may  be  resorted  to 
instead. 

The  abstraction  of  a  small  quantity  of  blood,  whether  by  leeches, 
cupping,  or  venesection,  acts  beneficially  in  relieving  vascular  tension, 
equalising  the  circulation,  and  in  proving  a  direct  and  effective  sub- 
stitute for  the  menstrual  flow. 

Salines  may  be  employed  with  advantage,  their  good  effect  being 
often  enhanced  by  the  addition  of  digitalis  or  aconite. 

The  establishment  of  an  issue  in  the  back  of  the  neck  or  on  the 
arm,  operates  as  a  valuable  derivative. 

Diet  will  need  to  be  strictly  enforced.  Meat  must  be  taken 
sparingly,  and  not  more  than  once  daily.  All  rich  made- dishes  should 
be  avoided ;  fish,  game,  or  poultry  being  taken  in  preference  to  soups, 
joints,  and  entrees.  Alcoholic  stimulants,  whether  in  the  form  of  beer, 
wine,  or  spirits,  should  as  a  rule  be  completely  given  up.  They  do 
far  more  harm  than  good,  and  if  patients  can  only  be  induced  to 
abstain  for  the  space  of  one  week,  they  will  themselves  find  the  ad- 
vantage. The  heats  and  chills,  flushes  and  sinkings,  headache  and 
fidgettiness,  materially  diminish ;  the  patient  sleeps  and  eats  better, 
feels  freer  and  lighter,  better  able  to  get  about,  and  altogether  im- 
proved. 

In  some  few  instances  alcohol  may  be  necessitated.  Beer  is 
unsuitable ;  all  heavy  wines,  such  as  port  and  sherry,  should  be 
avoided.  Some  light  sparkling  wine  or  claret,  mixed  with  one  of  the 
effervescing  table  waters,  may  be  tried,  only  at  mealtimes,  however, 
never  to  counteract  the  sinking  feeling  so  often  experienced  between 
meals.  For  this,  the  best  plan  is  to  crumble  a  biscuit,  and  sip  a  little 
cold  water,  or  at  most  take  a  little  sal-volatile  in  cold  water. 

Tea  and  coffee  must  be  taken  in  strict  moderation,  the  less  the 
better,  especially  tea,  which  interferes  with  digestion,  and  encourages 
flatulent  distension  of  the  intestines. 

Pseudo-cyesis.^ — False,  or  spurious,  or  imaginary  pregnancy  may 
be  observed  almost  at  any  time,  not  only  during  the  active  functional 
life  of  women,  but  even  long  after  the  menstrual  function  has  ceased. 
It  is,  however,  more  frequently  observed  about  the  menopause  from 
the  flatulent  distension  of  the  abdomen,  accumulation  of  fat,  and 
cessation  of  the  catamenia.  The  breasts  also,  being  involved  in  the 
tendency  to  adiposity,  become  larger,  and  thus  apparently  corroborate 
the  supposition  of  pregnancy.  The  movement  of  air  in  the  intestines, 
and  the  spasmodic  contractions  of  the  abdominal  walls,  often  closely 
simulate  the  foetal  movements,  and  tend  to  mislead,  not  only  patients 
who  have  previously  borne  children,  but  even  the  practitioner  who 
imprudently  relies  more  upon  the  subjective  statements  than  upon  the 
objective  signs. 

The  patient  having  once  conceived  the  idea  of  the  existence  of  preg- 
nancy, her  memory,  if  she  has  already  been  a  mother,  readily  supplies 
her  with  any  missing  symptoms ;  or  she  draws  upon  her  imagination 
for  her  facts  if  she  has  not  previously  borne  children,  '  conjuring  up 
into  seeming  existence  the  signs  which  are  suggested  to  her  eager 
mind  by  hearsay  or  reading,'  until,  the  wish  being  father  to  the 
1  From  i/^evSo?,  a  lie,  and  Kurjats,  pregnancy. 
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thought,  she  deludes  herself  into  the  helief  that  she  is  actually  preg- 
nant. This  belief  varies  in  different  patients,  from  that  of  a  not  unna- 
tural mistake,  which,  after  a  careful  examination,  the  practitioner  can 
rectify  by  a  simple  explanation  of  the  facts,  to  that  of  a  persistent 
conviction,  a  veritable  delusion,  which  no  amount  of  reasoning  oi- 
explaining  will  dispel,  but  which  becomes  strengthened  by  opposition 
and  persists  often  for  long  beyond  the  time  of  normal  pregnancy. 

Spurious  pregnancy  has  been  observed  in  single  women  who  have 
indulged  in  clandestine  intercourse.  Mental  anxiety  and  fear  of 
consequences  have  first  led  to  suppression  of  the  catamenia,  the 
general  health  becomes  disordered,  indigestion,  nausea,  constipation, 
with  flatulent  distension  of  the  intestines,  follow,  and  the  dread  of 
exposure  and  sense  of  shame  so  preys  upon  the  mind  as  to  overthrow 
the  faculty  of  judgment,  and  render  the  patient  the  most  miserable 
of  mortals. 

In  the  newly-married,  more  especially  when  sterile,  even  when 
the  catamenia  are  only  irregular  or  scanty,  patients  not  infrequently 
are  subject  to  imaginary  pregnancy.  They  would  fain  console  them- 
selves with  the  hope  so  natural  to  their  sex,  and  readily  believe 
what  they  hope  to  be  true. 

Hysterical  females  are  often  found  presenting  symptoms  of 
phantom  tumour  of  the  abdomen,  which  may  readily  be  mistaken  for 
pregnancy  unless  the  practitioner  be  on  his  guard.  Pelvic  projec- 
tion, or  arching  of  the  back,  with  rigidity  of  the  abdominal  muscles, 
often  increase  the  apparent  enlargement  of  the  abdomen,  and  may 
easily  deceive  the  unwary. 

In  patients  at  the  climacteric  period,  the  abdomen  generally  feels 
doughy,  the  walls  are  very  fat,  and  on  pressing  the  hands  on  either 
side  of  the  abdomen  there  is  an  absence  of  any  sense  of  resistance 
such  as  would  be  encountered  if  any  firm  globular  tumour  existed. 
On  auscultation,  borborygmi,  or  movement  of  air  in  the  intestines, 
may  generally  be  heard,  and  no  placental  murmur  or  foetal  heart- 
sounds  can  be  detected.  If  any  doubt  still  exist,  the  administration 
of  chloroform  will  soon  clear  up  the  diagnosis.  The  back,  which  was 
arched  forward,  becomes  straightened,  the  abdominal  w^alls  relaxed, 
so  that  the  hand  can  sink  down  almost  to  the  spine. 

On  examination  per  vaginam,  the  finger  detects  the  cervix,  normal 
in  size,  consistence,  and  position ;  not  enlarged,  softened,  and  directed 
backwards,  as  in  pregnancy.  On  conjoined  manipulation,  the  uterus 
can  be  made  out  of  natural  size  and  mobile. 

Diagnosis'. — Objective  signs,  and  not  subjective  symptoms,  must 
alone  be  relied  upon  in  forming  an  opinion.  The  patient  being 
placed  in  the  dorsal  position,  the  several  steps  mentioned  when  speak- 
ing of  physical  diagnosis  must  be  resorted  to.  On  inspection,  the 
abdomen  may  be  symmetrically  enlarged,  on  palpation  it  is  found  to 
be  tense  and  resistant,  on  percussion  it  is  more  or  less  resonant  de- 
pending upon  the  thickness  of  the  abdominal  walls  from  fat,  care  being 
taken  to  get  the  deep,  and  not  merely  the  superficial. note.  If  the 
patient's  attention  be  distracted,  we  may  often  succeed  in  pressing  the 
fingers  almost  down  to  the  promontory  of  the  sacrum.  It  is  well  not 
to  rely  upon  the  patient  having  recently  passed  water,  but  to  employ 
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the  catheter  at  the  time  of  the  examination,  so  that  no  error  may 
arise  from  a  distended  bladder. 

Where  the  breasts  are  enlarged,  it  will  generally  be  found  that  it  is 
due  to  fat,  and  there  are  seldom  the  chai'acteristic  changes  of  preg- 
nancy. Besides,  the  tendency  to  obesity  is  uniform,  the  limbs  and 
face  participating  in  the  general  increase,  whereas  a  pregnant  woman 
usually  becomes  more  or  less  pinched  in  the  features. 

The  differentiation  from  ascites  and  ovarian  tumours  will  be  found 
fully  considered  under  this  latter  heading. 

Treatment. — The  administration  of  an  anaesthetic  often  serves  a 
double  purpose,  in  clearing  up  the  diagnosis,  and  at-  the  same  time 
dispelling  the  patient's  illusion.  Although  we  may  thus  prove  that 
the  patient  was  in  error  as  regards  the  existence  of  pregnancy,  it  may 
still  be  very  necessary  to  attend  to  the  condition  of  her  general 
health,  and  improve  the  state  of  the  nervous  system.  The  indica- 
tions already  given  when  speaking  of  the  treatment  of  climacteric 
disorders  should  be  attended  to,  the  bowels  especially  being  carefully 
regulated.    A  pill  of  the  following  often  proves  very  serviceable  : 

R  Ext.  bellad.  gr.  iij,  quinite  sulph.  gr.  xij,  zinci  Valeriana tis 
gr.  xij,  pil.  aloes  et  assafoetidse  gr.  xx.— M.,  et  div.  in  pil.  xij.  One  to 
be  taken  twice  daily.  A  chalybeate  tonic  may  be  given,  such  as 
R  Mag.  sulph.  Jss,  tinct.  nucis  vomicae  5ij,  tinct.  ferri  perchlor.  5ij, 
pot.  acet.  5ij,  syr.  zingib.  §j,  aq.  menth.  pip.  ad  §vj. — M.  One  table- 
spoonful  thrice  daily  in  a  little  water.  Another  useful  formula  is 
the  following: — R  Spir.  amm.  foetid.  5iv,  tinct.  valerian,  amm.  5vj, 
tinct.  lavand.  co.  Jss,  tinct.  nucis  vom.  5ij  \  syr.  zingib.  Jj  aq. 
cam  ph.  ad  Jvj. — M.  One  tablespoonful  in  a  wineglassful  of  water 
occasionally. 

A  well -fitting  abdominal  belt,  by  giving  support  to  the  weakened 
abdominal  wall,  and  taking  off  the  downward  pressure  of  the  intes- 
tines loaded  with  fat,  generally  gives  great  relief.  Galvanism  in 
some  cases  seems  to  be  useful.  Gentle  friction  to  the  abdomen,  alone 
or  with  some  stimulating  liniment,  such  as  the  lin.  chlorof.  et  bellad., 
or  the  lin.  cam  ph.  co.,  may  also  be  tried. 

Change  of  air,  especially  to  the  sea-side,  regular  exercise,  modera^ 
tion  in  diet,  abstinence  or  strict  moderation  as  regai-ds  alcohol  and  tea, 
and  other  similar  indications,  should  not  be  forgotten. 
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CHAPTER  XXXY. 

HYSTERIA — VAGINISMUS — DYSPAREUNIA. 

Hysteria. — A  manual  of  diseases  of  women  would  not  be  complete 
without  some  mention  of  a  disorder  difficult  to  define,  to  which  the 
female  sex,  although  not  exclusively,  are  more  particularly  liable. 
Dr.  Reynolds,  in  an  article  upon  hysteria  in  his  '  System  of  Medicine,' 
to  which  I  am  largely  indebted  for  the  following  remarks,  regards  it 
as  a  perturbed  condition  of  the  nervous  system.  The  essential  cha- 
racter of  this  morbid  state  is  an  exaggeration  of  involuntary  motility 
and  a  diminution  of  the  power  of  the  will  ;  the  emotional,  sensational, 
and  reflex  movements  are  in  excess,  while  the  voluntary  are  de- 
fective. 

Dr.  Barnes  insists  strongly  upon  the  ovarian  theory,  proposing, 
indeed,  to  alter  the  term  hysteria  to  that  of  '  oophoria.'  He  says  it 
is  not  organic  disease  of  the  ovary  that  causes  hysteria,  but  that 
disorder,  that  difficulty  in  the  pei'formance  of  its  function,  which  is  so 
common  in  young  persons.  Charcot  has  demonstrated  that  the  con- 
vulsions of  hysteria  can  be  controlled,  resolved  by  firm  pressure  upon 
the  ovary.  At  the  same  time  the  pressure  causes  a  characteristic 
pain,  inducing  painful  radiations  towards  the  epigastrium,  compli- 
cated sometimes  with  nausea  and  vomiting;  next,  if  pressure  be  con- 
tinued, palpitation,  with  extreme  frequency  of  pulse,  soon  follows  ; 
and  lastly  the  sensation  of  globus  hystericus  is  developed  in  the  neck. 

Pathology. — Anatomical  investigation  has  failed  to  show  the 
presence  of  any  organic  lesion  which  is  either  so  constant  or  so  pre- 
valent in  hysteria  that  it  may  justly  be  regarded  as  its  cause.  It  is 
common  to  find  some  derangement  of  the  digestive,  the  assimilative, 
or  of  the  reproductive  systems,  but  these  may  exist  without  hysteria  ; 
and  vice  versd,  that  disease  may  be  present  when  those  bodily  func- 
tions are.  healthily  performed.  Flatulent  distension  of  the  abdomen, 
eructation,  nausea,  and  vomiting,  frequently  result  from  ovarian  irrita- 
tion. This  is  explained  on  anatomical  grounds  by  the  connection  of  the 
sympathetic  nerve-supply  of  the  ovarian  plexus  with  the  upper  aortic 
and  renal,  and  so  with  the  solar  plexus.  There  is,  however,  one  thing 
common  to  all  cases  of  hysteria,  and  that  is  a  perturbed  condition  of 
the  nervous  system,  and  this  is  brought  into  existence -(if  not  inherited) 
by  those  conditions  which  are  the  most  active  in  producing  disorder  of 
the  mind;  in  the  female  sex,  by  vexatious  emotions,  want  of  sym- 
pathy or  success,  disappointed  and  concealed  affection,  want  of  occu- 
pation, fear,  and  morbid  conditions,  or  supposed  morbid  conditions,  of 
the  reproductive  system.    The  primary  fact  in  that  condition  which 
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we  term  hysteria  would  seem  to  lie  behind  all  that  is  referred  to  in 
the  considerations  upon  the  inter-relations  of  physical,  mental,  and 
moral  life,  and  to  consist  in  that  special  morbid  change  of  the  nervous 
centres  which  either  gives  to  emotion  an  undue  influence  or  removes 
the  limitations  of  its  actions.  The  earliest  departure  from  health  is 
often  to  be  found  in  the  disturbed  balance  of  mental  and  emotional 
operations. 

Causation. — The  most  frequent  predisposing  cause  is  that  condi- 
tion of  the  nervous  system  which  is  more  or  less  characteristic  of  the 
female  sex — an  habitual  constitutional  or  induced  relation  between 
the  several  elements  of  mental,  moral,  and  physical  life. 

Hysteria  usually  commences  at  or  about  the  time  of  puberty,  be- 
tween twelve  and  eighteen  yfears  of  age ;  but  when  once  developed, 
the  symptoms  may  remain  throughout  life.  It  is  more  common  in 
the  single  than  in  the  married.  It  is  said  that  the  wives  of  incom- 
petent husbands,  and  baiTen  women,  as  well  as  widows  and  old  maids, 
are  frequent  victims  of  the  hysteric  malady.  Still  it  is  not  limited 
to  the  single,  and  it  may  exist  to  its  highest  degree  in  the  married. 
It  is  more  often  witnessed  among  the  upper  classes  of  the  civilised 
races,  in  whom  emotionalism  is  intensified  at  the  expense  of  reason 
and  self-control  by  injudicious  training  in  childhood,  and  the  subse- 
quent pampering  that  ill  fits  them  for  the  trials  of  life. 

Dr.  Reynolds  maintains  that  it  has  not  yet  been  shown  that 
hysteria  has  any  definite  relation  to  the  varying  conditions  of  men- 
struation. Menorrhagia,  by  reducing  the  vital  power  through  loss  of 
blood  ;  dysmenorrhoea,  by  effecting  the  same  result  through  nervous 
exhaustion  ;  or  amenorrhoea,  by  its  physically  direct,  and  mental  and 
morally  indirect  influence,  may  either  of  them  conduce  to  the  increase, 
or  even  development  of  the  hysteric  state ;  but  it  has  yet  to  be  shown 
that  either  one  of  these  is  of  itself  sufiicient  to  produce  the  disease. 
Hereditary  taint  has  not  been  shown  to  exert  any  marked  influence 
in  the  development  of  hysteria,  though  the  influence  of  an  hysterical 
mother  is  very  prejudicial. 

The  most  frequent  determining  cause  of  an  outbreak  of  hysteric 
symptoms  is  some  mental  or  moral  disturbance,  either  a  violent  and 
unexpected  commotion,  or  more  commonly  the  occurrence  of  a  trivial 
circumstance  which  takes  the  individual  by  surprise,  overcomes  the 
power  of  restraint,  and  gives  evidence  of  what  is  often  an  ill-under- 
stood but  long  concealed  annoyance  or  distress.  Anything  that 
intensifies  any  pre-existing  nervous  affections  ;  debilitating  influences, 
like  great  loss  of  blood  ;  diseases ;  physical,  mental,  and  emotional 
shocks,  prolonged  worry  and  want  of  sleep,  may  all  be  mentioned.  Dr. 
Graily  Hewitt  contends  that  when  there  is  an  organic  cause  for 
hysteria,  that  cause  will  be  found  to  be  a  chronic  flexion  of  the  uterus. 

Symptoms. — The  inipr-paroxsymal  symptoms  are  numerous.  As 
to  the  mental  and  emotional  state,  '  the  will  is  perverted  and  defective, 
while  ideas  and  emotions  exhibit  excessive  activity.  The  patient 
asserts  that  she  cannot  control  her  thoughts,  emotions,  expressions, 
or  general  movements  ;  that  she  cannot  move  this  or  the  other  hmb ; 
cannot  open  the  eyes ;  cannot  stand  or  walk  ;  cannot  relax  the  rigid 
spasm  of  the  hand  or  of  the  leg ;  and  what  she  says  is  true  under  the, 
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existing  conditions.  But  often,  under  the  influence  of  some  unex- 
pected idea,  or  emotion,  or  sensation,  she  does  the  very  things  that 
were  said  to  be  impossible.  Ideation  is  often  excessively  active  in  re- 
gard to  certain  classes  of  thought ;  emotion  is  commonly  excessive 
in  itself,  and  also  in  its  expression.  Laughter  and  sobbing  not  only 
alternate,  but  co-exist. 

Sensibility  may  be  altered  in  several  distinct  directions ;  there 
may  be  increased,  painful,  perverted,  or  diminished  sensation,  or  there 
may  be  absolute  though  partial  anaesthesia.  Pain  is  generally  com- 
plained of.  The  favourite  haunts  of  hysteric  pain  are  the  top  of  the 
head,  the  left  mammary  region,  the  hypogastric,  and  the  sacral.  Dr. 
Barnes  asserts  that  iliac  pain  is  the  most  constant,  and  the  primary 
feature  in  hysterical  attacks.  Pain  in  the  coccyx  or  one  of  the  joints 
of  the  limbs  is  also  frequent.  Other  sensations  are  felt,  such  as  want 
of  breath,  the  action  of  the  heart,  the  intestinal  movements,  the  pro- 
cesses of  micturition  and  defsecation,  and  even  those  of  sexual  inter- 
course, to  an  exaggerated  degree  and  in  a  distressing  manner.  '  Globus 
hystericus,'  or  feeling  of  a  ball  or  lump  in  the  throat,  as  if  it  would 
choke  her,  is  almost  typical  of  hysteria. 

In  health  there  are  different  kinds  of  movements  which  the 
muscular  system  exhibits  ;  some  are  voluntary,  others  depend  upon 
idea,  a  third  group  upon  emotion,  a  fourth  upon  sensation,  and  a  fifth 
upon  impressions  which  are  not  felt.  In  hysteria  the  normal  relation 
is  perverted,  and  there  is  an  excess  of  the  involuntary  motility  and 
a  diminution  of  the  volitional. 

Paroxysmal  Symptoms. — Owing  frequently  to  some  real  or 
imaginary  grievance,  or  to  some  unexpected  or  unexplained  occurrence, 
an  hysterical  patient  suddenly  gives  a  scream  or  makes  a  spluttering 
noise,  appears  to  lose  voluntary  power  and  self-control ;  she  falls  down, 
with  snorting  breathing  and  a  quasi-tonic  contraction  of  the  muscles 
of  the  extremities  and  trunk.  She  makes  hideous  grimaces  and  out- 
rageous noises,  throws  her  limbs  about  in  a  disorderly  manner;  utters 
incoherent  sentences,  adopts  histrionic  attitudes;  complains  of  her 
throat  and  stomach  and  breathing ;  appears  exhausted  or  faint,  and 
sometimes  stupefied ;  occasionally  she  seems  to  lose  her  consciousness, 
and  then  after  a  fit  of  crying  to  be  herself  again,  the  attack  frequently 
terminating  in  a  copious  involuntary  discharge  of  limpid  urine. 

Negrier  has  directed  attention  to  'pelvic  projection,'  or  throwing 
forward  of  the  pelvis  as  often  as  the  hand  is  applied  to  the  hypo- 
gastrium,  as 'being  a  frequent  and  remarkable  symptom  of  oophoriaor 
hysteria. 

Differentiation. — From  epilepsy  it  may  be  separated  by  negative 
characters.  There  is  rarely  absolute  or  sudden  loss  of  consciousness ; 
the  patient  does  not  fall  in  such  a  manner  as  to  hurt  herself,  or  tear 
her  clothes ;  there  is  somebody  near  who  shall  see  the  j)henomenon ; 
hysteric  paroxysms  do  not  occur  during  sleep,  or  when  the  patient  is 
alone  ;  there  is  something  artistic  in  the  mode  of  their  approach — the 
hysteric  patient  gathers  her  robe  around  her  and  falls  gracefully ; 
she  appears  to  the  casual  observer  to  be  unconscious,  but  there  is  not 
real  or  absolute  loss  of  sense  or  of  perception ;  there  is  not  the  hideous 
distortion  of  features  observed  in  epilepsy,  nor  is  there  the  dilatation 
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of  the  pupil ;  the  eyelids  may  quiver,  and  the  eyeballs  may  be  turned 
up,  but  there  is  no  divergent  strabismus,  nor  is  there  the  wide-open 
eye.  There  is  no  bitten  tongue,  nor  the  reckless  injury  of  either  the 
person  or  the  clothes.  The  breathing  is  tumultuous  and  noisy,  but 
there  is  no  such  absolute  arrest  of  respiration  as  to  cause  asphyxia. 
The  patient  looks  about,  the  attack  lasts  longer,  there  is  much  sobbing 
and  crying,  much  apparent  exhaustion,  but  no  real  stupor. 

Hysterical  mania  sometimes  appears  after  an  attack.  The  patient  is 
unmanageable,  sometimes  mischievous,  and  very  often  highly  abusive; 
but  generally  is  merely  loquacious,  unreasonable,  and  demonstrative 
in  regard  of  emotion,  and  the  attack  speedily  subsides  under  judicious 
treatment,  though  it  exhibits  a  great  tendency  to  recur.  Organic 
diseases  of  the  nervous  centres,  which  are  sometimes  simulated  by 
hysterical  paralysis  and  anaesthesia,  may  be  excluded  by  a  proper 
attention  to  details.  Usually  the  phenomena  presented  are  inconsis- 
tent with  the  idea  of  any  definite  disease  of  either  the  cerebrum  or  the 
spine  ;  the  paralyses  are  imperfect  in  development,  vague  in  their  dis- 
tribution, and  changing  in  their  locality  ;  they  are  not  accompanied  by 
the  alterations  of  nutrition,  or  of  electric  contractility  or  sensibility, 
which  are  proper  to  other  affections;  and  the  history  of  the  case 
will  usually  reveal  their  true  nature.  An  hysteric  patient  does  not 
look  at  her  feet,  as  those  who  are  ataxic  do,  but  looks  round  about 
her  to  observe  the  efTect  of  her  performance.  The  ataxic  or  paraplegic 
patient  tries  to  walk ;  the  hysteric  girl  tries  to  show  that  she  cannot 
use  her  limbs. 

The  distribution  of  pain  described  by  hysteric  patients  supposed 
to  be  suffering  from  neuralgia  is,  moreover,  often  so  wide  of  all  relation 
to  anatomy  and  physiology,  that  its  true  nature  may  be  recognised. 

From  various  inflammatory  affections,  such  as  peritonitis,  laryn- 
gitis, and  arthritis,  hysterical  symptoms  may  be  distinguished  by  a 
careful  use  of  the  thermometer,  which  fails  to  show  any  rise  of  tem- 
perature. Phantom  tumours  may  be  removed  by  the  inhalation  of 
chloroform,  while  palpation  and  percussion  usually  reveal  the  nature 
of  their  constituents. 

Prognosis. — When  once  established,  hysteria  is  very  difficult  to 
cure,  and  this  is  true  under  all  the  conditions  of  causation.  The  most 
difficult  cases  are  those  in  which  it  is  but  an  exaggeration  of  a  consti- 
tutional defect,  inasmuch  as  it  is  impossible  to  cure  the  malady  with- 
out changing  the  individual,  and  this  is  by  no  means  an  easy  task. 
When  hysteria  is  a  disease,  and  the  physician  has  given  to  him  a  carte 
hlanche  to  treat  it  as  he  deems  best,  the  patient  may  be  cured  :  but 
when  it  is  a  constitutional  peculiarity,  and  the  physician  is  checked  at 
every  turn  by  anxious  friends,  limited  in  this  direction  and  in  that  by 
frightened,  too  sympathetic,  or  unwise  relatives,  the  prognosis  is  un- 
favourable, the  case  is  hopeless,  and  might  as  well  be  left  alone. 

Treatment. — Bearing  in  mind  the  pathology  of  the  disease,  it  is 
highly  important  that  its  earliest  indications  should  be  recognised  and 
combated.    Prevention  is  better  than  cure. 

The  tendency  of  the  patient's  education  should  be  to  develop  the 
faculty  of  self-control,  and  to  take  her  out  of  herself.  She  should  feel 
that  she  is  understood  and  cared  for,  and  yet  kindness  must  be  blended 
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with  firmness,  and  all  exhibitions  of  a  want  of  self-control  should  be 
checked.  The  bodily  health  should  be  looked  to  without  any  admis- 
sion or  appearance  of  anxiety  on  the  part  of  others  :  the  diet  simple, 
and  the  intervals  between  meals  not  too  prolonged ;  plenty  of  sleep, 
but  not  too  much  lying  about  on  sofas  ;  exercise  short  of  fatigue ; 
recreation,  but  not  any  precocious  or  preternatural  excitements  ;  the 
hours  of  study  not  too  prolonged,  and  strictly  within  reasonable 
limits. 

If  the  patient  be  anaemic,  iron  in  the  form  of  Easton's  syrup,  the 
citrate  of  quinine  and  iron,  or  other  appropriate  form,  must  be  pre- 
scribed. Quinine,  strychnia,  and  vegetable  bitters,  mineral  acids  and 
other  suitable  tonics,  or  bismuth  and  alkalies  with  nux  vomica  if 
indigestion  with  flatulence  be  troublesome.  The  bowels  must  be 
regulated  with  aloes  and  belladonna  pills,  or  other  suitable  aperients. 

The  usual  anti-hysteric  remedies,  such  as  musk,  castor,  valerian, 
assafoetida,  and  the  like,  are  of  little  real  service,  and  large  doses  of 
bromides  do  more  harm  than  good.  It  is  not  a  question  of  medicine, 
but  of  mental  and  moral  management. 

If  any  uterine  disorder  be  detected  it  must  be  remedied  if  possible, 
a  stem  being  inserted,  or  appropriate  pessary  adjusted,  if  any  flexion 
exist.  Any  menstrual  irregularity  should  be  attended  to ;  any  ovarian 
irritation  treated  as  elsewhere  indicated. 

Treatment  of  an  hysterical  paroxysm. — An  attack  of  hysterical 
convulsions  will  often  test  the  practitioner's  powers  even  more  than 
other  more  serious  emergencies.  The  solicitude  of  over-anxious,  un- 
wise, too  sympathetic,  or  frightened  relatives  or  friends,  is  calculated 
to  do  far  more  harm  than  good  to  the  patient,  and  often  interferes 
materially  with  the  practitioner's  efforts.  The  first  thing  therefore 
will  be  to  exclude  from  the  room  everyone  exce])t  some  judicious 
female  friend  or  relative,  who  must  be  enjoined  to  refrain  from  talking 
to  the  patient,  whether  to  express  sympathy  or  to  attempt  scolding, 
allowing  the  patient  to  recline  at  full  length  on  the  floor,  or  on  a  bed 
or  couch,  as  may  be  most  convenient.  Everything  tight  round  the 
waist  or  throat  should  be  at  once  loosened ;  the  patient,  being  per- 
fectly conscious  of  all  that  is  taking  place  around  her,  care  should  be 
exercised  not  to  make  any  remarks  betraying  alarm  or  anxiety.  A 
calm,  quiet  manner,  a  combination  of  kindness  and  firmness,  is  best 
fitted  to  impress  the  patient.  A  towel  dipped  in  cold  water  may  be 
flapped  upon  the  cheeks  or  upper  part  of  the  chest,  but  it  is  cruel  to 
drench  a  patient  with  water,  spoiling  her  clothes  and  saturating  the 
bed  or  carpet.  A  smelling-bottle  applied  to  the  nostrils,  and  a  firm 
injunction  to  take  a  long  deep  breath,  will  often  cut  short  or  mate- 
rially weaken  the  force  of  the  paroxysm.  It  is  unwise  to  attempt  to 
control  every  movement  of  the  patient,  or  even  to  urge  her  to  lie 
quiet,  and  not  toss  her  arms  about. 

The  mere  physical  exertion  serves  to  expend  a  portion  of  the 
superfluous  nervous  energy,  and  to  shorten  the  attack.  Care  should 
be  taken  that  the  patient  does  not  injure  herself  unnecessarily,  though 
it  will  generally  be  found  this  precaution  is  not  needed,  the  patient 
herself  instinctively  avoiding  doing  so.  If  there  be  much  tossing  of 
the  head,  it  is  well  to  place  a  soft  cushion  or  pillow  under  it.  As  soon 
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as  the  mtient  can  swallow,  a  little  cold  water,  or  a  teaspoonful  of  sal- 
volatile,  properly  diluted,  may  be  given.  In  some  instances,  where 
flatulent  distension  of  the  intestines  is  a  marked  feature  in  the  case, 
a  threatened  attack  may  often  be  averted,  or  when  present  shortened, 
by  inserting  a  rectal  tube  so  as  to  allow  a  free  escape  of  flatus.  The 
same  object  is  often  sought  to  be  attained  by  administering  an  enema 
of  rue  or  assafoetida,  plenty  of  warm  water  being  employed,  so  that 
the  flatus  may  be  all  absorbed  by  the  water,  or  passed  off  when  the 
bowels  respond.  Charcot  has  demonstrated  the  fact,  that  pressure 
upon  the  ovary,  by  the  hand  externally,  in  the  iliac  or  inguinal  region, 
will  often  serve  to  control  convulsions  or  arrest  the  paroxysm  of 
hysteria.  Recamier  has  suddenly  extinguished  hysterical  convulsions 
by  causing  a  lady's-maid  to  sit  on  her  mistress's  belly.  Dr.  Hare 
suggested  forcibly  preventing  the  patient  fi-om  breathing  for  a  certain 
time,  by  holding  the  nose  and  mouth.  The  efiect  of  such  consti-aint 
is  to  make  the  patient,  when  allowed  to  do  so,  draw  a  long  breath, 
this  vigorous  inspiration  being  usually  followed  by  a  relaxation  of  all 
;spasm  and  a  disappearance  of  the  fit. 

Although  Dr.  Reynolds  and  others  speak  favourably  of  this 
method.  Dr.  Barnes  '  cannot  look  upon  this  revolting  practice  without 
shame  and  humiliation  that  such  ignorance  and  brutality  should  be 
so  far  recognised  as  to  be  discussed.' 

If,  in  place  of  attempting  to  reason  with,  scold,  or  entreat  an 
hysteiical  patient,  the  practitioner  remains  silent,  and  shows  no  un- 
usual symptoms  of  alarm  or  anxiety,  the  patient,  as  a  rule,  will  soon 
look  about  her,  and  failing  to  detect  a  sympathetic  and  excited 
audience,  will  bring  her  efforts  to  a  close,  and  cry  herself  to  sleep 
after  her  fatiguing  exertions. 

Where  the  paroxysm  is  very  severe  or  very  prolonged  it  may  be 
necessary  to  give  a  few  whiffs  of  chloroform,  or  try  the  effect  of  the 
inhalation  of  three  drops  of  the  nitrite  of  amyl.  The  application  of 
galvanism  is  successful  in  some  cases,  and  may  be  tried  when  an 
apparatus  is  at  hand. 

The  injection  of  iced  water  into  the  rectum  has  been  recom- 
mended. 

Aphonia  may  often  be  cured  by  electricity,  the  most  useful  mode 
being  that  of  giving  sparks  to,  or  taking  them  from,  the  larynx.  The 
voice  is  sometimes  instantaneously  restored. 

Paralyses  are  treated  very  successfully  by  faradisation,  and  by 
passive  movements  and  fi-ictions,  employed  by  a  well-instructed  nurse. 
Dr.  Reynolds  says,  '  I  have,  however,  found  no  mode  of  treating 
hysterical  paralyses  comparable  in  efficiency  with  that  of  placing 
narrow  strips  of  blister  completely  round  the  affected  limbs.  This 
method  of  treatment  has  succeeded  perfectly  and  rapidly,  after  all 
other  plans  have  failed.' 

Rigid  contractions  may  be  relieved  by  the  continuous  galvanic 
current,  but  much  more  successfully  by  the  inhalation  of  chloroform, 
and  the  adaptation  of  some  apparatus  to  maintain  extension  when  the 
effect  of  chloroform  has  subsided. 

Dr.  Playfair  has  lately  directed  attention  ^  to  the  systematic  treat- 
1  The  Lancet,  May  28,  1881. 
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inent  of  nerve  prostration  and  hysteria  connected  with  uterine  dig- 
ease,  as  advocated  by  Dr.  Weir  Mitchell,  of  Philadelphia.^  Goodell, 
in  his  '  Lessons  on  Gynecology,'  devotes  a  chapter  to  the  same  subject 
under  the  head  of  *  Nerve-tire,  or  the  Relation  of  Neurasthenia  to 
Diseases  of  the  Womb.'  Dr.  Playfair  thus  describes  these  cases  : — 
'  The  protean  symptoms  we  have  to  deal  with  are  such  as  gradually 
develop  themselves  in  those  confirmed  invalids  who  are  so  widely 
scattered  over  the  country,  who  have  been  from  one  doctor  to  another, 
subjected  to  all  sorts  of  uterine  medication,  mechanical  and  other, 
with  no  lasting  improvement,  until  eventually  they  become  bed- 
ridden, or  nearly  so,  sleejDless,  victims  to  chloral  and  morphia,  worn 
and  wasted,  and  burdens  to  themselves  and  their  famihes. 

'  Many  of  these  cases  have  drifted  far  beyond  the  point  at  which 
local  treatment,  however  judicious,  is  capable  of  effecting  a  cure. 
The  pain,  the  backache,  the  leucorrhoea,  the  difficulty  in  progression, 
the  disordered  menstruation,  which  are  attendants  on  the  local  troubles, 
have  ended  in  producing  a  state  of  general  disturbance  in  which  all 
the  bodily  functions  become  implicated.  The  nervous  system  is  pro- 
foundly affected,  the  blood  impoverished,  and  the  general  nutrition  at 
the  lowest  ebb. 

'  Such  cases  have  two  or  three  prominent  symptoms  in  common, 
among  the  most  marked  of  which  are  wasting  of  the  fatty  tissues, 
combined  with  ansemia,  the  patient  having  gradually  lost  all  appetite, 
professing  a  total  inability  to  take  a  healthy  amount  of  food,  and 
often  consuming  barely  enough  to  support  vitality.  Associated  with 
this  are  very  marked  dyspeptic  symptoms,  too  often  aggravated  by 
the  pernicious  habit  of  deadening  pain  by  chloral,  morphia,  or  stimu- 
lants. As  a  necessary  consequence  of  such  a  state,  and  partly  no 
doubt  from  local  pain,  all  exercise  is  abandoned,  and  the  patient 
becomes  entirely  confined  to  the  house,  or  even  to  bed.  Another 
group  of  symptoms  which  soon  show  themselves  under  such  condi- 
tions are  those  of  a  moral  character,  the  patient  becoming  emotional 
and  hysterical,  constantly  craving  for  sympathy,  which  she  often 
obtains  to  a  degree  most  prejudicial  to  her  welfare,  until  at  last  the 
whole  household  becomes  victimised  by  the  morbid  selfishness  thus 
developed.  Every  practitioner  must  know  of  cases  of  this  kind,  and 
must  be  familiar  with  the  useless  endeavours  at  cure  which  have  been 
made  by  tonics,  the  water rcu re,  and  a  hundred  other  plans,  each  of 
which  has  proved  equally  unsuccessful. 

'  It  is  in  such  cases  that  Dr.  Mitchell's  method  is  applicable,  and 
it  is  based  on  the  principle,  which  must  be  admitted  to  be  perfectly 
physiological  and  reasonable,  of  removing  the  patient  from  the  un- 
wholesome moral  atmosphere  in  which  she  has  been  living,  combined 
with  the  renewal  of  her  vitality  by  excessive  feeding,  which,  under 
ordinary  circumstances,  could  not  be  assimilated,  but  which  is 
rendered  possible  by  passive  muscular  exercise  obtained  through  the 
systematic  use  of  shampooing  and  electricity.  At  first  sight  this 
sounds,  perhaps,  chimerical;  and,  had  I  not  myself  witnessed  the 
astonishing  success  which  followed  its  use,  I  should  doubtless  be  as 
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sceptical  as  others  may  be  as  to  its  value.  The  plan  involves  four 
principal  heads,  each  of  which  I  shall  refer  to  separately. 

'  1 .  Seclusion  and  Rest. — An  important  element  in  the  treatment, 
and  one  which,  from  what  I  have  seen  of  these  cases,  I  believe  to  be 
absolutely  indispensable,  is  the  entire  seclusion  of  the  patient  under 
a  competent  nurse,  and  her  removal  from  the  morbid  atmosphere  of 
invalid  habits  which  has  gradually  grown  up  around  her.  Unless 
the  patient  is  entirely  removed  from  the  iDjudicious  sympathy  and 
constant  tending  of  her  friends,  it  would  be  next  to  impossible  to 
gain  that  moral  influence  over  her  which  is  really  essential  to  success. 
This  is  a  point  which  involves  so  severe  a  strain  that  it  may  be  found 
very  difficult  to  obtain  the  consent  of  the  patient  and  her  friends  to 
a  measure  which  will  seem  to  them  so  harsh  and  strange.  I  do  not 
think,  however,  that  any  compromise  on  this  point  should  be  ad- 
mitted, and  if  it  be  found  impossible,  from  domestic  reasons,  to 
secure  the  removal  of  the  patient  from  her  house,  it  should,  at  least, 
be  made  an  absolute  sine  qud  7ion  that  she  should  be  placed  in  a 
separate  room  with  her  nurse,  and  that  she  should  not  be  visited  by 
anyone  except  her  medical  attendant.  On  this  point  Dr.  Mitchell's 
experience  is  worthy  of  note.  "  I  have  often,"  he  says,  "  made  the 
effort  to  treat  these  cases  in  their  own  homes,  and  to  isolate  them 
there,  but  I  have  rarely  done  so  without  promising  that  I  would  not 
again  complicate  my  treatment  by  such  embarrassments.  Once 
separate  the  patient  from  the  moral  and  physical  surroundings  which 
have  become  part  of  her  life  and  sickness,  and  you  will  have  made  a 
change  which  will  be,  of  itself,  beneficial,  and  will  enormously  aid  in 
the  treatment  which  is  to  follow."  The  first  step,  on  commencing, 
is  to  place  the  patient  at  rest  in  bed.  It  will  readily  be  understood 
that  this  absolute  repose  is  only  intended  as  a  temporary  resource, 
until,  by  the  means  presently  to  be  described,  the  nutrition  is  im- 
proved, and  new  tissues  are  built  up.  Independently  of  the  physical 
benefit  in  patients  apt  to  suffer  from  exhaustion  on  the  slightest 
fatigue,  there  is  a  distinct  moral  gain.  From  a  life  of  irregular 
hours,  and  probably  endless  drugging,  from  hurtful  sympathy  and 
over  zealous  care,  the  patient  passes  to  an  atmosphere  of  quiet,  to 
oi'der  and  control,  to  the  system  and  care  of  a  thorough  nurse,  to  an 
absence  of  drugs,  and  to  simple  diet.  As  a  rule,  in  bad  cases  this 
repose  in  bed  is  continued  during  the  greater  part  of  the  treatment, 
averaging  from  six  to  eight  weeks ;  and  at  first  the  rest  is  made 
absolute,  the  patient  being  only  allowed  to  rise  for  the  purpose  of 
passing  her  evacuations,  and  is  neither  allowed  to  read,  to  sew,  nor 
to  feed  herself.  Practically  there  is  so  much  to  do  with  feeding, 
massage,  and  electricity  that  this  is  not  found  so  wearisome  as  might 
be  supposed  :  but,  no  doubt,  the  monotony  of  the  life  and  the  growing 
strength,  which  accompanies  a  satisfactory  progress  towards  cure, 
tend  to  make  the  patient  the  more  willing  to  throw  off  her  old 
habits  of  invalidism  when  the  proper  time  arrives  to  make  the  effort. 
By  degrees  the  period  of  repose  is  lessened,  and  the  patient  is 
gradually  made  to  sit  up  for  several  hours,  until  towards  the  end  of 
the  cure  she  only  rests  on  the  bed  for  three  or  four  hours  daily. 

'  2.  Massage. — This,  combined  with  faradisation,  is  a  very  impor- 
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tant  part  of  the  treatment,  and  it  consists  in  systematic  shampooing 
and  exercise  of  all  the  muscles,  both  of  the  extremities  and  trunk,  first 
for  half  an  hour  or  so  twice  daily,  but  very  soon  for  not  less  than  an 
hour  and  a  half  night  and  morning.  By  this  means  the  cutaneous 
circulation  is  improved,  and  the  muscles  are  brought  into  active 
exercise  without  the  expenditure  of  nerve-force.  To  do  this  effec- 
tually considerable  experience  is  required,  and  although  in  one  or 
two  cases  I  have  had  it  done  successfully  by  the  nurse,  it  requires  so 
much  intelligence  on  her  part,  and  she  is  besides  otherwise  so  fully 
occupied  by  the  rest  of  her  woik,  that  I  think  it  preferable  to  employ 
a  regular  rubber.  Full  details  of  the  method  to  be  adopted,  and  the 
best  way  of  exercising  the  various  groups  of  muscles  and  the  joints, 
will  be  found  in  Dr.  Mitchell's  book.  It  is  surprising  how  soon  the 
patient  comes  positively  to  enjoy  a  manipulation  that  for  the  first 
few  days  is  very  trying.  Soon  all  local  tenderness  disappears,  and  a 
pleasant  sense  of  exhaustion,  followed  by  refreshing  sleep,  is  alone 
experienced.  In  two  of  my  cases  the  abdomen,  especially  in  the 
ovarian  regions,  was  so  tender  that  the  patient  at  first  shrank  from 
the  slightest  touch,  but  in  a  very  short  time  she  could  be  freely 
handled  and  kneaded  in  every  part. 

'  3.  Electricity. — This  forms  a  valuable  subsidiary  means  of  exer- 
cising the  muscles.  The  interrupted  current  is  employed  twice  daily 
from  half  to  three-quarters  of  an  hour.  Here,  again,  some  practical 
skill  is  necessary,  but  with  a  little  careful  teaching  on  the  part  of  the 
practitioner,  the  use  of  the  battery  can  be  safely  and  efficiently 
entrusted  to  the  nurse.  The  poles,  armed  with  wetted  sponges,  are 
placed  on  the  muscles  to  be  operated  on  in  turn,  about  four  inches 
apart,  and  slowly  moved  until  the  muscle  is  fully  and  freely  con- 
tracted. Commencing  with  the  feet,  the  whole  body  except  the  head 
is  thus  systematically  gone  over.  There  is  no  doubt  that  this  is 
painful  and  disagreeable,  but  it  is  of  unquestionable  utility,  especially 
in  cases,  such  as  are  frequently  met  with,  in  which  there  is  long- 
standing hysterical  paralysis,  and  consequent  atrophy  from  disuse 
of  extensive  groups  of  muscles. 

'  4.  Diet  and  Regimen. — These  form  the  most  important  and  most 
characteristic  part  of  the  cure.  It  is  perfectly  astonishing  how,  under 
the  conditions  above  described,  a  pale,  anaemic,  and  wasted  invalid, 
able  to  eat  next  to  no  food,  can  be  brought  to  consume,  and  not  only 
to  consume  but  perfectly  to  assimilate,  an  amount  of  nourishment 
that  would  appear  to  be  incredible  had  experience  not  amply  proved 
the  fact,  so  that  she  shall  gain  flesh,  weight  and  strength  so  rapidly 
that  the  change  is  almost  apparent  to  the  eye  from  day  to  day.  The 
first  step,  after  secluding  the  patient  with  the  nurse,  and  before  the 
massage  is  commenced,  is  to  place  her  on  a  d'et  of  milk  alone,  given 
at  intervals  of  three  hours.  At  first  three  to  four  ounces  are 
given  at  each  feeding,  but  in  a  couple  of  days  or  so  the  amount 
is  increased  to  eight  or  ten  ounces,  so  that  within  three  or  four 
days  she  is  consuming  two  to  three  quarts  of  milk  within  the 
twenty-four  hours.  No  difficulty  is  experienced  in  getting  the 
patient  to  take  this  quantity,  and  if  she  suffers,  as  so  many  of 
these  cases  do,  from  dyspeptic  symptoms,  they  rapidly  disappear. 
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After  the  first  two  days,  when  the  stomach  is  settled,  the  massage 
is  commenced,  and  along  with  it  an  increased  amount  of  food  is 
administered,  commencing  with  bread-and-butter,  an  egg,  or  the  like, 
for  breakfast ;  then,  in  a  day  or  two,  a  chop  finely  cut  up,  with  some 
vegetables,  is  given  at  midday,  and  so  on  progressively,  until  in  from 
ten  days  to  a  fortnight,  three  full  meals  daily  are  given,  besides  from 
a  quart  to  two  quarts  of  milk  in  divided  quantities  and  a  considerable 
amount  of  soup  made  from  raw  beef,  after  a  receipt  given  in  Dr. 
Mitchell's  book.  It  seems  impossible,  but  it  is  nevertheless  a  fact, 
that  under  the  use  of  massage  and  electricity  these  large  amounts  of 
food  are  taken  readily  without  the  slightest  feeling  of  dyspepsia  or 
discomfort.' 

Dr.  Mitchell  finds  the  simple  milk  diet  a  great  aid  towards  getting 
rid  of  chloral,  bromides,  and  morphia,  all  of  which  he  is  usually  able 
to  lay  aside  during  the  first  weeks  of  treatment,  as  also  alcoholic  stimu- 
lants. He  gives  two  ounces  of  fluid  malt  extract  before  each  meal, 
and  half  an  ounce  of  cod-liver  oil  half  an  hour  after  each  meal,  as  soon 
as  the  patient  can  digest  it,  generally  at  the  third  week  of  treatment. 

So  soon  as  the  patient  begins  to  take  other  food  than  milk  he  gives 
iron  in  large  doses,  two  scruples  of  the  subcarbonate  in  half  a  tumbler 
of  aerated  water ;  or  where  this  is  not  well  borne,  he  gives  five  grains 
of  the  pyrophosphate,  or  six  to  nine  grains  of  the  dialysed  ii-on. 

Unless  some  special  need  arises,  iron,  in  some  form,  is  the  only 
di'ug  he  Uses  until  the  patient  begins  to  sit  up,  when  he  gives  nearly 
always      of  a  grain  of  strychnia  thrice  daily. 

The  method  is  well  worthy  of  attention,  and  if  only  properly 
carried  out  proves  most  successful. 

Vaginismus. 

Sims  defines  this  as  excessive  hyperjesthesia  of  the  hymen  and 
vulval  outlet,  associated  with  such  involuntary  spasmodic  contraction 
of  the  sphincter  yaginse  as  to  prevent  coition. 

It  is  by  no  means  infrequent,  though  from  false  delicacy  on  the 
part  of  the  patient  or  practitioner,  its  presence  is  not  always  revealed. 
It  may  be  idiopathic,  due  to  excessive  nervous  irritability  affecting 
the  whole  system,  as  witnessed  in  hysterical  patients,  or  it  may  be 
symptomatic"  of  some  apparently  insignificant  local  disorder.  Under 
the  head  of  Dyspareunia  will  be  considered  numerous  conditions  pro- 
ducing spasm  of  the  vagina  or  pain  on  coition.  We  shall  here  only 
enter  upon  the  subject  of  vaginismus  proper. 

Symptoms. — Exquisite  sensitiveness  of  the  vulval  outlet,  so  marked 
as  to  throw  the  patient  into  a  state  of  extreme  nervous  trepidation 
and  apprehension  on  the  least  attempt  at  digital  examination  or 
sexual  intercourse.  If  either  of  these  be  persevered  in,  violent  spasm 
and  contraction  of  the  sphincter  vaginae  muscles  ensues,  attended 
by  agonising  pain.  In  well-marked  cases  the  slightest  touch,  such 
as  occurs  from  friction  in  walking,  or  on  washing  the  parts,  is  suffi- 
cient to  cause  painful  spasm.  Barnes  remarks  that  in  some  cases 
the  irritability  of  the  nervous  centres  becomes  so  great,  the  sensitive- 
ness of  the  peripheral  nerves  at  the  vulva  so  acute,  and  reffex  action 
thereby  so  intensified,  that  the  attempt  at  intercourse  will  induce  con- 


506 


VAGINISMUS. 


vulsion,  or  be  followed  by  syncope.  Exaggerated  emotions,  the  con- 
flict between  affection  and  the  dread  of  pain,  may  induce  similar 
results. 

Prognosis. — Dr.  Sims  tells  us,  *  from  personal  experience  I  can 
confidently  assert  that  I  know  of  no  disease  capable  of  producing  so 
much  unhappiness  to  both  parties  to  the  marriage  contract,  and  I  am 
happy  to  state  that  I  know  of  no  serious  trouble  that  can  be  so  easily, 
so  safely,  and  so  certainly  cured.'  Dr.  Thomas  also  states  that  he 
has  met  with  no  case  in  which  he  has  not  been  able  to  give  relief. 
It  must  be  stated,  however,  that  even  the  birth  of  a  child  at  full 
time  fails  to  cure  some  cases. 

Course  and  Duration. — The  affection,  when  severe  and  of  long 
standing,  unless  relieved,  may  remain  indefinitely,  becoming  a  perma- 
nent source  of  discomfort  and  misery.  The  milder  forms,  such  as 
not  infrequently  witnessed  in  the  newly  married,  may  disappear  in  a 
short  time,  either  naturally  or  by  the  aid  of  simple  treatment.  Still, 
as  Barnes  so  graphically  describes  it,  '  the  distress,  so  long  as  the 
patient  continues  exposed  to  attempts  at  intercourse,  is  generally 
aggravated  by  time ;  health  breaks  down  under  the  nervous  exhaus- 
tion produced  by  repeated  suffering,  and  what  may  be  called  the  dis- 
appointment of  nature  under  an  unfulfilled  function.  It  is  almost 
invariably  accompanied  by  a  diminution  or  absence  of  sexual  desire, 
even  amounting  in  some  instances  to  actual  sexual  repugnance. 
Cases  are  recorded  where  parturition  itself  has  been  so  difficult,  in 
consequence  of  the  spasm,  as  to  require  craniotomy.  If  only  the  ex- 
citing cause  of  the  malady  can  be  detected  and  removed,  a  cure  will 
in  all  probability  result. 

Treatment.  —  Physiological  rest  for  a  time,  until  the  nervous 
system  has  regained  its  power,  and  the  irritation  of  the  parts  has 
been  relieved,  is  absolutely  essential.  Repeated  or  awkward  attempts 
at  coitus  keep  up  such  a  state  of  nervous  distress,  and  produce  so  much 
local  suffering,  that  unless  strict  abstinence  be  enjoined,  treatment  is 
of  no  avail.  The  affection  as  met  with  in  the  newly  married  is  often 
very  difficult  to  deal  with  for  this  reason.  Rest  for  a  time,  a  warm 
hip  bath  at  bedtime,  bathing  the  parts  with  a  lotion  of  borax,  or 
using  vaginal  injections,  regulation  of  the  bowels  by  saline  aperients, 
and  the  administration  of  nervine  tonics,  iron,  quinine,  strychnia,  kc, 
will  generally  succeed  in  relieving  cases  of  minor  severity  of  recent 
occurrence. 

A  careful  examination  should  always  be  made,  so  that  any  fissures, 
abrasions,  or  ulcerations  may  be  detected  and  properly  treated.  The 
application  of  the  nitrate  of  silver  or  of  strong  carbolic  acid  will 
occasionally  be  found  requisite.  Before  any  renewed  attempts  at  in- 
tercourse are  submitted  to,  the  precaution  of  anointing  the  vulval 
aperture  with  cold  cream  or  olive  oil  will  serve  to  lubricate  the  parts, 
))revent  unnecessary  irritation,  and  facilitate  intromission.  After  the 
latter  has  taken  place,  the  irritation  produced  by  disappointment  of 
an  unfulfilled  function  is  removed,  and  the  difficulty,  once  so  distress- 
ing, soon  disappears. 

In  the  severe  forms  of  the  affection,  where  local  irritation  has 
been  subdued,  any  fissures  or  excoriations  removed,  but  still  the  spas- 
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modic  contraction  on  any  attempt  at  sexual  intercourse  continues,  it 
will  be  necessary  to  resort  to  other  expedients. 

Dilatation  of  the  vagina  may  first  be  tried.  Anastha^sia  having 
been  produced,  forcible  distension  is  effected  by  means  of  a  tri valve 
speculum  (fig.  157),  gradually  ex- 
panded, or  of  tubular  specula, 
gradually  increasing  the  size,  or 
by  introducing  the  two  index 
fingers  of  either  hand,  or  the 
thumbs,  if  preferred,  back  to  back, 
and  then  pulling  them  in  opposite 
directions  until  the  ostium  va- 
ginae has  been  thoroughly  dis- 
tended. 

Sims's  vaginal  dilator  (fig.  158), 
Barnes's  vaginal  rest,  or  an  elastic  dilator  (fig.  159),  will  have  to  be 
worn  for  a  few  hours  at  a  time,  daily  or  alternate  days,  depending 
upon  how  it  is  tolerated.  Its  presence  will  tend  to  numb  the 
nervous  sensibility,  and  so  overcome  or  wear  out  any  tendency  to 


Fig.  151 


-Lane's  Thrpe-bladed  Eectum 
Speculum. 


Fig.  158,— Sims's  Glass  Vai;inal  Dilator. 


Fig.  159. — Elastic  Gum  Vaginal  Dilator. 


spasm,  to  keep  the  sphincter  vaginae  on  the  stretch  and  distend  the 
vagina,  and  produce  a  tolerance  of  foreign  bodies. 

Others  recommend  enlarging  the  vulval  outlet  by  making  two  or 
three  incisions  through  the  skin  on  either  side  of  the  fourchette. 
Subcutaneous  division  of  some  of  the  fibres  of  the  sphincter  vaginre  is 
another  method,  with  a  similar  object.  A  tenotomy  knife  is  passed 
under  the  mucous  membrane  at  the  posterior  edge  of  the  vulva,  near 
the  perineum.  When  it  has  penetrated  flatwise  about  an  inch,  the 
edge  is  turned  outwards,  and  the  tissues  cut  towards,  but  not  through 
the  skin. 

If  the  hymen  be  found  to  be  very  dense,  and  the  fourchette  thick 
and  unyielding,  the  aperture  may  be  enlarged  by  slight  incisions  on 
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either  side  of  the  mesial  line,  or  by  incising  the  perineal  body 
exactly  as  it  is  torn  in  parturition.  The  vaginal  rest  must  then 
be  inserted,  and  kept  in  for  as  long  a  time  as  the  patient  can 
tolerate  it. 

It  may  be  kept  securely  in  place  by  adjusting  a  T  bandage. 

In  addition  to  these  operative  measures,  vaginal  injections,  morn- 
ing and  evening,  of  warm  water,  with  the  addition  of  some  soothing 
lotion,  such  as  plumbi  acetatis  (5j)  and  tincturse  opii  (Jss),  ad  aquam 
Oj  ;  glycerate  of  borax  (5ij  ad  Oj  aquae);  gly cerate  of  carbolic  acid 
(^ss  ad  Oj  aquje),  or  other  similar  agencies,  may  be  employed. 

Pessaries  of  morphia,  morphia  and  atropine,  conium,  and  other 
alkaloids,  passed  into  the  rectum  or  vagina  at  bedtime,  are  also  of 
service. 

Ointments  of  atropine  (gr.  ij-vj) ;  morphia  (gr.  ij-iv) ;  hydro- 
cyanic acid  (3j-3ij),  and  vaseline  or  lard  (§j),  may  prove  useful. 

Should  these  means  fail,  or  an  over-sensitive  condition  of  the 
carunculae  myrtiformes  be  detected,  the  pain  even  on  the  slightest 
touch  being  so  exquisite  that  the  patient  shrieks  out,  it  will  be 
necessary  to  excise  by  means  of  curved  scissors  the  hypersensitive 
portions.  Anaesthesia  should  first  be  produced,  the  patient  being 
placed  in  the  ordinary  lithotomy  position,  and  the  parts  held  separate 
by  an  assistant.  By  the  aid  of  vulsellum  forceps  or  a  tenaculum, 
one  of  the  projecting  nodules  is  seized  and  removed  with  curved 
scissors,  a  complete  ring  being  excised,  including  all  the  tender  points. 
Pressure  and  cold  are  generally  sufficient  to  restrain  the  hiemorrhage, 
but  if  this  be  severe,  the  cut  surface  may  be  lightly  touched  with  the 
actual  cautery  or  the  liquor  ferri  perch  lor.  Strips  of  lint  soaked  in 
carbolised  oil  are  then  inserted  in  the  vngina,  and  a  pad  of  cotton- 
wool applied,  a  T  bandage  being  adjusted  to  obviate  any  further  risk 
of  haemorrhage.  Sims's  glass  vaginal  dilator,  or  Barnes's  vaginal  rest, 
may  be  worn  for  a  few  hours  each  day  during  the  process  of  healing, 
absolute  rest  being  enjoined  until  the  surface  is  thoroughly  healed, 
which  generally  takes  three  or  four  weeks.  Section  of  the  pudic 
nerve,  as  originally  recommended  by  Burns,  is  both  a  difficult  and 
dangerous  operation,  and  should  not  as  a  rule  be  attempted. 

Sterility  is  an  almost  invariable  result  of  vaginismus.  Should 
pregnancy,  however,  fortiinately  occur,  the  act  of  parturition  would 
probably  produce  a  radical  cure.  Sims  proposed  inducing  anaesthesia, 
in  the  hope  that  complete  connection,  accomplished  under  these  cir- 
cumstances, might  prove  successful  in  causing  impregnation. 

Dyspareunia. 

The  term  dyspareunia  from  IvfnraptwoQ,  signifying  difficult  or 
painful  performance  of  the  sexual  function,  was  originally  employed 
by  Sophocles,  and  has  been  lately  revived  by  Dr.  Barnes. 

This  symptom,  depending  as  it  does  upon  many  and  various 
conditions  of  the  geni to-urinary  organs,  is  of  far  more  frequent 
occurrence  than  is  generally  imagined.  Owing  to  the  mutual 
diffidence  of  the  practitioner  as  well  as  the  patient  in  entering  upon 
such  a  delicate  subject,  it  is  too  often  passed  over  without  comment. 
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and  yet,  if  the  truth  were  known,  there  are  numbers  of  cases  where 
this  condition  is  the  cause  of  much  physical  suffering,  mental  distress, 
and  conjugal  infelicity.  In  many  instances  it  is  a  mere  temporary 
condition,  and  may  disappear  without  treatment  or  by  the  employment 
of  very  simple  remedies. 

In  other  cases  it  will  continue  as  long  as  the  condition  producing 
it  remains  unaltered,  even  to  twenty-five  or  thirty  years,  in  fact 
becoming  permanent. 

Causes. — These,  as  will  be  seen,  are  very  numerous. 

Atresia  of  the  vulva  or  vagina.    Imperforate  hymen. 

Hypersesthesia  of  the  vulva  or  carunculie  myrtiformes,  producing 
vaginismus. 

Excoriations  and  fissures  of  the  vulva. 

Unusual  depth  of  the  pubic  arch. 

Vascular  growth  of  the  meatus  urinarius. 

Follicular  inflammation  of  the  vulva. 

Vaginitis,  whether  simple  or  specific,  or  from  injuries  during 
labour. 

Inflammation  of  Bartholini's  glands. 
Too  short  a  vagina. 

Elongation  of  the  cervix  :  endometritis. 
Congestion  and  inflammation  of  the  uterus. 

Prolapse  of  the  ovary,  with  neuralgic  or  inflammatory  com- 
plication. 

Neuromata. 

Diseases  of  the  rectum,  such  as  fissure  at  the  anus. 
Abnormally  rigid  perineum. 

Fistula,  ulcer,  inflamed  piles,  impacted  fseces,  and  coccygodynia. 
Imperfect,  violent,  unskilful,  or  too  frequent  attempts  at  inter- 
course. 

Imperfect  or  disproportionate  development  in  the  male  and  the 
female  organs. 

Tumours  or  growths  from  the  vulva. 

Displacements  of  the  uterus,  more  especially  retro-version  and 
-flexion. 

Pelvic  cellulitis  and  peritonitis,  both  in  the  acute  and  chronic 
stage,  fixity  of  the  uterus  being  the  chief  cause  in  the  latter. 
Cancer  and  fibroid  tumours  of  the  uterus. 

Contraction  or  atresia  of  the  vulva  and  vagina,  the  result  of  disease, 
injury,  or  cicatricial  processes 

In  many  instances  proceedings  have  been  instituted  to  establish  a 
nullity  of  marriage  on  the  plea  that  completion  of  the  marriage 
contract  could  not  be  effected  owing  to  some  congenital  malformation. 
There  may  be  an  absence  of  the  vagina,  or  imperfect  development  of 
it,  in  the  form  of  unusual  narrowness  or  shortness  of  the  canal,  either 
from  the  viterus  being  set  too  low  in  the  pelvis,  so  that  the  os  uteri  is 
within  an  inch  or  so  of  the  vulva,  or  from  undue  length  of  the  vaginal 
portion  of  the  cervix,  which  projects  as  a  conical  mass  into  the  vagina. 
The  hymen  may  be  dense  and  unyielding,  or  there  may  be  unusual 
depth  of  the  pubic  arch. 

Consequenczs. — Dyspareunia  commonly  entails  sterility,  but  not 
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always,  for  though  intercourse  may  be  difficult  and  painful,  still  it 
may  be  accomplished  ;  and  again,  complete  intercourse  is  not  necessary 
for  impregnation.  The  causes  which  induce  dyspareunia  are  also 
often  of  themselves  obstacles  to  impregnation.  The  nervous  irritation 
produced  is  often  extreme,  the  health  breaks  down  from  the  exhaus- 
tion produced  by  repeated  suffering,  and  so  much  misery  is  caused  in 
some  cases  that  the  mind  orives  way. 

Symptoms. — These  will  naturally  vary  with  the  cause  producing 
this  condition.  Painful  or  difficult  coitus  may  be  regarded  as  the 
fjeneric  symptom,  but  the  kind  and  degree  of  this  will  depend  upon 
circumstances. 

In  one  case  the  mere  contact  of  the  finger  or  male  organ  will 
serve  to  produce  the  most  violent  spasm,  in  another  little  or  no 
inconvenience  is  experienced  at  the  orifice,  but  severe  aching,  or 
dragging,  or  sickening  pain  is  complained  of  when  pressure  is  made 
further  in.  If  any  condition  of  the  pelvic  organs  be  detected  in 
married  women  likely  to  produce  inconvenience  in  sexual  relations, 
althou2:h  no  complaint  may  have  been  made  by  the  patient  before- 
hand, the  practitioner  will  do  well  to  inquire  more  carefully  into  the 
matter. 

Treatment. — Kemembering  that  dyspareunia  is  seldom  an  idio- 
pathic but  generally  a  symptomatic  disorder,  our  first  effi3rt  should  be 
directed  to  ascertaining  the  causal  condition.  This  may  need  much 
care  and  consideration  on  the  part  of  the  practitioner,  but  it  will 
well  repay  him,  for  unless  he  succeed,  treatment  can  but  be  empirical, 
and  will  probably  be  of  little  avail.  Should  any  imperforate  condition 
or  unusual  thickening  of  the  hymen  be  detected,  the  propriety  of  an 
operation  for  its  relief  will  at  once  occur. 

In  the  case  of  a  newly-married  patient  it  will  generally  be 
advisable  to  administer  some  anaesthetic,  not  so  much  with  a  view  to 
rendering  her  unconscious  of  ]iain,  as  to  relieve  the  natural  distress 
incidental  to  the  exposure  and  requisite  manipulation.  Should  the 
hymen  be  found  to  be  intact,  a  crucial  incision  may  be  made  and  the 
opportunity  taken  of  passing  a  speculum  to  dilate  the  vaginal  orifice, 
a  little  lint  soaked  in  carbolised  oil  being  then  inserted  to  prevent 
adhesion  between  the  divided  edges. 

Occasionally  it  happens  that  some  small  vessel  is  divided,  and  the 
hajmorrhage  is  somewhat  free.  Cold,  torsion,  ligature,  the  application 
of  nitric  acid  or  caustic  to  the  bleeding  point,  or  failing  these  a  touch 
with  a  red-hot  knitting-needle,  will  generally  succeed  in  arresting  the 
haemorrhage. 

Should  atresia  of  the  vulva  or  vagina  be  detected,  an  operation 
must  be  resorted  to.    This  will  be  found  fully  described  under  Atresia. 

Where  hyperresthesia  or  undue  sensitiveness  of  the  vulval  orifice 
is  present,  physiological  rest  for  a  time,  hip-baths,  tonics,  local 
sedatives  in  the  form  of  pessaries,  ointments,  or  lotions  will  be 
advisable. — (See  Formulas.) 

Change  of  air,  sea-bathing,  bodily  exercise,  and  strict  attention 
to  the  laws  of  health,  will  also  assist  materially  in  impi'oving  the  tone 
of  the  nervous  system  and  contributing  towards  recovery. 

Where  excoriations  or  fissures  of  the  vulva  exist,  the  application 
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of  the  arjojent.  nitratis,  either  in  form  of  solid  stick  or  a  strong 
solution  ( 9j  ad  5j  aquae)  is  gewerally  advisable.  This  condition  is 
by  no  means  infrequent  during  the  first  week  of  married  life,  and  is 
mainly  due  to  imperfect,  awkward,  or  frequent  attempts  at  coitus. 
Abstinence  for  a  few  days  must  be  enjoined,  hip-baths,  lead  lotion,  or 
borax  or  zinc  will  generally  succeed  in  affording  speedy  relief.  The 
employment  ofcold-creara  or  olive-oil  subsequently  will  obviate  further 
difficulty. 

Occasionally  a  form  of  obstinate  and  recurrent  superficial  excori- 
ation, analogous  to  lupus,  associated  with  small  tubercles,  exists.  The 
application  of  the  actual  cautery,  or  strong  caustics,  such  as  nitric 
acid,  will  here  be  indicated. 

The  careful  application  of  very  strong  carbolic  acid  to  an  excori- 
ated surface  has  the  effect  of  producing  a  healthier  condition  of  the 
part,  and  also  of  deadening  the  excessive  sensibility. 

Where  dyspareunia  arises  from  vascular  growths  from  the  meatus 
urinarius,  the  application  of  the  galvanic  cautery,  chromic  acid,  perni- 
trate  of  mercury,  or  removal,  as  indicated  under  vascular  growths, 
will  generally  be  required. 

Follicular  inflammation  of  the  vulva  occasionally  occurs  from 
neglect  of  cleanliness,  the  irritation  caused  by  vaginal  discharges  or 
the  so-called  leucorrhoea  of  pregnancy.  This  produces  much  burning 
and  discomfort,  and  renders  coitus  painful  and  impracticable. 

Bathing,  sedative  lotions,  the  application  of  a  solution  of  argent, 
nitratis,  together  with  vaginal  injections,  will  soon  relieve  the 
symptoms. 

Where  unusual  depth  of  the  pubic  arch  exists,  the  vulval  aperture 
is  carried  much  further  back  than  usual,  the  patient  being,  as  it  is 
called,  '  deep  set.'  In  such  cases  attempts  at  coitus  are  unsuccessful, 
and  much  mental  anxiety  and  local  distress  are  occasioned.  The 
patient  is  possibly  told  she  is  not  rightly  formed,  which  adds  con- 
siderably to  the  irritation  already  produced  by  unfulfilled  desires. 
Surgical  interference  is  here  uncalled  for ;  a  change  from  the  supine 
to "  the  lateral  position  only,  will  overcome  the  difficulty  and  obviate 
an  otherwise  frequent  and  fruitful  source  of  conjugal  infelicity. 

Where  disproportionate  development  in  the  male  and  female 
organs  exists,  or  where  the  vaginal  orifice  seems  to  be  very  small,  it 
may  be  advisable  to  enlarge  it  by  a  few  incisions  through  the  skin, 
a  speculum  being  passed  alternate  days,  gradually  increasing  the 
size  for  a  short  time,  or  the  patient  herself  directed  to  insert  Sims's 
vaginal  dilator  or  Barnes's  vaginal  rest,  and  wear  it  for  a  few  hours 
each  day. 

Physiological  rest  should  be  enjoined  absolutely  until  the  incisions 
have  healed,  and  the  parts  should  be  well  lubricated  before  any 
further  attempts  are  made. 

It  will  be  unnecessary  to  enter  seriatim  into  the  treatment  of  all 
the  various  causes  producing  dyspareunia,  the  mere  enumeration  of 
the  causes  themselves  will  be  sufiScient  to  guide  the  practitioner. 
The  surgical  treatment  of  vaginismus  will  be  found  fully  discussed 
under  this  latter  heading  (p.  508). 
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CHAPTER  XXXVI. 

FUNCTIONAL  DISORDERS  OF  THE  BLADDER. 

Irritability  of  the  bladder,  with  frequent  micturition,  is  oftert 
noticed  quite  independently  of  cystitis  or  disease  of  the  bladder  itself. 
It  occurs  in  hysterical  and  very  nervous  patients. 

In  ante- version  and  -flexion  of  the  uterus,  frequent  micturition  is 
often  a  prominent  symptom.  I  have  seen  instances  where  micturition 
was  performed  as  many  as  forty  times  within  the  twenty-four  hours 
for  a  ppriod  extending  over  many  consecutive  months,  the  condition 
being  at  once  relieved  by  the  insertion  of  an  intra-uterine  stem. 

Frequent  micturition  is  often  an  early  sign  of  pregnancy,  especially 
when  the  uterus  is  anteverted,  and  also  occurs  in  the  latter  pari  of 
pregnancy.  Granular  cervicitis,  when  present,  aggravates  consider- 
ably the  irritability  of  the  bladder. 

Dysmenorrhoea  is  often  associated  with  vesical  tenesmus.  Any 
inflammatory  condition  of  the  uterus  is  also  more  likely  to  produce 
irritability  of  the  bladder,  at  the  menstrual  periods. 

The  presence  of  small  ovarian  tumours  in  the  pelvis,  of  fibroid 
tumours  or  enlargement  of  the  uterus  from  any  cause ;  cancer  of  the 
neck  of  the  uterus  ;  abscess  in  the  cellular  tissue  between  the  urethra 
and  vagina ;  peri-uterine  hsematocele,  and  other  similar  conditions, 
may  also  cause  irritability  of  the  bladder,  with  frequent  micturition. 

There  are  certain  conditions  of  the  bladder  itself  which  may  give 
rise  to  frequent  micturition,  such  as  calculus,  cystitis,  cancer,  ulcera- 
tion. Vascular  excrescence  of  the  urethra,  urethritis,  inflammation 
of  hfemorrhoids,  fissure,  ulcer,  or  other  affections  of  the  rectum  may 
also  give  rise  to  frequent  micturition. 

Abnormal  conditions  of  the  urine,  from  excess  of  uric  acid,  the 
presence  of  pus,  blood,  &c.,  may  in  some  instances  prove  to  be  the 
exciting  cause  of  irritability  of  the  bladder.  In  cases  of  gout  and 
oxaluria  this  symptom  is  often  very  marked. 

Kenal  calculus  may  give  rise  to  all  the  symptoms  of  stone  in  the 
bladder. 

Bysuria. — Painful  Micturition. — This  may  be  due  to  some  func- 
tional derangement  of  the  digestive  organs  or  to  some  errors  in  diet 
producing  undue  acidity  of  the  urine  or  too  concentrated  a  condition  of 
it,  or  from  the  presence  of  uric  acid  crystals,  of  graA^el,  or  even  excess 
of  lithates,  as  met  with  in  gouty  and  rheumatic  subjects.  When  the 
skin  acts  very  freely,  and  sufficient  fluid  be  not  taken  to  compensate 
for  the  extra  secretion,  the  urine  often  produces  a  feeling  of  burning 
or  scalding  on  passing,  or  causes  a  frequent  desire  to  micturate. 
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In  other  instances  we  shall  find  it  is  not  so  much  really  pain  in 
the  act  of  micturition  as  uneasiness  afterwards,  as  if  the  bladder  had 
not  been  properly  emptied.  This  may  arise  from  the  falling  forward 
on  the  neck  of  the  bladder  of  the  anteflexed  fundus  uteri.  The  pre- 
sence of  a  calculus  in  the  bladder  should  not,  of  course,  be  overlooked. 
Foreign  bodies,  such  as  hairpins,  pieces  of  slate  pencil,  and  other 
similar  substances,  have  before  now  been  found  in  the  bladder,  and 
have  given  lise  to  much  local  inconvenience. 

Dysnria,  or  difficult  micturition,  may  be  due  to  the  bladder  beinof 
incapable  of  expelhng  its  contents,  or  to  some  abnormal  condition  of 
the  urethra  preventing  the  urine  passing. 

Paralysis  of  the  walls  of  the  bladder  may  be  produced  by  over- 
distention,  as  seen  in  cases  of  prolonged  retention  of  urine ;  or  by 
exhaustion  of  nerve-power,  as  in  the  latter  stage  of  puerperal  fever,  &c., 
and  also  in  paiuplegia. 

Organic  disease  of  the  bladder  may  give  rise  to  difficult,  as  well  as 
to  frequent  and  painful  micturition. 

Stricture  of  the  female  urethra  is  rarely  met  with. 

Enlargement  of  the  uterus,  fibroid  tumours,  displacements,  espe- 
cially retroversion  of  the  gi-avid  uterus  before  impaction  has  occurred, 
may  give  rise  to  difficulty  in  micturition. 

Ovarian  tumours,  pelvic  cellulitis  or  hsematocele,  and  other  similar 
conditions,  as  mentioned  in  speaking  of  retention,  may  also  occasion 
difficulty. 

Pai-tial  retention,  or  difficulty  in  completely  emptying  the  bladder, 
may  be  due  to  cystocele,  the  result  of  the  prolapsed  uterus  dragging 
down  a  pouch  of  the  bladder  below  the  ordinary  level  of  the  meatus 
of  the  urethra.  Urine  accumulates  in  this  pouch,  and  phosphatic  and 
lithic  concretions  are  apt  to  become  deposited.  The  difficulty  may  be 
overcome  by  pushing  up  the  pouch  with  the  finger  during  micturition, 
or  by  passing  water  in  the  genu  pectoral  position. 

In  cases  of  calculus  there  may  be  pain  on  walking  or  driving,  but 
there  is  generally  pain  just  at  the  end  of  micturition. 

Cystitis,  acute  or  chronic,  often  causes  both  frequency  of,  and  pain 
on  micturition.  The  pain  is  present  more  or  less  constantly,  as  well 
as  during  micturition,  when,  as  often  happens,  there  is  also  a  certain 
amount  of  urethritis. 

Primary  malignant  disease  of  the  bladder  is  very  rare  in  women, 
but  when  it  does  occur  there  is  marked  pain  in  the  region  of  the 
bladder,  aggravated  after  micturition,  which  is  also  frequent.  The 
urine  is  often  turbid,  occasionally  mixed  with  blood.  Free  haemorrhage 
may  occur  if  the  catheter  be  employed. 

Urethritis,  whether  simple  or  specific,  generally  gives  rise  to  in- 
tense scalding  on  micturition.  In  cases  of  gonorrhoea  the  pain  seldom 
lasts  more  than  a  few  days. 

Vascular  tumours  of  the  urethra  almost  invariably  occasion  pain 
on  micturition. 

Excoriations  of  the  vulva  from  acrid  discharges,  such  as  witnessed 
frequently  in  cases  of  uterine  cancer,  may  become  irritated  by  the 
urine  passing  over  the  surface,  and  so  causing  scalding  pain  on  mictu- 
rition. 

L  L 
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Retention  of  Urine. 

Causation. — This  condition  may  depend  upon  mere  nervous  influ- 
ence, as  witnessed  occasionally  in  patients  who  are  so  extremely  modest 
that  they  cannot  pass  water  when  another  of  their  own  sex  is  present 
in  the  room.  Hysterical  retention  is  another  form  of  this.  There 
may  be  even  absolute  suppression  of  urine  for  several  days,  or  the 
amount  secreted  exceedingly  scanty,  constituting  hysterical  ischuria. 
Retention  may  be  partly  voluntary,  owing  to  the  patient  dreading  to 
incur  pain  on  micturition,  as  witnessed  in  cases  of  vascular  excres- 
cences of  the  urethra  and  other  painful  affections  of  the  neck  of  the 
bladder  or  other  pelvic  organs.  The  amount  of  reflex  irritation  pro- 
duced by  operations  upon  the  rectum  for  fissures,  haemorrhoids,  &c., 
or  by  operations  upon  the  neck  of  the  uterus,  is  often  so  great  as  to 
necessitate  the  employment  of  the  catheter. 

In  cases  of  paraplegia  retention  of  urine  is  a  marked  symptom. 
Ketention  of  urine  may  arise  from  undue  distention  of  the  bladder,  as 
not  infrequently  occurs  in  young  ladies  out  all  day  at  a  picnic,  or 
patients  on  long  railway  journeys,  or  where  opportunity  is  not  taken 
to  evacuate  the  urine  when  the  desire  to  do  so  is  experienced.  The 
bladder  refuses  to  act,  the  muscular  coat  of  the  bladder  being  tempo- 
rarily paralysed,  and  assistance  has  to  be  rendered. 

It  is  a  question  whether  in  some  of  the  cases  of  so-called  hysterical 
retention,  the  inability  is  not  partly  due  to  this  cause.  Kapid  secre- 
tion of  limpid  colourless  urine  in  large  quantities  is  often  met  with 
under  these  circumstances,  and  when  an  hysterical  paroxysm  occurs, 
if  involuntary  passage  of  the  urine  does  not  take  place,  the  accumu- 
lation may  become  so  great  as  to  produce  over-distention  of  the 
bladder  and  retention  of  urine  as  a  natural  consequence. 

Ketention  may  be  due  to  irritation  of  the  neck  of  the  bladder 
producing  spasmodic  constriction,  the  result  of  cantharides,  turpentine, 
and  other  similar  agents. 

In  by  far  the  larger  majority  of  cases  of  retention  of  the  urine  in 
the  female,  it  is  due  to  pressure  upon  the  neck  of  the  bladder  or  the 
urethra  by  some  pelvic  complication.  In  certain  comparatively  rare 
instances  the  passage  of  the  urine  into  the  bladder  is  prevented  by 
pressure  upon  the  ureters,  as  in  cases  of  very  large  ovarian  cysts,  or 
by  occlusion  of  the  ureters  from  impaction  of  renal  calculi,  or  exten- 
sion of  malignant  disease  from  the  uterus. 

The  most  frequent  conditions  liable  to  induce  retention  are  retro- 
version or  flexion  of  the  gravid  uteriis  about  the  third  or  fourth  month ; 
fibroid  or  ovarian  tumours  impacted  in  the  pelvis ;  retro-uterine 
hcematocele  ;  pelvic  abscess. 

Less  common  obstructions  may  be  hcematometra,  or  retention  of 
blood  in  the  uterus,  from  atresia  of  the  os  uteri  or  vagina,  or  occlu- 
sion of  the  vulva ;  extra-uterine  gestation  cysts  ;  impaction  of  faeces 
in  the  rectum ;  tumours  of  the  rectum^  or  springing  from  the  pelvic 
walls  ;  abscess  near  the  neck  of  the  bladder  ;  plugs  introduced  into  the 
vagina  to  arrest  uterine  haemorrhage ;  prolapse  of  an  enlarged  uterus ; 
recent  inversion. 
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Tumours  may  be  present  in  the  pelvis  and  yet  cause  only  inter- 
mittent retention  of  urine.  This  may  be  explained  by  change  in  the 
position  of  the  tumour^  or  by  general  increased  tumescence  of  all  the 
pelvic  tissues,  as  happens  at  the  menstrual  periods. 

Injury  to  the  neck  of  the  bladder  during  parturition,  whether  from 
prolonged  pressure  of  the  foetal  head  or  from  instrumental  delivery ; 
allowing  the  bladder  to  become  over-distended  by  neglecting  to  pass 
the  catheter  when  the  patient  is  unable  to  relieve  herself  voluntarily  ; 
the  mere  f^ict  of  the  patient  lying  on  her  back  ;  the  exhaustion  of 
nerve-power  from  a  tedious  or  difficult  labour  producing  temporary 
paralysis  of  the  bladder,  may  each  of  them  prove  to  be  the  exciting 
cause  of  retention  of  urine. 

Symptoms. — The  history  of  the  patient  not  having  passed  water 
for  several  hours,  with  urgent  desire  to  do  so ;  the  sense  of  distention 
in  the  lower  abdomen  with  more  or  less  straining ;  pain  of  a  forcing 
character ;  bearing-down  sensation  of  an  intermittent  or  recurrent 
nature,  will  generally  be  sufficient  to  direct  our  attention  to  the  bladder. 
Where  the  retention  has  been  allowed  to  go  on  for  many  hours  un- 
relieved, a  certain  amount  of  dribbling  of  urine  or  gushes  of  small 
quantities  at  a  time,  from  the  enormous  hydrostatic  and  expulsive 
pressure,  may  lead  to  the  supposition  that  some  acute  inflammatory 
mischief  is  present,  and  incontinence  of  urine  exists. 

Whenever  stillicidium  with  bladder  tenesmus  or  straining  be 
marked  symptoms,  the  catheter  should  always  be  employed.  After 
the  first  twenty-four  hours  or  so,  if  the  bladder  be  not  relieved,  consti- 
tutional symptoms  supervene.  Febrile  disturbance,  rapid  irritable 
pulse,  nausea  or  vomiting,  dry  and  furred  tongue,  parched  lips,  ex- 
treme restlessness,  anorexia,  sleeplessness,  or  in  some  instances  som- 
nolence, are  well  marked. 

Physical  Signs. — The  detection  of  a  tense  painful  swelling,  more 
or  less  conical,  in  the  hypogastrium,  dull  on  percussion,  occupying  the 
centre  of  the  abdomen,  extending  from  the  pubes  towards  the  umbilicus, 
with  the  symptoms  previously  mentioned,  will  be  sufficient  to  confirm 
our  suspicions  as  to  the  nature  of  the  tumour.  Fluctuation,  when  the 
bladder  is  excessively  distended,  may  be  entirely  wanting,  the  tension 
being  too  great. 

Diagnosis. — That  this  is  more  difficult  than  would  at  first  sight 
appear  to  be  the  case,  is  proved  by  the  frequency  of  retention  from 
over-distention  being  mistaken  for  suppression  of  urine.  As  a  rule,  in 
retention  there  is  an  urgent  desire  to  empty  the  bladder,  still  the  ex- 
ceptions to  this  are  numerous,  as  witnessed  in  cases  of  paraplegia, 
diseases  producing  great  prostration,  fevers,  cancer  extending  to  the 
bladder,  implicating  the  ureters,  and  so  inducing  compression  and 
atrophy  of  the  glandular  structure  of  the  kidneys  by  the  retrograde 
obstruction. 

In  every  case  where  retention  or  dribbling  of  urine  occurs,  the 
catheter  should  at  once  be  employed.  The  bladder  being  emptied  and 
the  case  proved  to  be  one  of  retention,  our  next  object  is  to  ascertain 
the  cause  that  has  produced  this.  Supposing  that  no  abdominal 
tumour  be  detected  sufficient  to  explain  the  occurrence,  we  must  then 
examine  carefully  for  any  pelvic  complication. 

L  L  2 
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Should  the  catheter  pass  readily  without  encountering  any  obstruc- 
tion, and  the  finger  inserted  ^;er  vaginam  fail  to  detect  any  abnormal 
relation  of  the  uterus  or  other  cause  liable  to  produce  pressure,  we 
may  infer  that  the  retention  is  due  to  paralysis  or  other  nervous  dis- 
order. 

Should,  however,  some  cause  of  obstruction  be  detected,  we  must 
endeavour  to  diagnose  the  nature  of  this  with  a  view  to  treatment, 
so  as  to  obviate  the  risk  of  retention  again  occurring. 

Results. — Rupture  of  the  bladder  from  over  distention  is  exceed- 
ingly rare.  Before  this  accident  would  occur,  overflow  by  dribbling 
or  absorption  of  some  of  the  watery  portion  of  the  urine  would  take 
place,  and  if  the  undue  distention  continued  long  the  patient  would 
probably  die  from  exhaustion,  owing  to  the  prolonged  agonising  pain, 
or  by  blood  poisoning. 

Irritation  of  the  coats  of  the  bladder  leads  rapidly  to  congestion, 
and  then  to  inflammation,  exudation  of  blood  taking  place  and  pro- 
ducing the  smoky  tint  of  the  urine  so  often  noticed  in  these  cases. 
Cystitis  is  thus  set  up,  which  often  proves  very  intractable.  Where 
the  diagnosis  is  not  made  suflSciently  early,  or  appropriate  treatment 
is  not  resorted  to,  the  mucous  membrane  becomes  exfoliated,  either 
separating  in  shreds  or  coming  away  entire  as  a  perfect  cast  of  the 
bladder.  This  condition  is  more  likely  to  occur  in  cases  of  protracted 
labour,  where  in  addition  to  the  over-distention  there  has  been  con- 
siderable contusion  of  the  bladder,  from  pressure  of  the  child's  head, 
or  from  instrumental  delivery,  producing  a  slough  which  on  separa- 
tion constitutes  a  vesico-vaginal  fistula. 

Urinsemia  may  ensue  from  absorption  of  some  of  the  urine.  The 
ureters  and  pelves  of  the  kidneys  becoming  involved  in  the  retrograde 
distention,  secretion  is  thus  interfered  with,  and  blood-poisoning, 
which  terminates  fatally,  results  from  the  combination  of  these  two 
causes. 

Peritonitis  occasionally  results  from  retention  of  urine.  This 
may  be  due  to  slight  oozing  or  permeation  of  the  urine  through  the 
coats  of  the  bladder,  owing  to  the  enormous  pressure  exerted  by  the 
distention  of  the  bladder  and  the  severe  straining  efibrts  to  expel  the 
contents. 

Should  the  patient  not  succumb  after  prolonged  retention,  chronic 
cystitis  and  chronic  nephritis  are  very  liable  to  follow. 

Treatment. — The  passage  of  the  catheter  is  at  once  the  simplest, 
safest,  and  speediest  method  of  relieving  the  patient,  and  should  at 
once  be  resorted  to. 

Mode  of  introducing  the  Female  Catheter. — The  ordinary  rigid 
female  silver  catheter  should  never  be  employed ;  it  is  objectionable 
in  many  ways.  It  is  safer  and  better  to  employ  a  No.  8  or  10  gum- 
elastic  male  catheter ;  and  if  it  be  necessary  to  pass  it  frequently,  too 
great  care  cannot  be  taken  in  disinfecting  it  after  being  used,  and 
seeing  that  it  is  perfectly  clean,  lest  septic  matter  or  germs  be  intro- 
duced into  the  bladder,  and  cystitis  be  thereby  set  up.  The  patient, 
lying  on  her  back  near  the  right-hand  side  of  the  bed,  with  her  knees 
drawn  up,  the  practitioner,  standing  on  the  right  side,  having  first 
withdrawn  the  stilette,  oils  the  catheter  and  holds  it  ready  in  his  left 
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hand.  Having  lubricated  the  right  index  finger  with  carbolised  oil, 
find  flexed  it  on  to  the  palm,  he  then  passes  the  right  hand  under  the 
light  thigh,  extends  the  forefinger,  and  guiding  it  along  the  raphe  of 
the  perineum  introduces  the  tip  of  the  finger  just  within  the  vaginal 
orifice.  Keeping  carefully  to  the  median  line,  j  ust  under  the  apex 
of  the  pubic  arch,  the  urethra  can  be  felt  as  a  cord.  If  the  finger* 
be  now  slightly  withdrawn  until  the  outer  extremity  of  the  cord  be 
reached,  a  depression  will  be  felt,  which  is  the  urethral  orifice. 

The  catheter,  held  in  the  left  hand,  is  now  passed  over  the  pubes, 
and  the  point  guided  into  the  urethra  by  the  right  forefinger.  A  little 
gentle  pressure  in  the  proper  direction  guides  the  catheter  into  the 
bladder.  The  thumb  meanwhile  should  be  applied  to  the  ivory  end 
to  prevent  the  urine  passing,  until  the  vessel,  which  shoidd  previously 
have  been  placed  handy,  either  in  the  bed  or  on  the  floor  within  reach, 
is  brought  sufiiciently  near  for  the  urine  to  flow  into  it. 

If  thought  desirable,  a  slender  india-rubber  tube,  about  four  or 
five  feet  long,  may  be  attached  to  the  catheter  before  using  it,  so  as 
.to  conduct  the  urine  into  the  vessel  placed  on  the  floor,  and  thus 
■obviate  any  risk  of  wetting  the  bed  or  soiling  the  linen. 

In  cases  where  retention  is  due  to  dragging  upwards  of  the  neck 
-of  the  bladder  by  tumours,  or  from  extreme  extension  of  the  bladder, 
care  must  be  taken  to  })ress  the  catheter  gently  in  the  proper  direction. 
If  any  pelvic  tumour,  retroverted  gravid  uterus,  or  impacted  foetal 
head  during  labour,  press  upon  the  urethra,  the  passage  of  the 
catheter  may  be  facilitated  by  the  finger  in  the  vagina  guiding  the 
instrument  along  the  urethral  wall,  or  by  pressing  back  the  tumour 
allowing  the  catheter  to  pass  more  readily. 

If  the  operator  prefer  it,  the  left  forefinger,  properly  oiled,  may  be 
passed  over  the  pubes  and  drawn  along  the  genital  cleft  until  the  tips 
of  the  finger  detect  the  meatus  urinarius  immediately  beneath  the 
apex  of  the  pubic  arch.  The  gum-elastic  catheter,  held  lightly  in  the 
right  hand,  is  then  passed  beneath  the  right  thigh  and  the  point 
guided  into  the  urethra. 

Another  method,  far  less  distressing  to  the  patient,  is  to  place  her 
in  the  left  lateral  or  ordinary  obstetric  position,  with  her  hips  close  to 
the  side  of  the  bed  or  couch.  Having  anointed  the  left  index  finger, 
the  back  of  it  is  then  drawn  along  the  raphe  of  the  perinieum,  from 
behind  forwards,  until  the  orifice  of  the  vagina  be  gained.  Turn- 
ing now  the  palmar  surface  towards  the  arch  of  the  pubes,  the 
finger  is  withdrawn  slightly,  until  the  end  is  external  to  the  hymen 
or  carunculae  myrtiformes.  The  meatus  can  then  be  readily  de- 
tected in  the  median  line.  The  catheter  is  then  passed  by  the  right 
hand  along  the  palmar  surface  of  the  left  forefinger,  and  guided 
into  the  urethra.  If  any  unusual  difficulty  or  delay  be  experienced, 
it  is  far  better  to  elevate  the  right  labium  and  see  where  the  meatus 
is  rather  than  distress  the  patient  by  prolonged  manipulation.  This 
can  readily  be  done  in  the  lateral  position  without  anything  like  the 
exposure  needed  in  the  dorsal  position.  It  is  of  great  importance  to 
the  student  to  familiarise  himself  with  this  apparently  simple  opera- 
tion, for  at  anytime  he  may  be  called  upon  to  perform  it,  and  nothing 
distresses  a  patient  more,  who  is  sufiering  from  prolonged  retention  of 
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urine,  than  ineffectual  attempts  to  relieve  her,  more  especially  if  the 
parts  are  swollen  and  tender  after  a  tedious  labour. 

Where  the  accumulation  has  been  taking  place  for  more  than 
twenty-four  hours,  the  urine  will  generally  be  found  to  be  turbid, 
high-coloured,  or  somewhat  musty  from  sanguineous  exudation,  am- 
moniacal,  and  often  extremely  offensive. 

Although  the  patient  experiences  marked  relief,  it  is  not  always 
so  complete  as  might  be  expected. 

It  will  be  necessary  to  pass  the  catheter  every  eight  hours  at  least, 
until  the  bladder  has  had  time  to  recover  itself,  the  extreme  disten- 
tion having  generally  produced  paralysis  of  the  muscular  coat,  and 
not  infrequently  a  low  degree  of  cystitis.  The  treatment  of  any 
pelvic  tumour,  or  other  complication  that  has  been  the  cause  of  the 
retention,  will  depend  materially  upon  circumstances,  and  will  be 
found  mentioned  under  the  appropriate  headings. 

If  retroversion  or  flexion  of  the  gravid  uterus  about  the  third  or 
fourth  month  be  detected,  the  patient  should  be  placed  in  the  genu- 
pectoral  position.  The  catheter  having  been  first  passed,  careful 
but  persistent  efforts  must  be  made  by  the  insertion  of  two  fingers 
per  vaginam  to  guide  the  fundus  up  to  one  side  of  the  promontory  of 
the  sacrum,  and  so  push  it  beyond  the  pelvic  brim.  If  these  measures 
fail,  the  right  forefinger,  passed  high  up  behind  the  pubes,  so  as  to 
pull  down  the  cervix  uteri,  whilst  the  second  finger  of  the  left  hand 
is  passed  per  rectum  to  press  up  the  fundus  uteri,  may  possibly 
succeed.  Should  these  attempts  however  fail,  it  will  then  be  a 
question  of  inducing  abortion,  by  passing  a  sound  through  the  os  uteri, 
and  detaching,  or  if  necessary  rupturing,  the  membranes.  If  this 
again  be  impracticable,  it  may  be  necessary  to  puncture  the  fundus 
uteri  by  means  of  a  small  canula  and  trocar,  and  draw  off  the  liquor 
amnii  by  means  of  an  aspirator,  thus  diminishing  materially  the  bulk 
of  the  uterus,  and  so  allowing  its  replacement.  Abortion  may  then 
be  allowed  to  take  place  spontaneously,  or  expedited  by  dilatation  of 
the  OS  uteri,  as  necessity  may  suggest. 

The  introduction  of  an  india-rubber  ball,  with  a  tube  attached  by 
which  inflation  may  be  accomplished,  either  per  vayinam  or  per 
rectum,  should  never  be  omitted  before  resorting  to  more  extreme 
measures.  By  this  means  continuous  pressure  may  be  secured,  if  the 
precaution  be  taken  to  adjust  a  T  bandage,  the  patient  retaining  the 
genu-pectoral  position  as  far  as  practicable. 

Incontinence  of  Urine. —  The  involuntary  discbarge  of  urine, 
whether  during  the  daj'time,  or,  as  is  far  more  frequently  the  case, 
during  the  night,  in  children,  and  even  in  adults,  is  of  far  more  fre- 
quent occurrence  than  many  are  aware  of. 

During  early  infancy  the  discharge  of  urine,  as  well  as  of  the  faeces, 
occurs  involuntarily  ;  but  as  the  infant  grows  older  and  becomes  more 
intelligent,  if  only  proper  care  be  taken,  it  makes  its  little  wants 
known,  and  except  from  the  irritation  of  dentition  or  a  temporary 
attack  of  diarrhoea,  but  little  difficulty  is  experienced  in  educating  it 
in  habits  of  cleanliness  and  regularity.  Still,  in  a  certain  number  of 
cases,  spite  of  all  efforts  to  the  contrary,  the  habit  of  wetting  the  bed 
at  night  continues,  either  habitually  or  on  very  slight  provocation, 
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and  causes  much  distress  alike  to  the  nurse  and  the  parents  of  the 
child. 

We  are  not  speaking  here  of  those  cases  of  irritability  of  the 
bladder  where  the  incontinence  occurs  by  day  as  well  as  by  night, 
but  of  those  instances  where  in  young  girls  approaching  the  age  of 
puberty,  occasional  or  habitual  incontinence  of  urine  occurs  during 
the  night. 

Though  a  comparatively  trifling  affection  in  itself  as  regards  the 
general  health,  it  is  by  no  means  unimportant  in  its  influence  on  the 
moral  character  when  the  patient  has  attained  an  age  capable  of 
feeling  the  shame  so  generally  attached  to  this  infirmity,  and  the 
scorn  and  ridicule  heaped  upon  her  for  what  she  had  as  little  agency 
in  the  production  of  as  she  has  the  power  to  prevent  its  continuance. 
A  defaulter  to  the  laws  of  cleanliness  and  health,  she  becomes  taci- 
turn, morose,  and  discontented.  Although  long  habit  gradually 
reconciles  the  mind  to  this,  as  it  does  to  many  other  inconveniences, 
nevertheless  she  feels  acutely  the  injustice  of  being  blamed  as  guilty 
of  idleness  or  carelessness,  and  possibly  chastised  for  what  is  un- 
questionably a  true  infirmity,  the  supposed  crime  taking  place 
when  she  is  fast  asleep,  and  unconscious  of  what  is  happening.  It 
is  the  duty  of  every  medical  man  to  explain  to  the  parents  that  the 
malady  is  a  misfortune,  and  not,  in  a  large  majority  of  instances,  a 
fault,  and  to  point  out  how  unjustifiable  it  is  to  correct  by  punish- 
ment a  habit  which  is  as  loathsome  to  the  patient  as  it  is  to  her 
friends.  There  is  a  very  general  misconception  upon  this  subject,  and 
the  sooner  this  is  recognised  the  better  for  all  concerned. 

In  order  to  facilitate  a  systematic  study  of  the  subject,  we  shall  at 
present  limit  our  attention  to  the  consideration  of  congenital  incon- 
tinence of  urine ;  and  instances  occurring  in  early  childhood,  up  to 
puberty. 

Causes. — Hereditary  predisposition  is  by  no  means  infrequent. 
The  gouty  or  scrofulous  diathesis,  epilepsy,  hysteria,  spinal  disease, 
dyspepsia,  ascarides,  prolapsus  ani,  and  numerous  other  causes,  have 
been  credited  with  producing  nocturnal  iBcontinence  of  urine.  Too 
free  use  of  fluids,  more  especially  of  tea,  coflee,  and  alcoholic  drinks, 
particularly  if  taken  late  in  the  day,  will  certainly  aggravate,  if  they 
do  not  cause,  the  tendency  to  this  condition. 

In  rare  instances,  imperfect  formation  of  the  urethral  canal, 
associated  with  epispadias,  may  lead  to  congenital  incontinence  of 
urine,  or  this  latter  condition  may  be  due  to  defective  power  over  the 
sphincter. 

Treatment. — There  are  few  conditions  the  treatment  of  which  is 
so  unsatisfactory  in  its  results,  and  which  consequently  bring  so 
little  credit  to  the  medical  man,  as  this  we  are  considering.  More 
variety  of  remedies  even  than  the  suggested  causes  aflbrd  sure  evi- 
dence that  the  various  plans  proposed  have  given  little  satisfaction. 
Still,  if  the  case  be  thoroughly  gone  into,  and  persevering  attempts 
made  to  overcome  the  difficulty,  our  efforts  in  time  will  generally 
be  crowned  with  success. 

We  should  in  the  first  instance  endeavour  carefully  to  correct 
any  error  of  diet  or  constitutional  condition  likely  to  keep  up  any 
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derangement  of  the  digestive  and  assimilative  organs,  and  a  conse- 
quent morbid  change  in  the  constitution  of  the  urine.  Where  this 
is  found  to  contain  any  excess  of  lithic  acid,  careful  regulation  of  the 
diet,  with  a  combination  of  alkaline  carbonates  and  bitters,  such  as 
gentian,  and  soda  or  potash;  occasional  doses  of  citrate  of  magnesia; 
the  daily  use  of  the  warm  or  tepid  bath,  with  friction  to  the  surface, 
warm  clothing,  daily  exercise,  and  avoidance  of  cold  and  dampness, 
will  generally  prove  of  service. 

Where  the  condition  of  the  urine  is  pale  and  watery,  of  di- 
minished specific  gravity,  and  deficient  in  its  usual  saline  ingredients, 
nitromuriatic  acid  in  some  bitter  infusion,  with  niv-x  of  the  tinc- 
ture of  nux  vomica,  will  be  likely  to  restore  the  healthy  function  of  the 
digestive  organs  and  improve  the  condition  of  the  urine.  Occasionally 
over-study,  leading  to  excess  of  phosphates  in  the  urine,  may  cause 
enuresis.  Remedying  this  and  improving  the  general  health  will 
here  be  indicated.  In  most  instances  tonics  are  indicated  ;  of  these, 
iron  in  the  form  of  tinct.  ferri  perchlor.,  syrupus  ferri  iodidi,  the 
ammonio-citrate  or  tartrate,  with  or  without  small  doses  of  liquor 
strychnine,  are  the  most  useful.  01.  morrhuse  with  syr.  ferri  phosph. 
is  often  of  service. 

It  is  well  in  any  case  to  avoid  partaking  of  much  fluid  during 
the  afterpart  of  the  day,  and  to  be  careful  to  empty  the  bladder 
before  retiring  to  rest. 

Should  ascarides  in  the  rectum  be  suspected  or  ascertained,  small 
doses  of  santonin,  quassia  and  iron,  bark  and  acid,  together  with 
injections  of  lime-water,  a  teaspoonful  of  common  salt  or  a  drachm 
of  liq.  ferri  perchlor.  to  the  pint  of  water,  will  generally  prove 
successful. 

The  possibility  of  the  urine  being  passed  involuntarily  during  an 
epileptic  seizure  should  not  be  overlooked.  It  is  in  these  cases  that 
large  doses  of  the  bromide  of  potassium  and  belladonna  prove  so 
efficacious.  Hysteria,  when  occurring  in  paroxysms,  generally  ter- 
minates by  an  involuntary  emission  of  urine  ;  but  as  these  attacks  are 
more  liable  to  occur  during  the  day  from  some  recognised  exciting 
cause  than  during  the  night,  it  is  probably  not  a  very  frequent  cause 
of  nocturnal  incontinence  of  urine.  Should  this,  however,  be  suspected, 
the  treatment  usually  adopted  in  these  cases  should  be  resorted  to. 

Sea-bathing,  cold  sponging  to  the  back  and  loins,  galvanism  over 
the  back  and  lower  abdomen,  counter- irritation  over  the  sacrum, 
should  all  be  tried  in  intractable  cases. 

After  having  tried  the  various  constitutional  remedies  suggested, 
and  failed  in  our  object,  there  still  remains  a  class  of  so-called  specifics, 
which  will  often  enable  us  to  attain  our  object  after  more  general 
means  have  proved  ineffectual. 

Of  these,  belladonna  deservedly  holds  the  first  place,  and  will  be 
found  to  be  more  generally  successful  than  any  other  remedy.  It 
may  be  given  even  to  very  young  children  without  any  fear  of  evil 
effects  resulting,  though  it  is  light  to  mention  permanent  loss  of 
sight  has  before  now  been  ascribed  to  the  persistent  use  of  this  drug. 

Dr.  Burney  Yeo,  in  the  'Lancet'  for  October  1870,  states  that 
*the  involuntary  action  of  the  sphincter  can  be  supplemented  and 
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strengthened  when  necessary  by  voluntary  efforts.  Whilst  awake,  a 
very  slight  amount  of  voluntary  effort  is  superadded  to  the  in- 
voluntary contraction  of  the  sphincter  vesicae,  and  the  urine  is  thus 
prevented  from  escaping  from  the  bladder.  During  sleep  this 
voluntary  effort  is  in  abeyance,  and  so  soon  as  the  accumulation  of 
urine  becomes  sufficient  to  stimulate  the  detrusor  fibres  to  contraction, 
the  weak  sphincter  gives  way,  and  the  bladder  is  evacuated  in  bed. 
Belladonna,  acting  through  the  sympathetic  nerve-fibres,  strengthens 
the  involuntary  efforts  of  the  sphincter  fibres  at  the  neck  of  the 
bladder,  and  thus  prevents  the  nocturnal  incontinence.  The  efficacy 
of  belladonna  is  not  due  to  its  allaying  an}'-  irritability  of  the  bladder, 
as  none  exists.  During  the  daytime  the  bladder  distends  to  quite  as 
great  an  extent  as  is  common.  It  cannot  be  due  to  its  checking  the 
secretion  of  urine,  because  the  quantity  continues  the  same  as  before. 
Neither  to  its  altering  the  character  of  the  secretion,  which  has  never 
been  other  than  natural.  Belladonna  acts  by  giving  tone  to  the 
weakened  sphincter  vesica?.' 

It  may  be  given  in  doses  varying  from  5  to  10  or  15  minims  of 
the  tincture  thrice  daily,  the  dose  being  gradually  increased  and 
steadily  persevered  with  until  improvement  results,  or  the  toxic 
effects  of  the  drug  are  produced.  If  the  extract  be  employed,  it  is 
well  to  begin  with  about  one-twelfth  of  a  grain,  depending  upon 
the  age  of  the  child,  gradually  increasing  it  to  one-sixth  and  even  to 
one  grain. 

In  many  instances  there  may  be  no  appreciable  effect  for  the  first 
week  or  ten  days,  but  a  cure  will  result  by  continuing  it  perseveringly 
for  several  weeks.  Trousseiu  found  it  inapplicable  to  cases  in  which 
the  enuresis  was  present  both  during  the  day  and  at  night.  Bromide 
of  potassium  in  5  to  10  grain  doses,  either  alone  or  in  conjunction  with 
belladonna  or  syrupus  papaveris,  often  proves  most  serviceable. 

The  syrupus  ferri  iodidi  in  drachm  doses  thrice  daily  has  in 
several  instances  succeeded  in  effecting  a  perfect  cure,  though, 
curiously  enough,  it  occasionally  causes  incontinence  in  cases  not 
previously  subject  to  it. 

Chloral  hydrate  has  been  recommended  strongly  by  some,  and 
successful  cases  have  been  recorded.  It  is  difficult  to  explain  its 
action,  for  it  is  generally  supposed  that  the  bladder  is  evacuated  when 
the  patient  is  in  profound  slumber.  Still  the  fact  remains  that  some 
cases  have  been  materially  relieved,  if  not  permanently  cured,  by  the 
administration  of  this  drug. 

In  some  instances,  apparently,  a  too  highly  nitrogenised  diet  is  the 
exciting  cause.  By  resorting  to  milk  diet  exclusively  the  difficulty 
has  been  overcome,  and  this  after  various  specifics  had  been  tried  in 
vain. 

Tincture  of  cantharides  has  been  extolled  in  those  cases  where 
there  is  congenital  deficiency  of  control  over  the  sphincter  of  the 
bladder,  as  occurs  in  very  nervous  children  who  wet  themselves 
whenever  sharply  spoken  to  or  frightened.  By  the  irritation  it  pro- 
duces about  the  neck  of  the  bladder  the  moment  the  urine  begins  to 
fiow,  a  degree  of  strangury  occurs  sufficient  to  awaken  the  patient, 
and  thus  prevent  the  evacuation  taking  place  in  bed.    This  effect 
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being  repeated  for  several  nights  in  succession,  the  habit  upon  which 
the  invohmtary  discharge  takes  place  is  entirely  broken  up,  or  the 
child  will  become  accustomed  to  awake  when  the  desire  to  urinate 
occurs,  and  thus  all  the  disagreeable  consequences  resulting  from  the 
infirmity  be  prevented.  The  dose  varies  with  the  age,  from  3  to  10 
or  15  minims  of  the  tinctui'e,  thrice  daily,  until  a  slight  degree  of 
strangury  is  induced.  If  this  latter  becomes  troublesome,  the  drug 
must  be  discontinued  or  reduced  in  quantity  or  frequency,  and  mild  mu- 
cilaginous drinks,  with  emollient  or  anodyne  enemata,  administered. 

Benzoic  acid,  where  the  urine  is  high-coloured  and  of  strong 
odour,  may  be  tried.  Tincture  of  iodine  in  drop  doses  every  two 
hours,  lupulin,  camphor,  turpentine,  ergot,  zinc,  large  doses  of 
potassse  nitratis,  and  numerous  other  remedies,  have  been  suggested 
and  tried  with  varying  results. 

Blisters  to  the  sacrum,  ice-bags  to  the  spine,  the  application  of 
astringents  to  the  neck  of  the  bladder,  such  as  liiatany,  iron,  nitrate 
of  silver,  &c.,  have  all  been  tried  with  success  in  some  instances. 

The  hypodermic  injection  of  strychnia,  in  the  form  of  nitrate, 
one  grain  dissolved  in  two  drachms  of  water,  and  seven  to  fifteen 
minims  employed,  i.e.  -^^  to  |-  of  a  gr-ain,  have  been  recommended, 
as  also  that  of  morphia  and  atropine  in  appropriate  doses. 

Acquired  incontinence  of  urine,  occurring  for  the  most  part  in 
adults  beyond  the  age  of  puberty,  is  chiefly  due  to  displacements  of 
the  uterus,  pressure  from  an  enlarged  uterus  or  pelvic  tumours, 
injuries  during  parturition,  disease  affecting  the  bladder  or  urethra, 
and  certain  nervous  disorders. 

Incontinence  of  urine  from  anteversion  or  flexion  of  the  uterus 
may  be  greatly  relieved  by  a  carefully  adjusted  cradle  pessary.  In 
some  instances  the  insertion  of  an  intra-uterine  stem  is  justifiable. 
This  is  fully  discussed  under  the  head  of  Anteflexion. 

Ante- version  or  -flexion  of  the  gravid  uterus  during  the  early 
months  of  utero-gestation  may  also  be  relieved  by  a  Hodge's  or  other 
form  of  pessary.  In  these  cases  we  must  be  careful  not  to  overlook 
the  causal  condition.  A  ttention  is  not  infrequently  concentrated  upon 
the  symptoms  of  incontinence  to  the  neglect  of  the  former.  We  must 
be  cautious  not  to  mistake  retention  of  urine,  with  dribbling  from 
overflow,  for  incontinence  of  urine.  The  passage  of  the  gum-elastic 
catheter  will  serve  both  for  diagnosis  and  treatment.  This  condition 
is  by  no  means  infrequent  as  a  consequence  of  protracted  parturition, 
and  is  unfortunately  frequently  overlooked. 

Another  condition,  occurring  under  similar  circumstances,  though 
not  manifesting  itself  until  a  week  or  ten  days  after  the  confinement, 
is  incontinence  of  urine  from  a  vesico- vaginal  fistula.  This  accident 
seldom  occurs  from  direct  injury  or  laceration  at  the  time,  but 
generally  from  necrosis  and  sloughing,  the  result  of  pressure. 

An  operation  is  the  only  method  of  affording  relief. 

Incontinence  of  urine  from  vesico-vaginal  fistula  may  also  ensue 
from  extension  of  malignant  disease  in  cases  of  cancer  of  the  uterus, 
or  may  be  due  merely  to  loss  of  power  of  the  sphincter  vesicjB  from  the 
tissues  becoming  involved.  In  these  distressing  cases  but  little  can 
be  done  to  afford  relief  beyond  attention  to  cleanliness,  &c. 
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Disease  of  the  nervous  centres,  as  seen  in  cases  of  progressive 
general  pai-a]ysis,  is  often  accompanied  by  incontinence  of  urine. 
The  use  of  the  ordinary  pouch  uiinal  may  here  prove  of  service. 

Dui'ing  the  latter  part  of  pregnancy,  involuntary  micturition, 
especially  on  coughing  or  standing,  is  not  infrequent.  A  well- 
adjusted  abdominal  belt  may  assist  in  relieving  the  pressure. 

After  parturition,  even  though  no  unusual  delay  or  difficulty  has 
occurred,  involuntary  micturition  may  take  place,  persisting  only  for 
a  few  days  or  extending  over  a  period  of  many  weeks.  The  adminis- 
tration of  strychnia  or  belladonna  in  these  cases  often  proves  of  much 
service. 

In  patients  who  have  had  large  families,  or  who  have  borne 
children  rapidly,  the  power  of  control  over  the  bladder  is  often 
weakened  and  very  impeifect.  The  insertion  of  an  inflated  india- 
rubber  ball  in  the  vagina,  so  as  to  press  upon  the  urethra,  often 
remedies  this  defect.  Ovarian  tumours,  by  dragging  on  the  bladder 
and  mechanically  interfering  with  the  action  of  the  sphincter,  occa- 
sionally produce  involuntary  micturition  or  incontinence  of  urine. 
Cicatrices  of  the  vagina,  the  result  of  parturition,  may  also  produce 
a  similar  result.  Division  of  the  cicatrices  may  succeed  in  removing 
the  difficulty. 

Dilatation  of  the  urethra,  for  the  purpose  of  examining  or 
removing  foreign  substances  from  the  bladder,  may  cause  permanent 
incontinence  of  urine.  The  application  of  the  actual  cautery  bulb  to 
the  site  of  the  sphincter  has  been  recommended  in  these  cases. 

The  use  of  the  nrethi-a  as  a  vagina,  where  atresia  of  this  latter 
canal  exists,  may  lead  to  incontinence  of  urine.  An  operation  to  re- 
store the  patency  of  the  vagina,  so  as  to  enable  it  to  fulfil  its  proper 
function,  is  here  indicated. 

Spasm  of  the  ureters  from  pressure  of  the  gravid  uterus  has 
been  mentioned  as  a  cause  of  incontinence  of  urine.  Change  of 
position,  with  careful  regulation  of  the  bowels,  may  serve  to  relieve 
this  condition. 

Cystitis,  or  inflammation  of  the  mucous  coat  of  the  bladder,  is 
not  often  noticed  in  the  female  in  the  acute  form  ;  but  occurs  not 
infrequently  as  a  sub-acute  or  chronic  affection  as  a  result  of  prolonged 
retention  of  ui-ine,  or  from  partial  i-etention  of  urine. 

Causation. — Cystitis  may  arise  from  exposure  to  cold  or  wet, 
from  extension  of  inflammatory  mischief  to  the  neck  of  the  bladder, 
as  in  cases  of  urethritis  due  to  gonorrhoea,  from  direct  irritation  from 
calculi,  or  from  morbid  growths,  as  tubercle  and  cancer ;  from  irritating 
conditions  of  the  urine,  as  from  cantharides,  turpentine,  copaiba;  but 
especially  when  the  urine  becomes  ammoniacal  from  retention,  as 
occurs  after  parturition,  in  the  course  of  puerperal  fever,  and  in  para- 
lysis of  the  bladder  in  consequence  of  spinal  injury  or  disease.  The 
opening  of  an  extra-uterine  gestation  cyst,  or  of  a  pelvic  abscess,  or 
of  an  adherent  portion  of  intestine,  or  of  an  ovarian  cyst  into  the 
bladder,  may  set  up  considerable  irritation,  inducing  cystitis. 

The  employment  of  a  foul  catheter,  in  cases  where  the  bladder  is 
already  in  an  irritable  condition,  may  be  sufficient  to  induce  an  acute 
attack  of  cystitis. 
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Symptoms. — Irritability  of  the  bladder,  evidenced  by  a  more  or 
•less  constant  inclination  or  urgent  desire  to  pass  water ;  difficulty  in 
retaining  the  urine,  a  few  drops  being  passed  spasmodically,  causing 
severe  smarting  or  burning  pain  ;  the  presence  of  excess  of  mucus  or 
pus  in  the  urine  are  the  symptoms  more  usually  observed. 

Tn  some  instances  there  is  marked  pyrexia,  uneasiness  or  a  sense 
of  heat  over  the  hypogastrium,  which  is  also  tender  on  pressure, 
extending  to  the  perineum. 

In  chronic  cases  the  urine  is  often  turbid,  ammoniacal,  and  very 
offensive,  containing  much  mucus,  epithelium,  and  often  pus  and 
blood.  When  the  urine  is  ammoniacal  the  pus  is  converted  into  a 
gelatinous,  ropy,  tenacious  mass,  which  is  poured  only  with  difficulty 
from  one  vessel  into  another,  and  may  be  drawn  out  into  strings. 
This  constitutes  the  condition  spoken  of  as  vesical  catarrh.  When 
this  urine  is  expelled  by  a  kind  of  spasmodic  or  convulsive  effort,  and 
is  accompanied  by  tenesmus  or  straining,  it  is  called  strangury. 

Course  and  TerminaMons. — If  the  cause  be  removed  and  appro- 
priate treatment  be  adopted,  the  case  may  terminate  favourably  by 
resolution  in  a  short  time  or  remain  in  a  chronic  state  almost  indefi- 
nitely. The  bladder  at  first  empties  itself  completely,  but  with  the 
frequent  efforts  to  force  out  the  mucus,  inflammation  and  thickening 
of  the  neck  of  the  bladder  ensue,  which  interfere  with  the  complete 
evacuation  of  the  urine.  A  certain  amount  of  stale  urine  is  thus 
habitually  retained,  which  increases  the  irritation.  The  walls  of  the 
bladder  become  thickened,  ulceration  of  the  mucous  membrane  occurs, 
infiltration  of  urine  takes  place,  abscesses  form,  and  pelvic  cellulitis 
or  peritonitis  may  result.  The  entrance  of  the  ureters  into  the 
bladder  is  often  obstructed,  the  urine  can  no  longer  flow  freely,  and 
distention  of  the  ureters  occurs,  inflammation  extends  along  them  to 
the  kidneys,  and  these  in  time  become  disorganised  by  the  accumula- 
tion of  urine,  death  ultimately  resulting  from  ursemic  poisoning,  with 
symptoms  of  a  typhoid  character,  the  tongue  becoming  brown  and 
the  pulse  feeble,  the  mind  unconscious,  and  the  body  emitting  a 
strongly  urinous  odour,  with  a  dense  clammy  sweat. 

Where  the  condition  remains  in  a  chronic  state  for  an  almost 
indefinite  time,  the  muscular  coat  of  the  bladder  becomes  thickelied 
from  the  increased  spasmodic  efforts  to  expel  the  urine,  and  the  bladder 
contracts  upon  itself,  as  it  were,  from  the  inability  to  hold  urine 
enough  to  be  distended  to  its  normal  dimensions.  Its  capacity  is  thus 
materially  interfered  with,  and  even  after  the  inflammatory  process 
has  subsided,  the  bladder  may  be  unable  to  retain  more  than  an  ounce 
or  two  of  urine. 

Treatment. — A  careful  perusal  of  the  course  and  terminations  of 
this  troublesome  affection  will  possibly  accomplish  much  in  the  way 
of  prevention  by  suggesting  to  the  practitioner  the  extreme  importance 
of  not  only  inquiring  but  seeing  to  the  proper  evacuation  of  the 
contents  of  the  bladder  during  and  after  parturition.  If  the  least 
doubt  exists  the  hypogastrium  should  be  at  once  percussed,  and  if 
necessary  the  catheter  passed. 

In  the  early  stage,  if  over- distention  of  the  bladder  from  pro- 
longed retention,  with  consequent  paralysis  of  the  bladder,  has  been 
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allowed  to  occur,  the  catheter  must  be  passed  regularly  at  least  thrice 
daily,  until  the  bladder  has  recovered  itself,  extreme  caution  being 
employed  in  disinfecting  the  catheter  every  time  it  is  used. 

Should  cystitis,  however,  result,  care  must  be  taken  to  allow  only 
a  bland,  unirritating  diet,  mainly  composed  of  milk  and  farinaceous 
articles.  Soda  water  and  milk,  linseed  tea,  barley  water,  and  other 
similar  demulcent  fluids  may  be  given  ad  libitum.  Where  pain  is 
urgent,  suppositories  or  small  enemas  of  opium  or  belladonna  at  regular 
short  intervals  should  be  administered.  Fomentations  or  poultices  to 
the  hypogastrium,  or  warm  sitz-baths,  may  be  resorted  to,  provided  the 
condition  of  the  uterus  does  not  contra-indicate  their  employment. 

Eest  in  the  horizontal  position  is  essential.  The  application  of  a 
few  leeches  may  occasionally  be  called  for. 

Lithia,  soda,  or  potash  water,  or  citrate  or  nitrate  of  potash,  freely 
diluted,  combined  or  not  with  hyoscyamus,  belladonna,  or  opium,  will 
generally  be  found  of  service  in  the  early  stage. 

The  bowels  must  be  regulated  by  saline  or  other  aperients.  The 
patient  must  not  be  allowed  to  return  to  a  nitrogenised  diet  until  all 
acute  inflammatory  symptoms  have  subsided. 

When  the  disease  has  become  chronic,  and  there  is  more  or  less 
tendency  for  the  urine  to  become  ammoniacal  and  loaded  with  ])hos- 
phates  and  mucus,  nitromuriatic  acid,  with  tincture  of  nux  vomica  or 
liquor  strychnia^,  combined  with  decoction  of  pareira,  buchu,  uva  ursi, 
or  triticum  repens,  will  generally  prove  of  most  service. 

The  diet  must  now  be  more  liberal,  but  unstimulating.  Alcohol, 
in  any  form,  is  usually  contra-indicated.  Opium  or  other  sedative 
must  be  given  at  bedtime,  and  at  other  times  if  deemed  requisite. 

The  bladder  must  be  properly  emptied  every  eight  hours  or  so,  if 
necessary  by  means  of  a  catheter,  carefully  cleaned  and  disinfected 
after  use,  carbolised  oil  being  employed  to  lubricate  it.  If  the  irrita- 
bility has  subsided,  washing  out  the  bladder,  daily,  by  means  of  a 
double-current  catheter,  often  proves  advantageous.  Warm  water 
only  should  first  be  tried.  The  simplest  and  most  eflScacious  method 
of  doing  this  is  by  means  of  an  iriigator  or  syphon  douche. 

When  the  bladder  has  become  accustomed  to  this,  or  where  injec- 
tion of  water  has  been  fairly  tried  and  failed,  various  agents  have 
been  suggested  for  injecting  into  the  cavity  of  the  organ,  allowing 
them  to  remain  for  some  few  minutes,  or  merely  injecting  and  then 
withdrawing  them.  Of  these,  dilute  nitric  acid  (5j-ij  ad  §vj),  car- 
bolic acid  (1  in  48,  or  5j  ad  Jvj),  nitrate  of  silver  (gr.  xij  ad  §vj), 
tincture  of  iodine  (gss  ad  J^^),  or  quinine  (gr.  vj-x  ad  |vj  aquas)  are 
most  likely  to  be  of  service. 

A  seton  introduced  just  above  the  symphysis  has  been  highly 
spoken  of  as  useful  in  cases  of  chronic  cystitis. 

In  severe  and  protracted  cases,  where  there  is  reason  to  fear  that 
ulceration  of  the  bladder  exists,  or  where  internal  remedies,  washing 
out  the  bladder  and  injection  of  chemical  agents,  fail  in  afiTording  relief, 
Dr.  Emmet  has  suggested  the  operation  of  making  an  opening  in  the 
vesico- vaginal  septum,  through  which  the  urine  may  escape  into  the 
vagina  as  rapidly  as  it  enters  the  bladder.  In  this  way  absolute 
rest  of  the  organ  is  secured,  and  the  inflammation  will  subside.  The 
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operation  is  in  itself  a  simple  one,  and  if  resorted  to  before  the  disease 
has  advanced  so  far  as  to  involve  the  kidneys,  is  as  free  from  risk  as 
any  in  minor  surgery. 

Anaesthesia  having  been  produced,  the  patient  lying  on  her  left 
side,  the  anterior  wall  of  the  vagina  is  fully  exposed  by  means  of  a 
large-sized  Sims's  speculum.  A  sound,  somewhat  abruptly  curved 
an  inch  and  a  half  from  its  extremity,  is  introduced  into  the  bladder, 
and  the  point  firmly  pressed  in  the  median  line,  against  the  base  of 
the  bladder,  a  little  behind  the  neck.  The  projecting  tissue  on  the 
vaginal  surface  is  then  seized  with  a  tenaculum,  and  divided  by  a  pair 
of  scissors,  directly  on  the  point  of  the  sound,  which  latter  is  then 
passed  through  into  the  vagina.  One  blade  of  a  pair  of  scissors  is 
passed  into  the  bladder,  and  the  vesico- vaginal  septum  divided  back- 
ward in  the  median  line. 

The  cautery  may  then  be  applied  to  the  raw  edges,  rolled  out  by  a 
tenaculum  to  render  them  less  liable  to  irritation  from  the  urine. 
The  opening  must  be  made  large  at  first,  as  a  certain  amount  of,  con- 
traction is  sure  to  ensue,  in  spite  of  all  the  care  tiiat  can  be  taken  to 
prevent  it. 

To  keep  the  artificial  opening  patulous,  the  finger  must  be  intro- 
duced night  and  morning,  for  the  first  few  days,  then  a  stud  or  eyelet 
made  from  glass  tubing,  half  an  inch  in  diameter,  not  unlike  a  spool 
in  shape,  is  buttoned  into  the  slit,  or  a  tube. 

The  bladder  must  be  syringed  out,  either  through  the  urethra  or 
through  this  artificial  opening,  with  large  quantities  of  warm  water 
daily. 

The  fistulous  opening  may  be  closed  in  the  same  manner  as  an 
ordinary  vesico-vaginal  fistula  when  the  bladder  has  recovered  its 
tone,  should  the  orifice  not  contract  and  close  of  its  own  accord. 
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CHAPTER  XXXYII. 

PRURITUS  VULV^,  VAGINAE,  AND  ANI  UTERINE  DYSKINESIA — 

COCCYGODYNIA. 

Pruritus  Vulvae. — This  distressing  affection  consists  in  an  irrita- 
Ijility  of  the  nerves  supplying  the  vulva,  evidenced  by  intense  itching, 
burning  heat,  intolerable  pricking  and  tingling,  inducing  or  impelling 
the  patient  to  relieve  herself  by  rubbing  or  scratching  the  parts, 
which  generally  serves  to  increase  the  irritation  and  intensify  or 
aggravate  the  original  malady. 

It  is  generally  more  or  less  intermittent  in  character,  being  worse 
just  before  and  after  menstruation,  and  even  after  eating  or  drinking, 
01"  after  exertion,  more  especially  in  warm  weather. 

The  warmth  of  bed  almost  invariably  brings  on  a  paroxysm, 
rendering  the  condition  of  the  patient  unbearable,  necessitating  her 
getting  up  every  quarter  of  an  hour  or  so,  preventing  sleep,  and  pro- 
ducing such  an  amount  of  nervous  disturbance  as  not  infrequently  to 
cause  fears  of  the  mind  giving  way.  It  occurs  more  frequently  in 
w^omen  advanced  in  life  than  in  young  women.  Although  affecting 
primarily  the  vulva,  the  irritation  is  not  necessarily  confined  to  this 
part  alone,  but  has  been  known  to  extend  up  the  vagina  to  the  anus, 
down  the  thighs,  and  even  in  some  cases  over  the  abdomen. 

Scratching  or  rubbing  the  parts,  in  place  of  allaying  the  irritation 
and  affording  relief,  generally  serves  to  aggravate  the  discomfort,  and 
in  time  produces  increased  irritation  and  sets  up  secondary  mischief 
which  not  infrequently  complicates  matters  very  considerably. 

Under  this  head  there  is  very  little  doubt  that  many  very 
dissimilar  conditions  have  been  grouped. 

In  diabetes,  pruritus  is  a  very  frequently  associated  condition,  the 
constitutional  disorder  being  often  regarded  as  the  exciting  cause, 
though  there  seems  good  ground  for  the  belief  that  the  local  irritation 
of  the  urine  constantly  passing  over  the  surface  is  the  real  exciting 
cause,  as,  if  the  catheter  be  regularly  employed  and  the  strictest 
cleanliness  resorted  to,  the  irritation  soon  subsides.  Internally,  sali- 
cylate of  soda  gr.  xv,  4tis  horis,  may  be  tried. 

In  cases  of  pruritus  where  no  apparent  cause  for  it  exists,  the 
urine  should  always  be  examined  for  sugar. 

Pregnane  1/  is  often  a  predisposing  cause  of  pruritus,  more 
especially  during  the  early  months,  when  the  digestive  organs  are 
often  allowed  to  get  out  of  order,  the  bowels  confined,  haemorrhoids 
often  resulting  in  consequence;   where  an  increased  leucorrhceal 
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discharge  is  present ;  where  but  little  exercise  is  taken ;  and  not 
infrequently  unwholesome  diet  indulged  in. 

These,  coupled  with  the  fact  of  the  nervous  system  being  in  a 
state  of  peculiar  erethism,  and  the  pelvic  organs  more  or  less  actively 
congested,  are  quite  sufficient  to  explain  the  occurrence. 

In  gouty  diathesis  or  lithiasis  >v'e  often  meet  with  a  very  irritable 
condition  of  the  surface  of  the  body,  from  the  constant  circulation  of 
excretory  products,  and  in  these  cases  the  vulva  is  often  especially 
implicated. 

Pruritus  has  been  noted  by  many  as  one  of  the  earliest  indications 
of  malignant  disease  of  the  uterus  or  vagina.  In  these  cases  there 
is  often  a  thin  acrid  discharge  of  peculiarly  irritating  and  excoriating 
qualities,  which  no  doubt  is  mainly  instrumental  in  producing  the 
irritation. 

The  climacteric  age  seems  favourable  to  the  development  of 
pruritus.  The  action  of  the  liver  being  sluggish,  it  may  be  from 
want  of  proper  exercise  on  the  part  of  the  patient,  and  an  undue 
indulgence  in  nitrogenous  and  carbonaceous  food,  is  still  further 
interfered  with  by  the  habit,  too  frequently  indulged  in,  of  resorting 
to  alcohol  in  its  various  forms,  and  pruritus  as  a  natural  consequence 
results. 

The  custom  of  immoderate  ^ea-drinking,  more  especially  by  those 
who  have  taken  a  pledge  of  temperance,  is  a  by  no  means  infrequent 
cause  of  pruritus. 

Ojoium-eatei's,  or  those  who  indulge  in  narcotics,  whether  to 
assuage  pain,  relieve  cough,  or  procure  sleep,  are  often  subject  to 
troublesome  pruritus. 

Dram-driyikers,  particularly  those  who  indulge  in  neat  spirits,  are 
prone  to  suffer  from  a  most  intractable  form  of  pruritus. 

Prurigo  senilis  is  another  form  of  this  malady. 

There  are  certain  local  conditions  which  cause  a  considerable 
amount  of  irritation,  and  must  not  be  overlooked.  Of  these,  pediculi, 
scabies,  herpes,  eczema,  erythema,  and  lichen  may  be  mentioned,  to 
which  special  attention  should  be  directed. 

Ascarides  migrating  from  the  rectum,  \mlvar  folliculitis,  aphthcB, 
acrid  condition  of  the  secretion  of  the  sebaceous  glands  of  the  vulva, 
warts,  &c.,  may  also  give  rise  to  symptoms  of  pruritus. 

Thomas  mentions  the  growth  of  short  bristly  hairs  on  the  mucous 
surface  of  the  labia  as  productive  of  irritation  at  times. 

Uterine  Disorders. — Any  congestive  or  inflammatory  condition 
of  the  uterus  which  gives  rise  to  leucorrhoea,  such  as  met  with  in  the 
early  months  of  pregnancy,  at  the  climacteric  period,  &c.,  is  very 
liable  to  induce  pruritus.  The  so-called  leucorrhoea  resulting  from 
granular  condition  of  the  cervix,  or  endometritis,  is  much  more  liable 
to  produce  irritation  than  ordinary  vaginal  leucorrhoea. 

Treatment. — The  first  and  'foremost  indication  is  to  ascertain,  if 
possible,  the  predisposing  and  exciting  causes.  No  empirical  treat- 
ment is  likely  to  prove  of  service  unless  we  have  first  ascertained 
what  is  the  cause  of  the  malady.  Having  done  this,  relief  is  far  more 
likely  to  follow  well-directed  efforts  for  its  removal. 

The  general  or  constitutional  treatment  will  consist  in  obviating 
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everything  likely  to  keep  up  irritation.  The  diet  must  be  properly 
i-egulated,  the  bowels  kept  in  good  order,  the  digestion  attended  to, 
light  and  easily  assimilable  food  being  alone  allowed  ;  a  healthy  action 
of  the  skin,  by  means  of  warm  baths,  encouraged  ;  small  doses  of 
blue  pill  to  act  upcni  the  liver,  followed  by  some  saline  aperient  in  the 
morning ;  the  amount  of  exercise  regulated,  and  the  general  health 
bi'ought  into  as  satisfactory  a  condition  as  possible.  Mineral  acids, 
with  nux  vomica  and  cinchona,  or  other  appropriate  tonic,  will  often 
prove  of  service  when  the  health  has  been  much  deteriorated  by 
broken  rest,  constant  irritation,  and  disordered  secretions. 

It  may  be  necessary  at  once  to  resort  to  palliative  treatment  before 
sufficient  time  has  elapsed  for  the  curative  treatment  to  have  had  a 
fair  chance.  Bromide  of  potassium  (3j  to  5ss)  is  one  of  our  most 
reliable  remedies  in  allaying  nervous  disturbance.  This  may  be  com- 
bined with  chloral  at  bedtime  in  order  to  ensure  sleep.  Digitalis  has 
been  given  with  good  effect  in  these  cases.  If  necessary,  opium  may 
be  employed,  but  not  if  sleep  can  be  procured  by  other  means,  as  it 
not  infi-equently  aggravates  the  disorder. 

Local  Treatment. — Any  associated  condition,  whether  the  appa- 
rent cause  of  the  disorder  or  merely  the  effect,  must  be  removed  if 
possible.  Strict  cleanliness  must  be  insisted  on,  the  parts  being 
bathed  with  warm  water  in  which  a  handful  of  oatmeal  or  bran  has 
been  mixed,  or  the  vaginal  douche  emjjioyed  where  the  pruritus  seems 
to  depend  upon  uterine  disorder.  Sponging  with  as  hot  water  as  the 
patient  can  bear  will  often  afford  marked  relief.  Some  soothing 
lotion,  such  as  infusion  of  tobacco,  or  a  lotion  containing  borax,  car- 
bolic acid,  morphia,  atropine,  acetate  of  lead,  hydrocyanic  acid,  lauda- 
num ;  poppy-head  fomentations,  &c. ;  will  generally  be  requisite.  These 
will  be  found  more  particularly  indicated  under  the  various  causative 
conditions. 

Some  of  the  most  useful  formulae  are  the  following  : — 
Hydrarg.  perchl.  5ss,  tinct.  opii  Jj,  aq.  §vij. — M. 
Acid,  hydrocyan.  dil.  5ij,  plumbi  subacet.  Qj^       S'^iij- — 
Sodre  biborat.  Jss,  morphias  sulphat.  gr.  iv,  lotionis  nigrse,  Jviij. 
— M. 

Atropise  sulph.  gr.  j,  acid,  hydrocyan.  dil.  5jj  glyc  boracis  Jj,  aq. 

gvij.— M.  

Acidi  nitrici  dil.  gij?  tinct.  opii  5ij-5iv,  aq.Jviij. — M. 
Ammon.  chlor.  Jss,  spir.  vini  rect.  Jj  aq.  laurocerasi  §vjss. — M. 
Glyc.  ac.  carbol.  gss,  glyc.  boracis       aq.  Jvjss. — M. 
Zinci  sulpho-carbolat.  5iv,  aq.  §viij. — M. 

Acid,  salicylic,  gr.  xl-lx,  ol.  theobromse  5ij,  cetacei  5ij,  ol. 
amygdalae  dulcis  5iv. — M. 

Goodell  recommends  the  following  aj^plications  : — 

Iodoform!  5j,  balsam  Peruviani  Jj. — M.  Smear  the  parts 
with  a  brush.  (A  drop  of  tincture  of  musk  covers  the  smell  of  an 
ounce  of  iodoform,  or  if  a  fragment  of  Tonquin  bean  be  placed  in  the 
bottle  containing  the  iodoform  the  odour  becomes  no  longer  recog- 
nisable, and  recalls  that  of  bitter  almonds.) 

R  Acidi  acetici       glycerinse  Jiij. — M.    Apply  locally. 

M  M 
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R  Acidi  carbolici  gr.  xij,  morpliise  acetatis  gr.  viij,  acidi  hydro- 
cyan,  dil.  5ij,  glycerinse  Jj,  aq.  ad  giv, — M.    Apply  locally. 
f  ^  R  Sodse  biboratis  5j,  morpliise  mnriatis  Qj,  acidi  hydrocyan.  dil. 
5j  glycerines  Jj,  aq.  rosse  ad  |viij. — M.    Apply  with  a  soft  sponge. 

R  Sodii  bisulphat.  gvj,  aq.  gvj. — M.    i^pply  with  a  soft  sponge. 

R  Chlorali,  camphorse  aa  "^iv.  Rub  these  into  an  oil,  then  add 
ungt.  simplicis  Jj,  pulv.  acidi  boracici  5iv. — M.    Apply  with  a  brush. 

R  Ungt.  hydrarg.  nitrat.,  olei  morrhuje  aa  Jj. — M.  Anoint  the 
parts  twice  daily. 

R  Chloroformi  5j,  olei  amygdalae  expressi  5vij. — M.  Apply  to 
the  itching  parts. 

R  Potassii  cyanidi  gr.  j-iij,  liquoris  calcis  5iv,  adipis  5iv. — M. 
Apply  locally. 

R  Hydrarg.  perchloridi  gr.  j,  pulv.  aluminis  ^j?  amyli  5iss,  aq. 
5vj. — M.    Apply  locally. 

Should  diabetes  be  found  to  exist,  the  most  scrupulous  cleanliness 
after  micturition,  or  even  the  employment  of  the  catheter,  may  be 
resorted  to. 

In  cases  of  pregnane?/  the  cervix  must  be  carefully  examined;  if 
granular  erosion  be  found  to  be  present  the  surface  must  be  touched 
lightly  with  nitric  or  carbolic  acid,  nitrate  of  silver,  or  other  caustic. 
A  lotion  containing  borax,  alum,  zinc,  or  tannin,  or  the  acetate  of 
lead  5j  ad  Oj  aquam,  or  carbolic  acid  (one  in  forty)  should  be  injected 
per  vaginam  night  and  morning.  A  plug  of  cotton  wool  may  be  in- 
serted gently  just  within  the  vaginal  orifice  to  prevent  any  acrid  dis- 
charges coming  down  and  irritating  the  vulva,  and  removed  morning 
and  evening  before  using  the  syringe. 

The  digestion  must  be  attended  to,  the  bowels  regulated  by  the 
employment  of  some  simple  laxatives,  such  as  the  confection  of  senna, 
liquorice  powder,  tamar  indien,  Hunyadi  Janos  water,  Friedrichshall, 
or  other  saline. 

Bromide  of  potassium  is  of  service  in  allaying  nervous  disturb- 
ance, and  may  be  combined  with  chloral  at  bedtime  if  sleep  be 
disturbed. 

The  smoking  of  tobacco  has  been  found  efficacious  in  some  cases. 

Where  a  gouty  diathesis  exists,  a  mercurial  purge  followed  up  by 
Carlsbad  salts  or  other  saline  aperient;  a  pill  of  colchicum,  podo- 
phyllin,  and  aloes ;  strict  attention  to  diet,  both  as  to  quality  and  quan- 
tity, abstention  from  alcohol,  and  the  administration  of  a  mixture 
containing  taraxacum,  potash  or  soda,  gentian,  &c.,  will  probably 
prove  of  service.    Bromide  of  potassium  is  a] so  indicated. 

A  similar  plan  of  treatment  will  probably  be  necessary  in  cases  at 
the  climacteric ;  the  diet  being  restricted,  such  agents  as  tea,  coffee, 
and  alcohol  being  either  withheld  or  taken  in  strict  moderation. 

An  infusion  of  tobacco,  to  which  a  little  eau-de-cologne  has  been 
added  to  disguise  the  odour,  often  forms  a  useful  application.  An 
ointment  of  chloroform  5j,  and  oil  of  bitter  almonds  §j,  or  vaseline 
Jj,  may  also  be  tried. 

In  prurigo  senilis,  where  the  vulva  is  more  particularly  affected 
than  other  parts  of  the  body,  as  occasionally  happens,  an  ointment 
composed  of  one  part  of  the  oil  of  the  seed  of  stavesacre  to  seven  of 
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lard,  or  a  plasma  formed  of  flowers  of  sulphur  and  water,  will  generally 
prove  beneficial. 

The  treatment  of  any  local  condition  will  depend  upon  its  nature. 
Where  crah-lice  (pediculi  pubis)  are  suspected,  careful  inspection  of 
the  pubes  must  be  resorted  to.  The  lice  will  almost  invariably  be 
found  clinging  closely  to  the  hairs  near  the  skin.  They  are  visible  to 
the  naked  eye  as  little  dark  specks.  It  is  difficult  to  remove  them 
unless  a  hair  be  extracted,  so  tenacious  is  their  grip.  The  nits  are 
white  and  smaller.  The  most  efficacious  method  of  getting  rid  of 
them  is  unquestionably  the  careful  application  of  chloroform  loc  illy, 
Avhich  destroys  them  instantly,  or  a  lotion  of  chloroform  gss,  sp'r. 
vini  rect.  Jij,  liq.  hydrarg.  perchl.  Jiijss,  may  be  applied  frequently 
by  the  patient  herself.  Blue  ointment  (ungt.  hydrarg.)  is  a  favourite 
remedy  with  many,  but  lotions  are  equally  efficacious  and  far  more 
cleanly.  Carbolic  acid  5j,  and  olive  oil  Jj,  also  forms  an  efficient 
remedy.  Ungt.  hydrarg.  ammoniati  (white  precipitate  ointment)  is 
often  used ;  turpentine,  infusion  of  tobacco,  and  dusting  with  calomel, 
have  also  proved  useful. 

If  scabies  be  present,  the  sulphur  or  iodide  of  potassium  ointment 
must  be  well  rubbed  in,  or  an  ointment  oF  carbolic  acid. 

In  cases  of  herpes,  dusting  the  surface  over  with  oxide  of  zinc  and 
starch,  to  which  a  little  camphor  has  been  added,  or  the  application 
of  the  zinc  ointment,  will  often  be  sufficient  to  allay  the  irritation. 

Eczema,  so-called  intertrigo,  affi^cting  the  vulva,  groins,  and  flexures 
of  the  skin  at  the  upper  part  of  the  thighs,  is  often  a  cause  of  intense 
irritation.  It  may  be  due  to  unclean liness,  irritating  lotions,  exten- 
sion of  inflammation  in  gonorrhoea,  (fcc.  It  is  very  apt  to  occur 
in  stout  plethoric  women  of  a  gouty  diathesis,  and  often  proves  very 
intractable. 

Where  the  case  is  one  of  Ions:  standinsf,  it  will  be  better  to  cleanse 
the  whole  of  the  affected  surface  by  means  of  a  little  alkaline  wash  oi' 
thin  gruel,  and  then  paint  the  skin  over  with  a  strong  solution  of 
nitrate  of  silver  (5ij  ad  ^^j)  or  carbolic  acid  (5iv  ad  5iv  glycerine). 
In  simple  cases,  dusting  the  surface  over  with  a  powder  composed  of 
oxide  of  zinc  (Jss),  and  powdered  starch  (Jss);  coating  the  surface 
over  with  collodion ;  the  occasional  application  of  oil,  which  must  be 
washed  off  carefully  at  least  every  twelve  hours ;  keeping  the  parts 
well  separated  by  a  little  cotton-wool  or  lint,  carefully  avoiding  the 
risk  of  any  leucorrhoeal  discharge  getting  to  the  parts,  together  with 
appropriate  constitutional  remedies,  such  as  arsenic,  iron,  &c.,  will 
generally  prove  sufficient. 

In  some  cases  a  combination  of  colchicum  with  alkalies,  bromide 
of  potassium,  (fcc,  will  be  advisable.  Quinine,  as  a  rule,  is  not  well 
tolerated  in  these  cases. 

Where  lichen  appears  to  be  the  cause  of  the  irritation,  bismuth 
and  alkalies  internally,  with  occasional  saline  purgatives  and  the  ap- 
plication of  soothing  lotions,  such  as  borax  (5ij)  and  hydrocyanic  acid 
(5j),  or  atropine  (gr.  j),  or  morphia  (gr.  j-iij)  ad  aquam  (gviij),  or 
nitric  acid  lotion  {5ij  ad  Jviij),  or  carbolic  acid  lotion  ( 5ss  ad  J.viij), 
will  generally,  serve  to  allay  the  irritation. 

If  ascarides  be  detected,  the  vagina  must  be  carefully  washed  out 
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with  borax  or  carbolic  acid  lotion  ( Jss  ad  Oj).  A  solution  of  ordinary 
salt  (§ss  ad  Oj),  or  of  tincture  of  ii'on  (|ss  ad  Oj),  or  infusion  of 
quassia,  must  be  injected  jyer  rectum,  and  the  patient  put  on  a  mixture 
of  iron  and  quinine,  in  combination  with  strychnia  and  quassia  or 
cahimba,  the  bowels  carefully  regulated,  and  the  injection  repeated 
if  considered  necessary. 

H  follicular  vulvitis  be  present,  strict  cleanliness  must  be  ob- 
served, fomentations  or  poultices  being  applied  if  requisite.  Touching 
the  inflamed  points  with  the  solid  nitrate  of  silver  often  acts 
very  beneficially.  The  parts  may  then  be  swathed  and  protected 
from  further  irritation  by  smearing  over  the  surfxce  chloroform  (5j) 
and  almond  oil  {%]),  or  dilute  hydrocyanic  acid  (5j)  with  acetate  of 
lead  (gr.  x)  and  vaseline  or  spermaceti  ointment  (§j).  This  condition 
is  not  infrequently  met  with  during  pregnancy. 

Where  ajMica  exist,  a  solution  of  borax  (5iv)  with  morphia 
(gT.  viij)  in  rose  water  ( Jviij)  will  be  found  very  efficacious,  or  a  com- 
bination of  the  glycerate  of  borax  (Jj)  with  glycerate  of  carbolic  acid 
(5ij-5iv)  in  rose  water  (J viij). 

An  ointment  of  ungt.  hydrarg,  oxidi  rubrum  (5iv)  with  cod-liver 
oil  ( 5iv)  has  also  been  found  very  successful. 

Should  any  ivarts  be  found,  they  must  be  removed  by  sharp 
curved  scissors  and  an  astringent  lotion,  such  aszinci  sulph.  (gr.  x-xx) 
aquae  ( Jj)  applied  for  a  few  days,  the  parts  being  dusted  over  with  calo- 
mel and  kept  very  dry  if  any  tendency  to  their  recurrence  be  noticed. 

If  any  short  hristhj  hairs  on  the  mucous  surface  of  the  labia  be 
detected,  they  must  be  removed  by  depilation,  a  pair  of  forceps,  aided 
by  the  use  of  a  magnifying-glass,  being  employed. 

Where  there  is  no  abnormal  condition  of  the  vulva  other  than 
what  can  be  attributed  to  scratching,  care  should  be  taken  to  examine 
carefully  the  condition  of  the  uterus  and  vagina.  It  will  frequently 
be  found  that  some  unhealthy  secretion  from  the  os  or  cervix,  or  from 
the  vagina  itself,  more  especially  during  the  early  months  of  preg- 
nancy and  at  the  climacteric  j^eriod,  by  passing  over  the  skin  causes 
considerable  irritation,  and  produces  the  most  intolerable  itching, 
smarting,  or  burning. 

Should  the  os  uteri  be  found  to  be  granular,  the  application  of  the 
nitrate  of  silver,  carbolic  acid,  or  other  caustic,  as  before  mentioned, 
must  be  resorted  to. 

If  any  uterine  mischief  exist,  it  must  be  treated  on  ordinary  prin- 
ciples; frequent'  vaginal  ablutions,  sitz  baths,  soothing  lotions,  and 
other  remedies  being  used  as  may  be  indicated.  It  is  in  these  cases 
specially  that  a  plug  of  cotton-wool  inserted  just  within  the  vaginal 
orifice  serves  to  prevent  any  secretion  coming  down  to  irritate  the 
parts,  and  thus  removes  the  exciting  cause  of  the  pruritus.  The 
'  vaginal  rest '  occasionally  proves  an  effectual  remedy  in  those  cases 
where  it  is  more  pruritus  vaginae  than  vulvae. 

Pruritus  vaginae  generally  occurs  in  conjunction  with  pruritus 
vulvae,  but  may  occasionally  be  found  to  exist  as  a  primary  affec- 
tion. 

It  may  be  idiopathic,  or  symptomatic  of  disease  in  the  uterus, 
vagina,  or  ovaries. 
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The  symptoms  resemble  those  mentioned  under  pruritus  vulvae, 
excepting  that  the  irritation  is  confined  to  the  vagina. 

The  idiopathic  affection  occurs  mostly  in  elderly  patients. 

The  disorder  has  been  observed  as  symptomatic  of  flexions  and 
displacements  of  the  uterus,  fibroids,  and  cancer. 

It  is  often  most  marked  during  menstruation. 

Treatment, — The  aflection  is  more  amenable  to  treatment  when 
it  occurs  as  a  simple  neurosis,  and  is  not  symptomatic  of  any  organic 
affection. 

Hip-baths,  injections  of  hot  or  cold  water,  astringent  injections 
of  alum  or  zinc,  or  of  carbolic  acid  or  borax,  regulation  of  the 
bowels,  attention  to  diet  and  exercise,  may  first  be  tried. 

Painting  the  vagina  over  with  a  strong  solution  of  nitrate  of 
silver  (3ss  ad  Jj  aq.),  or  of  carbolic  acid,  will  often  prove  of  much 
service. 

Wearing  the  vaginal  rest  should  never  be  neglected  in  obstinate 
cases. 

Fritritus  Ani. 

This  may  be  merely  an  extension  of  piairitus  vulva?,  or  may  be  a 
distinctly  separate  affection,  consisting  of  a  painful  itching  or  irrita- 
tion of  the  anus,  very  distressing  to  the  patient,  often  very  intract- 
able, generally  worse  at  night,  especially  aggravated  by  the  wai-mth 
of  bed,  as  also  by  exercise,  and  even  coming  into  a  warm  room  after 
being  out  in  the  cold  air. 

The  irritation  is  often  so  bad  at  night  as  to  preclude  sleep,  making 
the  patient  so  inexpressibly  wretched  tliat  she  is  almost  driven  to 
commit  suicide ;  the  sci-atching,  instead  of  allaying,  only  serving  to 
increase  the  irritation.  On  examination  the  skin  is  found  to  be  in  a 
very  irritable  condition,  frequently  moist,  sometimes  eczematous,  at 
others  dry  and  rugose,  red  from  scratching,  or  covei'ed  with  minute 
iscales. 

When  the  disorder  is  severe  and  of  long  standing,  Mr.  Allingham 
has  called  attention  to  the  fact  that  the  skin  is  of  a  dull  dead  white 
colour  from  loss  of  the  natural  pigment,  the  skin  looking  more  like 
very  white  parchment  than  natural  integument,  and  on  pinching  it 
up  is  found  to  have  lost  its  normal  elasticity. 

Causes. — Any  gouty  tendency,  lithic  acid  diathesis,  affections  of 
the  liver,  internal  haemorrhoids,  or  habitual  constipation,  will  naturally 
predispose  to  this  affection. 

Any  local  irritation  in  the  form  of  eczema,  leucorrhoea  from 
uterine  disorders,  ascaiides,  &c.,  may  prove  to  be  the  exciting  cause. 

Immoderate  eating,  deficient  exercise,  excessive  indulgence  in 
alcohol,  tea,  or  coffee,  will  frequently  be  found  to  explain  the  occuri-ence 
of  the  malady.  Certain  errors  in  diet,  such  as  the  indulgence  in  high 
game,  decayed  cheese,  curries,  pickles,  crab  and  lobster,  in  some  cases 
salmon,  are  prone  to  produce  considerable  pruritus. 

Effervescing  drinks,  such  as  champagne,  bottled  ale,  &c.,  will  some- 
times cause  it. 

Treatment. — This  is  far  less  simple  than  might  at  first  sight 
appear.    We  have  seen  that  the  malady  is  often  very  intractable. 
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This  is  partly  o\^'iD^•  to  the  difficulty  experienced  in  convincing 
patients  of  the  necessity  of  giving  up  certain  articles  of  diet,  and  also- 
of  persevering  sufficiently  long  with  any  plan  of  treatment.  The 
constitutional  treatment  will  mainly  consist  in  getting  the  general 
health  into  as  good  a  state  as  possible.  A  strict  dietary  must  be 
enforced ;  stout,  plethoric  people  must  be  warned  to  avoid  excessive 
eating,  to  abstain  from  all  rich  and  highly  seasoned  dishes,  especially 
from  anything  that  has  been  proved  by  experience  to  aggravate 
the  disorder,  to  eat  but  little  meat,  taking  in  place  of  it  fish  or 
poultry. 

Vegetables  and  ripe  fruits,  where  they  agree  and  there  is  no 
particular  gouty  tendency,  may  be  recommended.  As  a  rule,  beer, 
wine,  spirits,  coffee,  and  tea  should  be  given  up,  for  a  time  at  least, 
or  only  a  little  weak  tea  with  plenty  of  milk  allowed  at  breakfast, 
some  form  of  cocoa  or  cocoatina  being  preferable.  Where  the 
patient  happens  to  be  anaemic,  a  little  sound  claret  or  Burgundy, 
with  Apollinaris,  Seltzer,  Yichy,  or  soda  water,  maybe  taken  at  lunch 
and  dinner.  Regular  daily  exercise  short  of  fatigue  should  be 
enjoined;  a  good  brisk  walk  of  half  an  hour  being  better  than  a  long 
stroll,  the  action  of  the  skin  being  thereby  encouraged.  This  latter  must 
also  be  favoured  by  occasional  warm  or  Turkish  baths,  daily  sitz  baths 
or  ablutions,  friction  with  a  rough  towel,  appropriate  clothing, 
flannel  next  the  skin,  &c. 

Any  tendency  to  constipation  must  be  obviated  by  means  of 
Carlsbad  salts,  a  combination  of  the  acid  tartrate  of  potash  with  confec- 
tion of  senna,  Hunyadi  Janos  or  Friedrichshall  water,  or  a  mixture 
of  sulphate  and  carbonate  of  magnesia.  A  very  useful  formula  is 
mag.  sulph.  ^ss,  mag.  carb.  pond.  5j,  vini  colchici  5j,  syrup.  sennjB 
Jiss,  inf.  chiratse  ad  Jviij.  One  tablespoonful  to  be  taken  twice  or 
thrice  daily,  depending  upon  the  efiect  produced,  in  a  wineglassful  of 
water.  In  some  cases  pil.  rhei  c.  hydr.  gr.  v-x,  alternate  nights,  with 
some  aperient  water  in  the  early  morning,  for  a  few  times,  will  prove 
of  great  service.  A  tonic  and  aperient  mixture  such  as  the  following  : 
mag.  sulph,  §ss,  ferri  sulph.  gr.  xx,  tinct.  nucis  vom.  5ij,  acid,  sulph. 
dil.  5j,  tinct.  chlor.  co.  51],  inf.  quassise  ad  Jvj — a  tablespoonful  in  a 
wineglassful  of  water,  twice  or  thrice  daily,  is  extremely  useful  in 
elderly  or  debilitated  patients. 

The  mere  fact  of  having  the  bowels  relieved  before  going  to  bed 
instead  of  after  breakfast,  as  usual,  will  in  some  cases  lessen  con- 
siderably the  tendency  to  irritation. 

Where  the  digesticn  is  at  all  impaired,  the  teeth  should  be  care- 
fully looked  to,  defective  mastication  being  a  fruitful  source  of  digestive 
troubles.  An  acid  mixture  after  meals,  such  as  acid,  nitric,  hydrochl. 
dil.  giij,  tinct.  nucis  vomicje  gij,  tinct.  cinchonse  Jss,  tinct.  chlor.  co. 
5ij,  syr.  aurantii  §j,  aq.  ad  J  v. — M. — a  tablespoonful  in  a  wine- 
glassful  of  water  twice  daily,  will  often  be  indicated. 

In  delicate,  excitable  patients  of  spare  habit  of  body,  arsenic 
and  quinine  are  of  great  value,  or  a  combination  of  the  citrate  of 
iron,  qninine,  and  strychnia.  Cod-liver  oil  is  also  of  service.  Where 
the  sleep  has  been  much  disturbed  from  the  nocturnal  irritation,  or 
where  the  patient  has  been  overworked,  or  had  much  mental  worry,  a 
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combination  of  pot.  bromid.  gr.  xv  with  chloral,  hyclrat.  gr.  xv  at  bed- 
time, or  succus  conii  5  j-ij  twice  or  thrice  daily,  will  often  be  advisable. 
Opium  internally  should  be  avoided  as  a  rule ;  it  tends  to  constipate 
the  bowels,  and  often  aggravates  the  malady. 

Local  Treatment. — Although  much  may  be  done  for  these  dis- 
tressing cases  by  local  applications,  it  should  never  be  forgotten  that 
constitutional  treatment  is  almost  invariably  necessary,  failure  to 
relieve  the  patient  or  cure  the  malady  often  depending  upon  trusting 
too  implicitly  to  local  remedies. 

Perfect  cleanliness  is  essential ;  sponging  with  tepid  water  after 
the  act  of  defsecation,  washing  the  anus  and  surrounding  parts  every 
night  with  warm  water  and  yellow  or  Castile  soap ;  the  insertion 
of  a  suppository  of  ext.  bellad.  gr.  ^-1  at  bedtime ;  the  application 
of  the  glyc.  ac.  carbol.  or  either  of  the  following  :  tl:e  glyc.  ac.  tannici, 
or  the  glycer.  boracis;  acid.  carb.  ol.  olivse  §iss;  the  oleate  of 
mercury,  20  per  cent. ;  ungt.  hyd. ;  an  ointment  of  hydr.  subchlor. 
3j,  camphor  5ss,  spir.  vini  rect.  q.s.,  vaseline  5viss;  equal  parts 
of  oleate  of  mercury  and  extract  of  belladonna ;  or  oeg  of  glyc.  ac. 
carb.  5j,  chloroform  5j,  ungt.  hydr.  fort.  5j,  adipis  benz.  5v;  chlo- 
roform pomade — chloroform  5ij,  glycer.  boracis  §ss,  ungt.  sambuci 
§iss;  a  lotion  of  acidi  hydrocyan.  (Scheele's)  5ss,  sol.  morphise  §j  and 
infusion  of  tobacco  §ss  ad  J  vij  ;  or  one  of  glyc.  boracis  morphise 
hydrochl.  gr.  xvj,  acidi  hydrocyanici  dil.  Jss,  glycer.  pur.  aq.  rosse 
ad  Jviij,  to  dab  the  parts  frequently. 

In  very  obstinate,  intractable  cases,  the  application  of  a  strong 
solution  of  nitrate  of  silver,  3j-5ij  to  the  ounce  of  water,  or  of  car- 
bolic acid  liquefied  by  heat  and  sufficient  glycerine  added  to  keep 
it  from  again  solidifying,  will  often  be  requisite.  This  must  be  done 
carefully  by  the  medical  attendant  himself,  any  undue  irritation  being 
allayed  by  the  use  of  olive  oil. 

Some  patients  experience  great  benefit  by  keeping  a  small  piece  of 
oakum  or  marine  lint  constantly  applied  to  the  anus.  Mr.  Alliug- 
ham  speaks  favourably  of  the  introduction  into  the  anus  at  bed- 
time of  a  bone  plug,  shaped  like  the  nipple  of  an  infant's  feeding- 
bottle,  with  a  circular  shield  to  prevent  it  slipping  into  the  bowel ; 
the  nipple  should  be  about  an  inch  and  a  half  in  length,  and  as 
thick  as  the  end  of  the  forefinger.  This  is  most  efficient  in  pre- 
venting the  nocturnal  itching ;  it  should  only  be  worn  every  other 
night. 

Where  internal  haemorrhoids  are  present,  they  should  be  removed. 
If  uterine  disorder  be  suspected,  or  there  be  any  leucorrhoeal  discharge 
likely  to  cause  or  keep  up  irritation,  this  must  be  remedied. 

If  any  parasitic  vegetable  growth  be  detected,  a  lotion  of  sul- 
phurous acid  to  gvj  of  water  will  cure  it.  If  ascarides  be  found, 
the  injection  of  a  solution  of  salt,  tincture  of  iron,  or  infusion  of  quas- 
sia, will  soon  remove  them. 

Whatever  treatment  be  pursued,  it  must  be  persevered  with 
patiently ;  few  cases  are  really  incurable  if  only  sufficient  pains  be 
taken  to  try  and  ascertain  the  exciting  cause,  and  constitutional  as 
well  as  local  remedies  be  resorted  to. 

Uterine  Dyskinesia. — Dr.  Graily  Hewitt  asserts  that  impairmen  t 
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of  the  power  of  locomotion  is  a  symptom  and  effect  of  uterine 
disease  so  common  and  so  important  that  it  deserves  to  be  considered 
separately  and  distinctly.  It  was  formerly  spoken  of  as  uterine 
lameness. 

By  uterine  dyskinesia  is  meant  an  inability  to  walk  or  move  or 
perform  certain  of  the  ordinary  motions  of  the  body  without  pro- 
ducing pain  referable  to  the  uterus,  this  pain  being  situated  either  in 
the  sacral  region  or  in  the  groin,  and  sometimes  extending  to  the 
umbilicus. 

This  inability  to  perform  certain  motions  without  feeling  pa'n 
referable  to  the  uterus  is  not  a  paralysis  in  any  sense  of  the  wor-d,  at 
least  in  ordinary  cases,  though  paralysis  may  occur  to  a  more  or  less 
complete  extent.  Generally,  however,  the  patient  is  perfectly  able  to 
move  or  walk,  but  the  exertion  always  gives  rise  to  pain. 

Uterine  dyskinesia  is  observed  in  almost  all  cases  of  flexion  or 
distortion  of  the  uterus.  In  acute  flexions  the  tenderness  is  often 
extreme,  and  it  is  precisely  these  cases  in  which  the  lameness  is  a 
most  prominent  and  noticeable  symptom. 

The  existing  flexion  is  always  accompanied  by  more  or  less  con- 
gestion, distention  of  the  uterine  tissues,  and  compression  of  certain 
other  portions.  It  is  the  increased  compression  of  uterine  tissue  at 
the  seat  of  the  flexion  which  is  the  principal  cause  of  the  actual  pain. 
Experience  shows  that  the  pain  on  motion  does  not  occur  or  is  very 
perceptibly  diminished  when  this  compression  is  removed. 

Coccygodynia  and  coccyodynia  (oour?;,  pain)  are  the  terms  applied 
to  designate  pain  in  the  situation  of  the  coccyx. 

In  some  instances,  more  especiallj^  in  single  women,  where  there 
is  no  history  of  accident  or  injury  of  any  kind,  the  disease  seems  to 
be  a  neurosis  or  form  of  neui-algia  analogous  to  pruritus  vulvae, 
depending  upon  irritation  or  morbid  condition  in  the  sexual  organs, 
anus,  or  rectum. 

In  other  instances,  especially  in  those  who  have  borne  children, 
the  disease  is  often  due  to  injury  or  disease  of  the  coccyx,  or  of  its 
articulation,  during  the  act  of  parturition. 

When  we  consider  that  the  coccyx  serves  as  a  point  of  attachment 
for  the  greater  and  lesser  sacro-sciatic  ligaments,  the  ischio-coccygei 
muscles,  the  sphincter  and  levator  ani,  as  well  as  some  few  fibres  of 
the  glutei  muscles,  it  will  be  readily  understood  that  any  movements 
of  the  body  which  throw  any  of  these  structures  into  activity  will  be 
liable  to  increase  the  pain,  or  rather  to  produce  it ;  for,  as  a  rule,  no 
pain  is  experienced  so  long  as  the  coccyx  is  uninfluenced  by  con- 
traction of  the  muscles  attached  to  it,  whereas  pain  is  instantly 
produced  when  these  contract. 

Luschka  has  described  a  glandular  coccgyea,  situated  between  the 
levator  ani  and  the  posterior  end  of  tlie  external  sphincter,  just  at 
the  extremity  of  the  coccyx.  It  is  rich  in  nerves,  which  form  a  net- 
work perforating  its  stroma,  and  is  connected  with  filaments  from 
the  ganglion  impar  of  the  sympathetic  nerve.  It  is  jDOSsible  that  this 
may  in  some  cases  be  the  seat  of  coccygodynia. 

Causes. — Neurotic  tendency ;  uterine,  ovarian,  and  rectal  disease; 
rheumatic  condition  of  the  ligaments  or  fibrous  tissue  ;  injuries  result- 
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ing  from  parturition,  as  from  fracture  of  an  anchylosed  coccyx,  or 
from  undue  straining  or  rupture  of  the  ligaments  producing  subse- 
quent inflammation  in  the  sacro-coccygeal  joint ;  blows  or  falls  upon 
the  coccyx  producing  fracture  or  dislocation,  or  even  inflammation  in 
the  joint. 

Exercise  on  horseback ;  prolonged  sedentary  occupations. 

Sy7n2)toms. — The  most  constant  and  characteristic  symptoms  are 
pain  on  defsecation,  on  sitting  down,  or  on  attempting  to  rise  from 
the  sitting  posture.  In  some  instances  there  is  pain  on  walking  or 
prolonged  sitting.  The  pain  is  not  always  acute,  nor  at  all  times 
equally  severe ;  it  is  aggravated  by  pressure,  and,  as  a  rule,  is  not 
present  when  the  patient  is  lying  down  quietly.  Some  patients 
dread  sitting  down ;  they  rest  upon  one  hip  only,  or  support  them- 
selves partially  by  placing  one  hand  on  the  chair,  leaning  over  to  the 
opposite  side.  Before  attempting  to  rise,  especially  from  a  low  seat, 
which  they  generally  instinctively  avoid,  the  hands  are  placed  upon 
the  edge  of  the  chair  and  the  body  thrown  forw^ards,  so  as  to  avoid,  as 
fiir  as  possible,  putting  any  strain  upon  the  parts  affected. 

Any  sudden  or  violent  movements  produce  such  agony  as  to  make 
the  patient  cry  out. 

Diagnosis. — With  one  finger  inserted  in  the  rectum,  the  other 
hand  being  pressed  externally,  intense  pain  is  produced  on  pressure 
over  the  sacro-coccygeal  joint,  or  on  moving  the  coccyx.  In  some 
instances,  however,  there  is  no  evidence  of  any  lesion  of  the  coccyx, 
but  the  presence  of  painful  haemorrhoids  or  fissure  of  the  anus  is 
detected. 

Retroflexion  of  the  uterus  with  acute  metritis  may  occasionally 
be  found  to  account  for  the  intense  pain. 

Prognosis. — Instances  are  met  with  where  after  long  and  intense 
sufiering  the  disease  seems  to  wear  itself  out,  the  patient  getting  well 
spontaneously  without  treatment.  Although  the  disease  may  last 
for  years  and  cause  considerable  annoyance  and  distress,  it  is  singular 
that  the  general  health  becomes  so  little  impaired. 

Treatment. — Where  the  aflection  seems  to  be  more  of  a  neurotic 
form,  tonics,  such  as  iron,  strychnia,  quinine,  or  arsenic  •  careful 
regulation  of  the  bow^els  ;  counter-irritation  ;  morphia  suppositories, 
or  the  hypodermic  injection  of  morphia  over  the  seat  of  pain,  or  the 
application  of  chloroform  and  belladonna  liniments,  may  first  be  tried. 
Any  uterine,  ovarian,  or  i-ectal  disorder  should  be  treated  by  a])pro- 
priate  remedies. 

If  local  inflammatory  symptoms  be  present,  a  few  leeches  may  be 
applied  to  the  part,  followed  up  by  counter-irritation. 

Should  these  measures  fail  in  affording  relief,  a  radical  cure  of  the 
aflection  must  be  had  recourse  to.  This  may  generally  be  accom- 
plished either  by  severing  the  attachments  of  all  the  coccygeal 
muscles  or  by  extirpation  of  the  coccyx  itself. 

In  the  former  case  a  tenotomy  knife  is  passed  at  the  point  of  the 
coccyx,  and  carried  up  subcutaneously  as  far  as  the  sacro-coccygeal 
joint.  The  coccyx  is  then  entirely  freed  from  all  muscular  attach- 
ments by  an  incision  first  on  one  side,  then  on  the  other,  and  lastly 
all  round  the  tip  of  it. 
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There  is  seldom  any  hsemorrhage  following  this  operation. 

Should  this  method  fail,  or  there  is  evidence  of  necrosis,  the 
coccyx  should  be  extirpated,  by  making  an  incision  over  it,  severing 
its  attachments,  and  disarticulating  it  with  the  scalpel,  or  removing  it 
by  a  pair  of  bone  forceps. 

By  one  or  other  of  these  methods  a  complete  cure  can  generally 
be  eflected.  The  after  treatment  is  such  as  would  be  pursued  in  any 
operation  of  a  similar  nature. 
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ABDOMEN,  diagnosis  of  pregnancy  by 
examination  of,  284,  285 
enlargements  of,  2G7-296 
examination  of,  19,  274 
fatty  condition  of,  27G 
flatulent  distension  of,  277 
motions  in,  felt  by  patient, 
354 

phantom  tumour  of,  277 
real  and  assumed  enlarge- 
ment, 277 
shape  of,  as  diagnostic  of 

tumours,  279 
tumours  of,  2G7-29G 
Abdominal  examination,   19,  274  ;  by 
means  of  inspection,  19 
palpation,  19 
percussion,  21 
auscultation,  21 
gestation,  350 

support  after  ovariotomy,  31 5 
tumours,  267-29G 
Ablation,  of  uterus,  213 
Abortion,  cause  of  sxd)inyolution,  160 

diagnosis  from  excessive  men- 
struation, 474 
mode  of  evacuating  uterus  after, 
474 

Abrasion  of  cervix,  1G6 
Abscess,  pelvic,  a  sequel  of  cellulitis,  822 
peritonitis,  332 
htematocele,  340 
of  vulvo-vaginal  glands,  376 
Absence  and  rudimentary  state  of  the 
ovaries,  241 
of  sexual  feeling,  478 
of  uterus,  31 

of  vagina,  396  ' 

treatment,  397 
Acetic  acid  in  cancer,  232 
Acne  of  vulva,  367 

Adhesions,    diagnosis    of,    in  ovarian 
tumours,  293 
management  of,  in  ovariotomy, 
310 

of  uterus  in  cases  of  retroflex- 
ion, 95 

Age  at  Avhich  menstruation  commences, 

111,  and  ends.  111 
Air  ball  pessary,  60 
Amenorrhoea,  431 


AXE 

Amenorrhoea  causes,  431-3 

differentiation,  433 
treatment,  428 
varieties,  435 
primitive,  431 
secondary,  432 
from  retention,  391 
Amputation  of  cervix  uteri,  for  hyper- 
plasia, 178 
for  cancer,  226 
of  uterus  for  inversion,  107 
Anfemia,  diagnosis  from  chlorosis,  443 
Anaesthesia,  in  physical  diagnosis,  30 
in  phantom  tumours,  495 
Angioma  urethra,  383 
Anteflexion  of  uterus,  70 
diagnosis,  73 
treatment,  74 
Anteversion  of  uterus,  65 
diagnosis,  66 
treatment,  67 
Antiseptics,  effect  of,  on  results  of  ovario- 
tomy, 307 
Aperients,  144,  326 
Apoplexy,  ovarian,  242 
Areolixj,  changes  in,  due  to  pregnancy, 
284,  285 

Areolar  hyjjerplasia  of  uterus,  154 
Ascent  of  uterus,  44 
Ascites,  277 

differentiated  from  ovarian  dropsy, 
278  ^ 
complicating  ovarian  tumours,280 
Aspirator  as  a  means  of  diagnosis,  28 
in  ovarian  tumours,  276 
use  of,  in  pelvic  abscess,  327 
Astringents,  61 

Atmospheric  pressure,  effects  of,  86 
Atresia  of  the  genital  tract,  32 
of  uterus,  32 
of  vagina,  396 
treatment,  397 
of  external  os,  33, 34 
of  internal  os,  36 
Atrophy,  of  the  ovaries,  242 
Auscultation  of  abdomen,  21,  275 
Avulsion  of  fibroid  tumours,  210 
Axes  of  uterus  in  cases  of  anteflexion,  70 
antevei-sion,  65 
prolapsus,  45 
retroflexion,  91 
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BACK,  pain  in,  122,  221 
Ballottement  in  pregnancy,  285 
Bartholini's  glands,  abscess  of,  376 
Baths  in  amenorrlioea,  438 
dysmenorrhoea,  452 
endometritis,  145 
hypera^mia,  117 
leucorrhoea,  467 
vaginitis,  405 
Battey's  opei'ation,  250 
Bicorn  uterus,  31 

Bilateral  laceration  of  cervix  uteri,  181 
Bimanual  examination  of  abdomen,  9 
Bivalve  sjjeculum,  15 
Bladder,  distension  of,  i)hysical  diagnosis, 
290 

function  interfered  with  from 

flexions,  73,  514 
inflammation  of,  523 
irritability  of,  512 
overdistension  of,  513 
])rola])se  of,  399 
reflex  irritation  of,  73,  514 
Blood  letting  in  uterine  inflammation,  125 
in  vascular  disorders  of  uterus,  116 
eff'usion  in  pelvis,  337 
Breasts,  examination  of,  in  suspected  preg- 
nancy,  284 
reflex  irritation  of,  460 
Broad  ligaments,  diseases  of,  316 
cysts  of  the,  281 
Bromine  in  cancer  of  uterus,  232 


CACHEXIA,  cancerous,  221 
Cancer,  of  cervix  uteri,  217 
varieties,  218 
treatment,  226 
of  bod}^  of  uterus,  236 
of  ovaries,  261 
of  vagina,  402 
of  vulva,  373 
Cancerous  ulceration  of  uterus,  220 
Cancroid,  220 

Canula  for  intra-uterine  medication,  148 
Carbolic  acid,  application  of,  to  cervix 
uteri,  135,  148,  150,  173 

in  vascular  tumours,  386 

in  vaginitis,  406 

use  of,  as  an  antiseptic,  307 

spray  in  ovariotomy,  307 
Caruncle,  vascular,  of  urethra,  383 
Catamenia,  109 
Catarrh  of  uterus,  130 
Catheter,  mode  of  passing,  516 
Cauliflower  excrescence  of  uterus,  220 
Caustics,  135 

mode  of  applying,  to  cervical 
canal,  134 

in  cancer,  231 

in  vaginitis,  406 

intra-uterine  application  of,  147 
Cautery,  in  uterine  disease,  228 

in  ovariotomy,  312 
Cellular  polypus,  189 
Cellulitis,  pelvic,  317 

symptoms,  318 


CON 

Cellulitis,  diflerentiation,  320 

treatment,  323 
Cervical  endometritis,  130 
Cervix  uteri,  amputation  of,  for  hypertro- 
phv,  178  ;  for  cancer,  226 
cancer  of,  217 ;  diagnosis,  222  ; 

treatment,  226 
conoidal,  34 

cystic  degeneration  of,  175 
dilatation  of,  23 
ectropion  of,  182 
elongation  of,  177 
erosion  of,  166 
flexions  of,  70 

follicular  clegeneration  of,  175 
granidar  inflammation  of,  1H6 
hypei-trophv  and  livperplasia  of, 
154 

incision  of,  35,  37 

inflammation  of,  acute,  121 

chronic,  130 

laceration  of,  180 

local  depletion  of,  117 

puncturing,  117 

scarification  of,  118 

section  of,  in  flexion,  82 

syphilitic  ulceration  of,  176 

ulceration  of,  in  prolapsus,  50 
Chambers'  intra-uterine  stem  pessar}-,  79 
Chian  turpentine  in  cancer,  236 
Child-bearing,  injury  to  cervix  from,  180 
Chloro-anremia,  440 
Chloroform,  307 
Chlorosis,  440 

treatment,  443 
Choleslerine  in  ovarian  fluids,  280 
Chromic  acid,  application  of,  to  cervix, 
136 

Chronic  cervical  endometritis,  130 
corporeal  endometritis,  138 
parenchymatous  metritis,  154 

Cicatrices,  of  vagina,  407 

Clamp,  use  of,  in  ovariotoni}^,  310 

Cleanliness  in  gynecology,  1 

Climacteric,  menstrual  irregularities  of, 
491 

disturbances,  490 
Clitoris,  hypertrophy  of,  389 
Closure  of  vagina,  64 
Coccygodynia,  536 
Colloid,  styptic,  174 

tumours  of  ovary,  262 
Colour  of  viterine  and  ovarian  cysts,  289 
Colpitis,  402 

Colporrhaphy  in  prolapsus  uteri,  63 
Colpo-perineorrhaphy,  64 
Complications  in  ovariotomy,  310 
Conception,  period  of  possible,  111 
Condylomata  of  vulva,  370 
Congenital  malformations  of  generative 

organs,  31 
Congestion  of  uterus,  114 
of  ovaries,  460 
Congestive  hypertrophy  of  uterus,  115 
Conjoined  manipulation,  9 
Conoidal  cervix,  34 
Consanguinity,  cause  of  sterility,  477 
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CON 

Constipation,  habitual,  cause  of  uterine 
disorders,  144 
treatment  of,  144 
Constitutional  treatment  of  diseases  of 
women,  importance  of, 
143 

Contents  of  ovarian  cysts,  25G 
(Contraction  of  os  uteri,  caused  by  canstics, 
32 

Contra-indications  for  ovariotomy,  302 
Convulsions,  significance  of  hysterical,  49  '! 

treatment  of,  500 
Copnemia,  94 

Corporeal  endometritis,  138 

Corroding-  ulcer  of  uterus,  220 

Cradle  pessary  in  anteflexion,  67,  77 

Cupping  in  amenorrhoca,  439 

Curette,  17G,  230 

Cusco's  speculum,  IG 

Cystic  degeneration  of  cervix  uteri,  175 

of  chorion,  28G 

poh'pus,  188 
Cystitis,  523 

treatment,  524 
Cysto  carcinoma  of  ovary,  261 

fibroma  of  ovary,  259 

fibromata  of  uterus,  215 

sarcoma  of  ovary,  261 
Cystocele,  399 

treatment,  400 
Cystomata,  ovarian,  2G7 
Cysts,  dermoid,  of  ovary,  257 

of  broad  ligaments,  2G4,  266 

of  Fallopian  tubes,  263 

hydatid,  282 

of  labia,  374 

ovarian,  253 

parovarian,  264,  265 

tubo-ovarian,  2G4 

of  vagina,  401 

of  vulvo-vaginal  gland,  374 


DECIDUA,  menstrual,  109 
in  membranous  dysmenor- 
rhea, 45G 

Defects,  congenital,  of  external  generative 

organs,  390 
Denidation,  110 
Depletion,  local,  of  cervix,  117 
Dermoid  cysts  of  ovary,  257 
Descent  of  uterus,  45 
Development,  uterine,  anomalies  of,  31 
Diagnosis,  means  of  physical,  b 

by  means  of  anaisthesia,  30 

aspirator,  28 

auscultation,  21 

digital  examination,  7 

exploration,  23 

inspection,  19 

manipulation,  conjoined,  9 

palpation,  19 

percussion,  20 

speculum,  14 

touch,  rectal,  21 

vaginal,  7 

microscope  as  a  means  of,  30 


DYS 

Diagnosis,  of  abdominal  tumours,  273 

Dieulaftn^'s  aspirator,  29 

Dilatation  of  cervix  uteri,  23 
of  OS  externum,  35 
of  OS  internum,  37 
of  cervix  b}^  incision,  35.  39 
by  graduated  bougies,  37 
bv  Barnes's  hydrostatic  bags, 
'27 

by  LaAvson  Tait's  method,  28 
by  Priestley's  dilator,  38 
by  laminaria  tents,  23 
by  sponge  tents,  23 
by  tupelo  tents,  24 
Discharges,  leucorrhoeal,  463 
cervical,  130 
uterine,  139 
ha^morrhngic,  469 
■watery,  221 
purulent,  402 
gonorrhoeal,  402 
Diseases  of  Avomen, predisposing  causes  of, 
44 

of  Fallopian  tubes,  347 
Disinfectants,  235 
Displacements,  of  uterus,  42,  65,  83 

causation  of,  in  general,  44 
importance  of,  as  a  cause 

of  uterine  disorder,  48 
uterine,   from  increased 

weight,  44,  46 
traction,  44,  45 
pressure,  44,  46 
weakening  of  supports,  44 
varieties  of,  45,  65,  83 
of  vagina,  399 
of  ovaries,  243 
Distension  of  Fallopian  tubes,  347 
Divided  uterus,  31 
Double  uterus,  31 
Douche,  uterine,  126,  151 

vaginal,  168 
Douglas's  pouch,  43 
Drainage  after  ovariotomy,  312 
Dressing  after  ovariotomy,  314 
Dropsy,  tubal,  348 

of  ovar}',  253 
of  peritoneum,  329 
of  uterus,  see  hydrometra,  33 
Duration  of  labour  in  relation  to  vesico- 
vaginal fistula,  422 
Dyschezia,  difficult  or  painful  defecation, 
97 

Dyskinesia,  535 

Dysmeuorrhoea,  447 

varieties  of,  447 
congestive  or  inflamma 

tory,  451 
membranous,  456 
neuralgic,  448 
obstructive,  453 
ovarian,  460 
spasmodic,  460 

Dysootocia  (ovarian  dysmeuorrhoea),  460 

Dyspareunia,  508 

Dysuria,  significance  of,  512 
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ECR 

ECRASEUR,  mode  of  adjusting,  194, 
209,  226 

galvanic,  use  of,  in  hyper- 
plasia, 165,  179 
in  fibroid  tumours,  209 
in  cancer,  226 
Hicks's  wire  rope,  179 
Ectopic  or  extra-uterine  gestation,  349 
Ectropion  of  cervix,  181 
diagnosis,  183 
treatment.  184 
Eczema  of  vulva,  367 
Elastic  ring  pessary,  57 
Electricity  in  amenorrhoea,  439 

in  ectopic  gestation,  361 
Elephantiasis  of  vulva,  371 
Elongation  of  cervix,  177 
Elytrorrhaphy,  63 
Bnimenagogues,  439 

Emmet's    operation    for    laceration  of 

cervix,  185 
Enchondromatous  tumours  of  ovar}-,  263 
Endometritis,  acute,  121 

chronic  corporeal,  138 
chronic  cervical,  130 
Endometrium,  applications  to,  133 
Enemata,  stimulating,  in  amenorrhoea,  439 

in  habitual  constipation,  145 
Enterocele,  vaginal,  400 
Enucleation  of  fibroid  tumours,  210 

of  ovarian  cj'sts,  309 
Epilepsy  due  to  uterine  disorders,  483,  490 
Episiorrhaphy,  64 
Epithelioma  of  cervix  uteri,  217 
of  vagina,  403 
of  vulva,  373 
Ergot  and  ergotine,  hypodermic  injection 
of,  in  fibroid  tumours,  205 
use  in  hyperjEmia,  116 
in  menorrhagia,  475 
in  prolapse,  51 
Eruptive  diseases  of  vulva,  367 
Evacuation  of  retained  menstrual  blood, 
394 

Examination,  conditions  indicating  neces- 
sity for,  5 
mode  of  making,  6 
conjoined,  9 
with  uterine  sound,  10 
Excoriations  of  os  uteri,  166 
Exploration  of  bladder,  digital,  22 
Exnloring  needle  as  a'means  of  diagnosis, 
28 

External  organs  of  generation,  diseases  of, 
367 

tumours  of,  380 

examination  of,  13 
Extirpation  of  uterus,  213,  238 
Extra-uterine  gestation,  349 

diagnosis  of,  from  hsematocele,  341, 

358 

from  dermoid  cysts,  358 
svmptoms  of,  353 
treatment  of,  360,  366 

FACIES  ovariana,  269 
Faecal  accumulation,  293 


GEN 

Fiecal  fistulae,  422,  429 

Fallopian  tubes,  inflammation  of,  347 

obstruction  or  obliteration  of, 
347 

dilatation  of,  347 
dropsy  of,  348 
Fergusson's  speculum,  14 
Fibre  cell  of  fibro-cystic  tumours,  216 
Fibro-cystic  tumours  of  iiterus,  215 
Fibroid  tumours  of  uterus,  197 

avulsion,  210 

e'craseur  in,  208 

enucleation,  210 

excision,  210 

extirpation  of  uterus  for,  213 
medical  treatment  of,  203-208 
oophorectomy  in,  212 
removal  of,  208 
sloughing,  production  of,  212 
surgical  treatment  of,  208 
symptoms  of,  199 
varieties,  198 
Fibroids,  fibroma,  fibro-mvoma  of  uterus, 
197 

differentiation,  200 
varieties  of,  198 

differentiation  of,  from  partial 

inversion,  200 
dilatation  of  cervix  uteri  in,  208 
Fibroma  of  ovary,  259 
Fibrous  polypus,  190 

tumours  of  vagina,  401 
Fissure  of  vaginal  outlet,  381 
Fistulas  of  the  female  genital  organs,  422 
operation  for,  424 
Simon's,  427 
symptoms,  423 
treatment,  423 
Flexions  of  uterus,  70,  91 
varieties  of,  70 
treatment  of,  74,  96 
Fluid,  character  of  ovarian,  256,  280 
Fluxion,  113 

Follicles,  Nabothian,  cystic  degeneration 
of,  175 
inflammation  of,  130 
Follicular  degeneration  of  cervix  uteri, 
175 

Follicular  vulvitis,  375 
Forceps,  torsion,  305 

Nekton's,  309 
Form  for  recording  cases,  3 
Freshening  surfaces,  mode  of,  415,  419 
Freund's  operation  for  extirpation  of 

cancerous  uterus,  228,  238 
Functional  disorders,  431 
Fungoid  endometritis,  152 

treatment  of,  152 
Fungosities  of  uterine  canal,  152 
treatment,  152 


GALVANIC  pessary,  78,  79 
Galvano-cautery,  Paquelin's,  387 
Gastrotomy,  removal  of  fibroid  tumours 

by,  213 
Genu-pectoral  position,  86 
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GES 

Gestation,  abdominal,  349 

ectopic,  or  extra-uterine,  350 
interstitial,  350 
ovarian,  350 
tubal,  350 

Glands,  vulvo-vaginal,  cystic  dilatation 
of,  374 

abscess  of,  375 

Nabothian,  130 
Glandular  polypus  of  uterus,  188 
Glass  plug,  507 

Glycerine,  application  of,  in  hvperajmia, 
120 

in  hyperplasia,  1G2 
in  lotions,  171 
Gonorrhoea,  402 

complications,  405 
differentiation,  404 
symptoms,  403 
treatment,  405 
latent,  330,  486 
Gonorrhoeal  endometritis,  139 
peritonitis,  330 
vaginitis,  402 
Granular  ovarian  cell,  257 
vaginitis,  403 

degeneration  of  cervix  uteri,  1G6 
Greenhalgh's  metrotome,  39,  40 

elastic  intra-uterine  stem,  77 
Growths,    intra-uterine,    diagnosed  by 

means  of  uterine  sound,  13 
Guaiacum  in  dysmenorrhoea,  449 
Gynecology,  1 


HABITUAL   constipation  a  cause  of 
disease,  144 

treatment  of,  144 
Haematemesis,  445 
Hoematocele,  pelvic,  337 
causes,  338 
differentiation,  340 
symptoms,  338 
treatment,  343 
intra-peritoneal,  337 
pudendal,  379 
sub-peritoneal,  338 
Hsematonia  of  labia,  379 
Hiiematometra,  289,  392 
Haematosalpinx,  349 
Hsemophylia,  470 
Haemoptysis,  445 
Haemorrhage,  uterine,  469 

agents  to  control,  475 
classification  of,  469,  472 
climacteric,  491 
division  of  cervix  to  arrest, 
206 

due  to  fibroids,  199 
hot  water  to  arrest,  472 
into  ovarian  cyst,  272 
pudendal,  378 

Haemostatics,  471 

Hair  in  dermoid  cysts,  258 

Headache,  uterine,  141 

Hernia  of  ovary,  244 
pudendal,  380 


INT 

Hernia  of  vagina,  400 

Iligginson's  syringe,  170 

Hildebrandt's  method  of  injecting  ergotine 

in  uterine  fibroids,  205 
Hodge's  pessary,  53,  89,  97 

mode  of  introducing,  54 
Hot  water,  effects  of,  128 

to  arrest  hajmorrhage,  472 
vaginal  injections,  125 
Hydatid  tumours,  diagnosis    of,  from 

ovarian  cysts,  282 
Hydrocele,  874 
Hydrometra,  33,  289 

Hydronephrosis,  diagnosis  of,  from  ovarian 

tumours,  282 
Hydrops  amnii,  diagnosis  of,  from  ovarian 

tumours,  285 
Hydrosalpinx,  348 

Hygiene  and  general  management,  im- 
portance of,  in  uterine  dis- 
orders, 143 
Hymen,  atresia  of,  390 
imperforate,  391 
a  cause  of  ha^matometra,  392 
treatment  of,  394 
a  cause  of  obstructive  dysmenor- 
rhoea, 453 
of  sterility,  480 
Hyperacmia  of  uterus,  113 
Hypentsthesia  of  vulva,  381 
Hyperplasia,  areolar,  of  uterus,  154 
Hypertrophic  elongation  of  cervix,  46, 177 
Hypertrophy  of  clitoris,  389 
Hypertrophy  and  hyperplasia  of  uterus, 
154  ■' 
of  nymphai,  370 
Hypogastric  region,  pain  in,  330 
Hysterectomy  in  fibroid  tumours,  213 
in  cancer,  228,  238 

H^'steria,  496 
Hysterophores,  52 
Hysterotome,  35,  40 


TMPERFOEATE  hymen,  391 
■L    Impregnation,  488 
Incision  of  cervix  uteri  in  dysmenorrhoea, 
35,  40 

to  arrest  haemorrhage,  206 
in  sterility,  474,  481 
Incontinence  of  urine,  518 
Infantile  uterus,  32 
Inflammation  of  ovary,  244 
of  uterus,  121 
of  vagina,  402 
Injections,  intra-uterine,  dangers  of,  119 
in  endometritis,  149 
in  haematocele,  345 
in  leucorrhoea,  466 
into  ovarian  cysts,  300 
into  pelvic  abscesses,  328 
vaginal,  171 
Injury  to  cervix  in  labour,  180 
Inspection  a  means  of  diagnosis,  19 
Instruments  for  diagnosis,  10,  14 

for  topical  medication,  147 
Intercourse,  painful,  508 
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Intestines,  prolapse  of,  400 
Intra-mural  gestation,  350 

peritoneal  hnematocele,  337 
uterine  injection,  149 
clangers  of,  149 
medication,  147 
stem  pessaries,  77-81 
Inversion  of  uterus,  101 

methods  of  reduction,  105 
varieties  of,  101 
Iodine,  application  of,  to  uterus,  135,  148, 
150,  1G3 

injection  of,  into  ovarian  cysts,  300 
Iodoform,  use  of,  184,  373,  529 
Iron  in  amenorrhoea,  436 
Irritability  of  bladder,  512 


KIDNEYS,  movable,  diagnosis  of,  283 
Knee-breast  position,  8G 
Kolpokleisis,  429 
Kreuznach  waters,  488 
Kiiclienmeister's  scissors,  35 


LABIAL  abscess,  377-378 
anasarca,  373 
cysts,  374 
furuncles,  378 

htiematoma  or  thrombus,  379 

hernia,  380 

hypertrophy,  370 

lupus,  372 

oedema,  373 

oozing  tumour,  371 

phlegmonous  inflammation, 
377 

tumours,  380 
Labour,  protracted,  a  cause  of  fistula;,  422 

missed,  355 
Laceration  of  cervix  uteri,  180 

causation,  181 

differentiation,  183 

operation  for,  185 

varieties,  180 

of  perineum,  409 

evils  of,  410 

operations  for,  412,  414 

results  of,  410 

of  sphincter  ani,  410 

operation  for,  417 
Lactation,  effects  of,  on  uterus,  155 
Lameness,  uterine,  535 
Laminaria  tents,  24 

dangers  of,  26 
Laparotomy,  for  ectopic  gestation,  362 
for  removal  of  uterus,  213 
Leeches,  mode  of  applying,  119 
Leiter's  Temperature  Regulator,  334 
Leiter's  Glass  Irrigator,  168 
Leucorrhoea,  463 

cervical,  130 
infantile,  466 
uterine,  140 
vaginal,  464 
Ligaments,  broad,  diseases  of,  316 
Liver,  enlargement  of,  291 


MET 

Local  depletion  of  uterus,  117 
Lupus  of  vulva,  372 

MALFORMATIONS   of    uterus  and 
vagina,  31 

Malignancy,   diagnosis    of,  in  ovarian 

tumours,  294 
Malignant  disease  of  bladder,  513 

of  uterus,  217 
Malpositions  of  uterus,  42,  65,  83 
Mammary  symptoms  of  pregnancy,  285 
Management  of  patient  during  physical 

examination,  6 
Manipulation,  conjoined,  9 
Marriage  with  existing  uterine  disease, 

204, 462 
Mastodynia,  112,  448 
Means   used   in    diagnosis     of  pelvic 
diseases,  6 

Meatus  urinarius,  vascular  tumour  of, 
383 

]iolypi  of,  382 
Medication,  intra- uterine,  147 
Medullary  cancer  of  uterus,  218 
Membranous  dysmenorrhoea,  45G 
Menorrhagia,  469 

general  causes,  469 
treatment,  470 
Menstrual  blood,  its  source,  111 

discharge,  its  characters,  112 
flow,  retention  of,  440 
luiematocele,  337 
Menstruation,  109 

arrested,  431 

commencement  and  cessa- 
tion of.  111 

disordered,  432 

during  gestation  and  lacta- 
tion, 157 

excessive,  causes  of,  469 

imperfect  establishment  of, 
431 

irregular,  432 
molimina,  112 
occult,  440 
painful,  447 
periodicity  of,  112 
physiologv  of  normal,  109- 
112 

precocious.  111 
profuse,  469 
protracted.  111 
scanty,  431 

suppression  of  acute,  438 
as  a  sign  of  pregnancy,  434 
suspended,  433 
vicarious,  445 
Mental  disorder,  499 

disturbance  a  cause  of  menorrha- 
gia,  469 
Metritis,  acute,  121 

symptoms,  122 
treatment,  123 
chronic  cervical,  130 
corporeal,  138 
Metrorrhagia,  469 
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Metrorrhagia  causes,  409 

differentiation,  170 
treatment,  470 
Metrotome,  Greenhalgh's,  39 
Peaslee's,  39 
Simpson's,  35 
Microscope,  as  a  means  of  diagnosis,  30 

in  ovarian  tumours,  257 
^Microscopic  characters  of  leixcorrhceal  dis- 
charges, 464 
Micturition,  disorders  of,  512 
difficult,  512 
frequent,  512 
impossible,  614 
involuntary,  519 
painful,  512 
Milk  in  breasts  diagnostic  of  pregnancy, 
285 

Mineral  waters  in  treatment  of  chronic 

uterine  diseases,  144 
Misplacements  of  uterus,  44,  65,  83 
Mobility  of  uterus,  normal,  43,  44 

importance  of  ascertaining,  in 
cases  of  misplacements,  42,  87, 
95 

Mode  of  examining  patients,  7 

of  recording  cases,  3 
Molimina  menstruationis,  112 
Moral  management,  499 
Movements  of  foetus  felt  by  mother,  354 
felt  by  observer,  284, 
354 

Mucous  discharges,  463 

follicles,  cvstic  disease  of,  175 

membrane,  109 

polypus,  188 
Muscular  fibres  of  uterus,  changes  in,  154 
Myofibromata,  or  myomata  of  uterus,  197 
of  ovaries,  259 


N A  BOTH  IAN  GLANDS,  130 
Nausea  and  vomiting,  from  reflex  ir- 
ritation, 141 
Nausea  and  vomiting,  in  dysmenorrhoea, 
454 

Neck  of  uterus,  amputation  of,  178 
N^laton's  forceps,  309 
Nerves,  pressure  on,  in  tumours  of  pelvis, 
200 

Nervous  disorders,  at  climacteric,  490 

referable  to  uterus,  141 
phenomena  in  hysteria,  498 
during  menstruation,  1 12 

Neuralgia  of  uterus,  448 

treatment  of,  449 

Neuralgic  dysmonorrhcea,  448 

Neurasthenia,  502 

Neuromata  of  vulva,  368 

Nidation,  110 

Nipple,  changes  in,  due  to  pregnancy,  285 
Nitrate  of  silver,  use  of,  136,  173 
Nitric  acid,  application  of,  to  cervix,  136, 
173,  231 
to  uterine  cavity,  148,  150 
to  vascular  growth  of  urethra, 
385 

N 


OVA 

I   Noma,  376 

Normal  ovariotomy',  212,  250 
Normal  position  of  uterus,  42 
Nutrition,  importance  of,  504 
Nymphae,  anasarca  of,  373 

hyperplasia  of,  370 

OBSTRUCTIVE  dysmenorrhoea,  453 
Occlusion  of  vagina,  390 
(Edema  of  nymphag,  373 
Offensive  discharges  from  vagina,  221 
Ointments,  use  of,  in  chronic  corporeal  en- 
dometritis, 149 
Omentum,  cancer  of,  291 
Oophorectomy,  for  ovaritis,  250 

for  fibroid  tumours,  212 
method  of  operating,  212 

Oophoria,  496 

Oophoritis,  244 

Oozing  tumour  of  labia,  371 

Os  uteri  externum,  34 
cancer  of,  217 
congestion  of,  131 
corroding  ulcer  of,  220 
dilatation  of,  artificial,  23 
erosions  or  excoriations,  130,  166 
examination  of,  by  speculum,  14 
fissure  of,  180 

imperforate,  treatment  of,  33 
incision  of,  to  arrest  haemorrhage, 

in  cases  of  fibroids,  206 
inflammation  of,  166 
occlusion  of,  32 
stenosis  of,  34,  36 
treatment,  35,  37 
syphilitic  ulcer  of,  176 
ulceration  of,  166 
Os  uteri  internum,  36 
stenosis  of,  36 
treatment  of,  37 
Ovarian  apoplexy,  242 

cell  of  Drysdale,  257,  280 
Ovarian  cvsts  and  cystomata,  253 
adhesions  of,  272,  293 
aspiration  in,  295 
bursting  of,  271 
colour  of,  289 

conditions  complicating,  287 
conditions  simulating,  276,  &c, 
contents  of,  256 
course,  270 

cure,  spontaneous  of,  271 
cutaneous,  piliferous,  or  dermoid, 
257 

I  death,  methods  by  which  pro- 

duced, 273 
diagnosis,  259,  262,  273,  276,  285, 
296 

of  adhesions,  293 
of  malignancy,  294 
differentiation,    from  abnormal 
thickness  or  tension  of  abdo- 
minal walls,  276 
from  ascites,  278 

from  cysts  of  broad  ligament,  282 
from  distension  of  abdomen,  277 
from  encysted  dropsy,  200 

N 
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Ovarian  differentiation  from  tibro-CA'stic 
tumour  of  uterus,  289 
from  hydatid  cysts,  282 
from  molar  pregnancy,  286 
from  obesity  with  tvmpanitis, 
276 

from  parovarian  cysts,  281 
from  pregnancy,  284 
from  rare  conditions,  289-291 
from  renal  cysts,  282 
from  spurious  pregnancy,  277 
diseased  conditions  affecting,  272 
embryonic  formations  in,  257 
exploratory  incision  in,  295 
fluid,  character  of,  256 
gangrene  of,  272 
haemorrhage  from,  272 
inflammation  of  interior,  272 
injection  of  fluid  into,  300 
natural  history  of,  270 
palpation  of,  279 
pedicle  in,  310  ;  twisting  of,  271 
percussion  of,  279 
perforation  of,  272 
physical  exploration,  means  of, 
274 

physical  signs,  275 

pregnancy,  complicated  with,  287 

surgical  treatment  of,  297 

symptoms,  258,  268 

tapping  in,  tlirough  abdomen, 
298,^300  ;  through  vagina,  299 

treatment,  medical,  295 

twisting  of  pedicle,  271 

dysmenorrhoea,  460 
Ovaries,  absence  of,  241 

adhesions  of,  245,  310 

apoplexy  of,  242 

atrophy"  of,  242 

cancer  of,  261 

colloid  tumours  of,  262 

cysts  of,  253 

cysto  sarcoma,  261 

dermoid  cysts  of,  257 

development,  imperfect,  of,  241 

displacements  of,  243 

dropsy  of,  253 

enchondroma  of,  263 

fibroma  of,  261 

hernia  of,  244 

hypersemia  of,  246 

inflammation  '  of,   acute,    244  ; 
chronic,  246 

malignant  disease  of,  261 

neuralgia  of,  448 

pain  in  region  of,  243,  247 

prolapse  of,  243 

proliferous  cvsts  of,  257 

removal  of,  for  uterine  haemor- 
rhage, 212 

sarcoma  or  fibroma  of,  261 

tubercle  of,  263 
Ovariotomy,  301 

abdominal,  308 
adhesions  in,  310 
after  treatment  in,  315 
antiseptic  method  in,  306 


PAR 

Ovariotomy,  cautery  in,  312 

cleansing  the  abdomen  in, 
312 

closing  abdominal  wound  in, 
313 

complications  in,  310 
conditions  favourable  to,  301 
contra-indications,  302 
dangers  of,  303 
drainage  in,  312 
dressing  in,  314 
enucleation  in,  309 
exploratory  opprati(ms,  295 
haemorrhage  after,  311 
indications  for,  301 
instruments  in,  305 
intestine  wounded  in,  310 
ligature  of  pedicle  in,  310 
mode  of  operating  in,  308 
normal,  250 

pedicle,  treatment  of,  310 
peritonitis  after,  315 
preliminary  preparations, 

303,  304 
preparatory  treatment,  304 
proper  time  for  performing, 

301 

septicaemia,  method  of  avoid- 
ing, 306 

sutures,  method  of  inserting, 
313 

sutures,   removal   of,  after 

operation,  315 
tapping  the  cyst,  309 
wound  of  intestine  in,  310 
Ovaritis,  acute,  244 
chronic,  246 
treatment,  246,  249 
Ovula  Nabothi,  130 

Ovulation,  relation  of,  to  menstruation,  110 
Ovum,  110 


PAIN,  associated   with  menstruation, 
112  ;  in  back,  122,  221 
bearing  down,  112,  122 
from  cancer,  221,  233 
in  groins,  122 
in  hypogastric  region,  318 
hysterical,  498 
inflammatory,  122 
intermittent,  199,  221 
in  lower  extremities,  due  to  pres- 
sure within  pelvis,  200 
in  micturition,  512 
reflected,  200,  219,221 
significance  of,  199 
Palpation,  abdominal,  19 

bimanual,  9 
Paquelin's  thermo-cauterv,  387 
Paracentesis  in  ovarian  tumours,  297 
Paralbumen  in  ovarian  cysts,  257 
Parametritis,  316 
Paraplegia,  93 
Parovarian  cysts,  281 
Parthenogenesis,  or  development  without 
impregnation.  258 
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Parturition,  imprudence  after,  a  frequent 
cause  of  uterine  disorders, 
4G 

prolonged,  a  cause  of  fistula, 
422 

Pathological  changes  in  uterus,  154,  197, 
218 

Pean  on  extirpation  of  the  uterus  in  case 

of  fibroids,  214 
Peaslee's  metrotome,  89 
Pedicle,  treatment  of,  in  ovariotomy,  310 
Pelvic  abscess,  822 

causes,  317 

ditferentiation,  320 

evacuation  of,  327 

operating,  methods  of,  327 

symptoms  of,  318 

treatment  of,  327 
Pelvic  cellulitis,  317 

causation,  317 

differentiation,  320 

physical  signs,  319 

symptoms,  318 

treatmt-nt,  323 
Pelvic  h}«niatocele,  337 

c;mses,  338 

differentiation,  340 

intra-peritoueal,  337 

physical  signs,  339 

source  of  the  haemorrhage,  340 

subperitoneal,  338 

surgical  treatment  of,  344 

symptoms,  338 

treatment,  343 

varieties,  337 
Pelvic  peritonitis,  328 

causation,  329 

differentiation,  331 

evacuation  of  collections  of  pus  and 
serum,  335 

physical  signs,  331 

symptoms,  330 

treatment,  333 
Pelvis,  section  of,  4 

Percussion  of  abdomen  as  a  means  of 

diagnosis,  21 
Perforation  of  intestine,   symptoms  of, 
272 

Perimetric  haematocele,  337 
Perimetritis,  328 
Perineal  body,  409 

surgical  means  for  restoration  of, 

412-421 
Perineum,  laceration  of,  409 

causation,  410 

dangers  arising  from,  411 

operations  for  repair  of,  412- 
421 

preparation  of  patient,  413 
time  for  operation,  411 
varieties,  411 
Periodicity  of  menstruation,  110 
Peritoneum,  haemorrhage  into,  337 
Peritonitis,  pelvic,  328  (see  pelvic  peri- 
tonitis) 

complicating  ovariotomv,  303, 
315 


POS 

Peri-uterine  cellulitis,  317    (see  pelvic 

celluliiia) 
Peri-uterine  haematocele,  337 
Pessary,  air  ball,  60 

anteversion,  68 

cradle,  67 

Cutter's,  for  anteversion,  69 
for  prolapsus,  59 
for  reti-o version,  91 

disc,  62 
ring,  57 

Hewitt's  cradle,  67 

Hodge's  closea  lever,  53,  89,  98 

Zwanck's,  61 
Pessary,  intra-uteriue,  77 

Chambers',  79 

cup  and  stem,  58,  59 

disc  and  stem,  62 

galvanic  stem,  78 

Greenhalgh's  elastic,  57 

Wynn  Williams's,  81 
Phantom  tumours,  diagnosis,  277 
Phenol  iodized,  148 

Phlegmasia  dolens  in  pelvic  cellulitis,  321 
Phlegmonous  inflammation  of  labia,  377 
Phthisis,  a  cause  of  leucorrhcea,  464 
Physometra,  290 

Placenta,  retention  of  portion  as  a  cauvse 

of  haemorrhage,  472 
Playfair's  probe,  134 
Polycysts  of  ovary,  281 
Polypus  uteri,  188 

causing  obstructive  dysmenor- 

rhcea,  453 
cellular,  189 

differentiation    from  inverted 
uterus,  103 

excision  of,  195 

fibrinous,  188 

fibroid  or  myomatous,  190 

glandular  or  mucous,  188 

hypertrophic,  188 

operations  for,  192 

placental,  190 

symptoms  of,  190 

torsion  of,  193 

treatment  of,  192 

varieties  of,  186 
Porro's  operation,  227 
Position,  genu-pectoral,  86 

of  patient  for  introducing  Sims's 
speculum,  17 

normal  of  uterus,  43 
Posterior  displacements  of  uterus,  83 
causes  of,  83 

consequences  of,  84,  93,  94 
differentiation  of,  84,  95 
influence  of  position  in,  86 
means  of  retaining  uterus  in 

position,  88 
methods  of  reduction,  85,  95 
pessaries,  88 
physical  signs,  94 
symptoms,  84,  92 
treatment,  85,  96 
Posture,  recumbent,  in  prolapsu"?  of  the 
uterus,  50 
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Potassa  fusa.  use  of,  in  hyperplasia,  16-1 
Precocious  menstruation,  111 
Pret^nancy,  abdominal,  360 
Pregnancy,  complicating  ovarian  tumour, 
287 

diaj^nosis  of  normal,  284 
differential  diagnosis  of,  285 
ectopic,  or  extra-ixterine.  349 
(see  extni-uterine  gestation) 
false  or  spuriouF,  277 
with  cancer  of  cervix,  225 
Preparatory  treatment,  for  ovariotomy. 
304 

forvesicn-vaginal  fistula,  424 
Priestley's  dilating  sound,  39 
Probing-  ttie  uterus,  method  of,  10 
Procidentia  uteri,  45 

treatment  of,  49 
Prolapse  of  bladder,  48 

of  intestines,  400 
of  urethra,  882 
of  uterus,  45 
astringents  in,  51 
causation,  46 
complications,  48 
consequences,  48 
diagram  of  degrees  of,  45 
differentiation,  48 
Prolapse  of  uterus,  episiorrhaphy  for,  G4 
frequency,  46 
method  of  replacing,  49 
method  of  sustaining,  50 
perineorrhaphy,  62 
pessaries,  52 
jihysical  signs,  47 
recumbt^nt  posture  in,  49 
sudden  or  acute,  49 
symptoms,  47 
treatment,  49 
varieties,  45 
Prolapsus  of  the  vagina,  48 
causes,  48 
symptoms,  47 
treatment,  51 
Proliferous  cysts  of  ovary,  255 
Pruritus  ani,  633 

vaginae,  532 
vulvse,  627 
treatment,  528 
Pseudo-cyesis,  493 
Puberty,  phenomena  of,  111 

delav  of,  causing  amenorrhoea, 
432 

Pudendal  haematocele,  379 
haemorrhage,  378 
hernia,  380 
Pulsation  of  abdominal  aorta,  269 
Purgatives,  144 
Purulent  discharges,  140,  403 
vulvitis,  375 
pus  in  urine,  524 
Pyaemia    and    septicaemia,  precautions 

against,  in  operating,  306 
Pyo-nephrosis,  diagno^is  of,  from  ovarian 

tumours,  283 
Pvrexial  disorders  producing  menstrual 
irrrgularitv,  433,  470 


SIM 

KKCOKDING  CASES,  form  for,  3 
Rectal  examination,  21 
Rectal  exploration,  23 
Rectocele,  48 
Recto  vaginal  fistula,  429 
Rectum,  cancer  of,  293 

importance  of  examination  by 
the,  21,  22 
Reflex  nervous  phenomena,  490 
Regions  of  abdomen.  20 
Repositor,  uterine,  88 
Resistance  on  palpation  of  abdomen,  10 
Rest,  importance  of.  after  application  to 
uterus,  137,  151,  164 
in  dysmenorrljcea,  462 
Retardation  of  puberty  causing  absence  of 

menstruation,  111 
Retention  of  urine,  514 

mode  of  passing  catheter  in,  516 
of  menstrual  fluid,  392 
treatment  of,  394  / 
Retroflexion  of  uterus,  91  / 
causation,  9:?. 
diagnosis,  94 
sj'mptoms.  92 
treatment,  96 
Retro-uterine  hematocele,  337 
Retro- version  of  uterus,  83 
causation,  83 
diagnosis,  84 
symptoms.  84 
treatment  of,  85 
Rheumatic  diathesis,  relation  to  painful 

menstruation,  449 
Rodent  uloer  of  cervix  uteri,  220 
Rudimentary  development  of  uterus  and 

vagina,  31 
Rules  for  the  introduction  of  tents,  26 

SANIOUS  discharges,  221 
Salpingitis,  347 
Sarcoma  uteri,  238 
Sc 'rification  of  cervix  uteri,  118 
Scirrhus  of  uterus,  220 
Scoop,  Simon's,  for  removing  cancer,  230 
Sea  tangle  tents,  dangers  of,  26,  27 
Secretions,  norma\  of  genital  passage?,  463 
Section  of  the  pelvis,  4,  43 
Sensation  in  abdomen  resembling  quick- 
ening, 493 

Severe  illness,  a  cause  of  amenorrhoea,  432 
Sexual  intercourse,  etlect  on  uterus,  143 
irritation  causing  ovarian  pain, 
244 

Shape  of  uterus,  36 
Sickness  with  dysmenorrhcea,  455 
Signs  of  pregnancy,  284 
Simon's  sharp  spoon  for  scraping  cancer, 
230 

method  of  examining  bv  rectum, 
23 

mode  of   operation   for  vesico- 
vaginal fistula,  427 
Simpson's  metrotome,  35 
Sinis's  operation  for  vesico-vaginal  fis- 
tula, 424 
for  vaginismus,  508 
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Sinis's  glass  vaginal  dilator,  507 
speculum,  17 

Skin,  condition  of.  in  ascites  and  ovarian 
tumours,  278 
in  prt-gnancv,  285 

Skirt  suspenders,'52,  98 

Sound,  uterine,  as  a  means  of  diagnosis,  10 
accidents  from,  11 
ditficulties  and  dangers  attending 

its  use,  1 1 
facts  ascertained  by,  12 
method  of  introduction,  11,  12 
passage  of,  in  amenorrhoea,  439 
use  of,  in  diagnosing  ovarian  from 

uterine  tumours,  292 
use  of,  in  treatment  of  flexion,  75 

vSounds  heard  in  abdominal  region,  277 

Spasm  of  vagina,  505 

Spaying,  212 

Sjteculum,  Cusco's  bivalve,  15 
Fergusson's,  14 
Griffith's,  17 
Neugebauer's,  18 
Sims's,  17 
three-bladed,  507 
tubular,  14 

as  a  means  of  dingnosis,  14 
as  an  aid  to  treatment,  14 
mode  of  introduction,  15,  17 
Spermatozoa,  478 
Sphincter  ani,  laceration  of,  409 
operation  for,  412-421 
Spleen,  enlargement  of,  291 
Sponge  holder,  172 
tents.  23 

mode  of  introducing,  24 
dangers  of,  26 
Spoon,  Simon's  sharp,  for  scraping  cancer, 
230 

Spray  apparatus,  306 
Stem  and  cup  pessary,  58 
Stenosis  of  cervix  uteri,  34 

OS  internum,  36 
Sterility,  477 

causes,  480 

treatment,  487 
Stricture  of  Fallopian  tube,  348 
Subinvolution  of  uterup,  154 
Subperitoneal  haematocele,  338 
Superin volution  of  uterus,  482 
Supports  of  the  uterus,  43 
Suppositories,  172 

Suppression  of  menstruation,  indicative 
of  pregnane V,  434 
sudden,  438 
treatment  of,  438 
Sutures,  mode  of  securing,  426 

in  ovariotomy,  313 
Sympathetic  disorders,  490 
S^'uiptoms  of  uterine  disease  dependent 

upon  ovarian  disease,  471 
Syphilis  as  a  cause  of  sterility,  485 
Syphilitic  condylomata,  368 
leucorrhoea,  464 
ulceration  of  cervix,  176 
Syphon  douche,  168 
Syringe,  Higginson's,  170  ;  use  of,  170 


ULC 

rr  ACTUS  eruditus,  6 
-L    Tampon,  vaginal,  163 
Tapping  in  ovarian  tumours  as  an  aid  to 
diagnosis,  295 
mode  of  performing  the  opera- 
tion, 298 
combined  with  pressure,  300 
and  iodine  injectit)ns,  300 
from  vagina,  299 
Taxis  in  reduction  of  inverted  uterus,  107 
Teeth  in  dermoid  cysts,  258 
Tents,  laminaria,  23 
sponge,  23 
tupelo,  24 

use  of,  in  dilating  cervix,  23 
in  amenorrhoea,  439 
dangers  attending  use,  26 
method  of  introduction,  24 

Thermo-cautery,  Paquelin's,  387 

Thrombosis  in  cellulitis,  323 

Thrombus  of  labium,  379 

Tight  bandaging,   a  cause  of  disease 
among  women,  83 

Touch,  rectal,  21 
vaginal,  8 

importance  of  educating  sense  of,  6 
Tourniquet,  uterine,  178 
Trachelorrhaphy,  operation  of,  185 
Trichomanas  vaginalis,  403 
Trocar  for  ovariotomy,  308 
for  paracentesis,  298 
Spencer  Wells's,  308 
Tubal  dropsy,  348 

pregnancy,  350 
Tuberculous  diathesis,  relation  to  amenor- 
rhoea, 432 
Tumours,  abdominal,  276-293 

their  differentiation,  276-293 
of  bioad  ligament,  266 
cystic,  of  ovary,  253 
diagnosis  of  ovarian,  276 
of  external  organs  of  genera- 
tion, 370 
fjBcal,  293 

fibro-cystic,  of  uterus,  215 
fibroid,  of  uterus,  197 
ovarian,  253 
pelvic,  291 
peri-uterine,  291 
phantom,  277 
retro-uterine,  291 
sub-peritoneal  c;,  stic,  331 
uterine,  197,  215 
vaginal,  401 
of  vulva,  370 
Tupelo  tents,  24 

Twisting  of  pedicle  in  ovarian  tumours, 
271 

Tympanitic  distension  of  abdomen,  276-7 

T^LCER,  corroding,  of  os  uteri,  220 
U  syphilitic,  of  cervix  uteri,  176 

Ulceration,  cancerous,  of  cervix  uteri,  220, 
223 

so-called,  of  cervix  uteri,  166 
of  external  generative  organs, 
373,  376 
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Unicorn  uterus,  81 
Unilocular  ovarian  cysts,  253 
Urethra,  angioma  of,  383 

caruncle  of,  383 

cvstic  dilatation  of,  383 

diseases  of,  382-388 

eversion  of,  382 

excrescence  of,  383 

inflammation  of,  382 

polypus  of,  382 

prolapse  of,  3«2 

vascular  tumour  of,  383 
Urethral  caruncle,  irritable,  383 

treatment,  385 
Urethral  venous  angioma,  383 
Urethritis,  382 
Urethrocele,  383 
Urethro-vaginal  fistula,  422 
Urinary  fistula,  422 

Urine,  abnormal  conditions  causing  pain- 
ful micturition,  512 

hysterical,  498 

incontinence  of,  518 

retention  of,  514 

mode  of  passing  catheter  in,  516 
Uterine  canal,  atresia  of,  32 

dilatation  of,  23,  35,  37 
cancer,  217 
catarrh,  138 

cavity,  applications  to,  147 

injections  into,  149 

purulent  discharge  from,  139, 142 

development  in  childhood,  anom- 
alies of,  32 

displacements,  difFerentiation  of, 
from  tumours,  by  the  sound,  1 3 

douche,  employment  of,  151 

fibro-cystic  tumours,  215 

fibromata,  197 

fungosities,  152 

headache,  141 

and  ovarian  tumours,  differential 

diagnosis  of,  287 
polypi,  188 

differentiation,  103,  191 
•  fibroid,  J  90 
glandular,  188 
physical  signs,  191 
symptoms,  190 
treatment,  189,  192 
varieties,  188-190 
repo-itor,  88  ' 
sarcoma,  238 
souffle,  285 

sound,  difficulties   and  dangers 

attending  U!<e  of,  11 
facts  ascertained  by,  12,  13 
means  of  diagnosis,  as  a,  10 
method  of  introduction,  12 
Utero-abdominal  exploration,  13 
rectal  exploration,  13 
vaginal  exploration,  13 
Uterus,  ablation  of,  2i3 

absence  or  rudimentary  develop- 
ment of,  31 
altered  position  of,  causing  dvs- 
uri.i.  513 


UTE 

Uterus,  amputation  of  the  neck  of.  178 
anteflexion  of,  70 
symptoms,  72 
diagnosis,  73 
treatment,  74 
anteversion  of,  65 
symptoms,  66 
diagnosis,  66 
treatment,  67 

areolar  hyperplasia  of,  154 

atresia  of,  32 

axis  of,  45 

bicornis,  31 

bilocularis,  32 

bipartitus,  31 

bulk,  increase  of,  154 

cancer  of  body  of,  236 

cervix,  217 
catarrh  of,  138 

cauliflower  excrescence  of,  220 
congestion  of,  114 
corroding  ulcer  of,  220 
defective  development  of,  31 
displacements  of,  42-108 
distension  of,  289 
double,  31 
enlargement  of,  154 
examination  of,  8 
extirpation  of,  cancerous,  228 

for  fibroids,  213 
fibroc3'stic  tumours  of,  215 
fibroid  tumours,  or  fibromata  of, 
197 

flexion  of,  ante-,  70 
retro  ,  91 
fluxion  of,  113 
gravid,  retroflexion  of,  292 
hypera?mia  of,  113 
hypertrophy  and  hyperplasia  of, 

154 
infantile,  82 

inflammation  of,  acute,  121 

chronic,  138 
inversion  of,  101-108 
involution  of,  154 
impeded,  154 
ligaments  of,  43 
malformations  of,  31 
mali,a,nant  disease  of,  217,  236 
mobility,  normal,  of,  42,  44 
natural  position  of,  42 
polypus  of,  188 
position  of,  normal,  42 
procidentia  of,  45 
prolapsus  of,  45 
causation,  46 
symptoms,  47 
treatment,  49 

pruritus,  from  disease  of,  528 
retroflexion  of,  91 
retroversion  of,  83 
rudimentary  development  of,  31 
sarcoma  of,  238 
shape  of,  36 
stenosis  of,  34,  36 
subinvolution  of,  154 
superinvolution  of,  132 
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Uterus,  supports  of,  4o 

ulceration  of,  166 
unicornis,  31 

vascular  disorders  of,  112 
versions  of,  65,  83 
Uterus  and  vajjina  distended  with  blood 
from  imperforate  hymen,  391 


VAGINA,  absence  of,  390 
atresia  of,  390 
cancer  of,  402 
cicatrices  of,  407 
closure  of,  396,  428 
cvsts  of,  401 

dilatation  of  fundus  of,  392 
diphtheritic  inflammation  in, 
401 

diseases  of,  400 
displacements  of,  399 
distension  of,  by  blood,  from 

imperforate  hymen,  392 
duplex.  399 
epithelioma  of,  402 
exf  liations  from,  457 
fi-sures  of,  381 
fistulas  of,  422 
hernia  of,  400 
inflammalion  of,  402 
malformations  of,  300 
normal  condition  of,  403 
operation    for  constricting, 

400,  428 
polypus  of,  401 
prolapse  of,  399 
spasm  of,  505 
tumours  of,  401 
wounds  of,  401 
Vaginal  aperture,  operation  for  constrict- 
ing, 400,  421,  428 

dilator,  Sims's,  607 

hernia,  400 

injections,  danger  of,  170 
mode  of  usine:,  170 
leucorrhoea,  463 
treatment,  465 
syringe,  170 
tampon,  163 
touch,  8 
Vaginismus,  505 

treatment,  506 
Vaginitis,  402 

treatment,  405 
Valvular  specula,  14 
Vascular  tumour  of  urethra,  383 

treatment  of,  385 
Venous  angioma,  urethral,  883 
Vesi CO- vaginal  fistula,  422 

operations  for,  424 
Vicarious  menstruation,  445 
Vulva,  abscesses  of,  377 
atresia  of,  390 


ZWA 

Vulva,  blood  tumours  of,  379 
cancer  of,  373 
condylomata  of,  370 
cvsts  of,  374 
diseases  of,  367 
eczema  of,  367 
elephantiasis  of,  371 
eruptions  of,  367 
erythema  of,  367 
esthiomenus  of,  372 
fissure  of,  381 

follicular  inflammation  of,  375 

furuncles  of,  378 

gangrene  of,  376 

hernia  of,  380 

hjBmorrhag:es  of,  378 

herpes  of,  368 

haematoma  of,  379 

hydrocele  of,  374 

hypersesthesia  of,  381 

hypertrophy  of,  370 

inflammation  of,  374 

lichen  of,  367 

lupus  of,  372 

oeilema  of,  373 

oozing  tumour  of,  371 

neuromata  of,  368 

phlegmonous  inflammation  of,  377 

prurigo  of,  368 

pruritus  of,  527 

purulent  inflammation  of,  375 

sensitive  red  patches,  368 

syphilis  of,  368 

tumours  of,  380 

ulceration  of,  373 

varicose  veins  of,  378 

vascular  growths  of,  383 

warts  of,  369 
Vulvar  folliculitis,  375 
Vulvitis,  follicular,  375 

gangrenous,  376 
purulent,  375 
Vulvo-vaginal  glands,  cystic  dilatation 
of,  374 
inflammation  and  abscess 
of,  376 


WARTY  growths  of  vagina,  369 
vulva,  369 

Watery  discharges  from  cauliflower  ex- 
crescence, 221 
from  polypi,  190 

Wire  ecraseur,  180, 'l94 

Womb  (s°e  Uterus) 

Wynn  Williams's  intra-uterine  stem  pes- 
sary, 81 


ZINC  points,  use  of,  in  cervical  endo- 
metritis, 136 
Zwanck's  pessary,  61 
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